
AUM STUDENT HEALTH SERVICES

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: 6/14/2019 an AUM Student? EH Yes EH No S-Number: SC0148680

Name: Belinda (Lin) Young Birthdate: 09-28-1959

Main Phone Number: 334-244-3960 byoungi 1@aum.edu

Local Mailing Address: 7755 Steele Ridge Dr B(jj( (jp ff.

citv: Montgomery AL zip code: 36117__

Permanent/Home Address: 7755 Steele Ridge Dr Box or APT #:

City; Montgomery state: zip code: 36117__

Marital Status: Single O Married Divorced Widowed O Other:

Sex: Male O FemaleO Gender: Male Female

Priman,Physician: Loulsa Tolentino City: Montgomery Phone#: 334-244-4322

Patient's Employer: Work Phone#: 334-244-3960

Parent's • Spouse's Name:• Phone#:

's or Spouse's Employer: Collier Ford Phone #:

argency Contact: St6Ven Young Relationship: Husband Rhone #: 334-244-3960

Vdid you hear about the clinic: Friend O Faculty/Staff ® OrientationO Other:

INSURANCE INFORMATION

Do you have health insurance? 13EsLnNo

If yes, please give your card to the front desk in orderfor a copy to be made for your chart.

insurance comoanv: Blue Cross/Blue Shield of Alabama Name on card: Belinda MYoung

Policy or Contract Number: QAU867162730 Group Number: 87655

insurance Company's Address: 450 Riverchase Parkway East, Birmingham, AL 35244

Revised December 2018



AUM STUDENT HEALTH SERVICES

CONSENT FOR SERVICES FORM

. Belinda Young
Patient Name: Date of Birth:

Day Month Year

General Consent for Treatment

I request and authorize health care services by my provider and his/her deslgnees(s) as my
provider may deem advisable and In my best Interest. This may Include routine diagnostic,
laboratory procedures, and administration.

I understand that excluding emergency or extraordinary circumstances, no substantial
procedure will be performed without providing me an opportunity to give me Informed
consent for that procedure. Informed consent means that the medical provider must disclose
Information to me Including benefits and risks of a particular procedure and/or treatment.

Payment

I am responsible for all bills incurred at the Student Health Center. Payment is due at the
time that services are rendered unless prior arrangements have been made.

I have read the consent form, or it has been read to me, and I am satisfied that I understand

its contents. My questions have been answered to my satisfaction.

^IhnDteYYoagg

Signature of Patient

Digitallysigned by BelindaYoung
DN:cn=Beilnda Young,o, ou, emailsbyoungi 1@aum,edu,c=US
Date: 2019.06.14 09:44:30 -OSW

Signature of Legal Representative (If patient Is unable to sign)

06 ,14 /19
Day Month Year

Date of Signature

Relationship to Patient












