- AUNM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: 7} /%j b Areyouan AUM student? @No student D% SOONUNILHD
Name: (o€ *’\;‘ﬁy Boooers -

Social Security Number: HA-HD - 0L BithDate 3/ 3 196

T.ocal Phone Number: “252H - 0 ;?Q” Y Aitomate Number
Loest adaress: 209 Plyters Bl Box Number

City: /N) Xﬁi (}'ﬂ(’i% \«// State: /\\L ‘ . Zip Code: 5@)0% ;

PermememAdcjress. Dé‘im(\, q”’? 3)}@\1@

City: LZ/?% State: 767”% Zip Code: Sne
Marita] Status (P]ease erc]e) Smg]g\ﬁ Married Divorced Widowed Other

Sex (Plaase Circle): Ma]e ma]e

qu L\ﬁj% City: [\j Oﬂtéf Mﬁi}f«/ Phone #: 3?{/;*52]3”%‘?)@&

P—J“laryPhysmlem O 1(

Patient’s Emp]oyar &{’u&uﬁ” I - Work #: /\j / A,
E;e;f's or Spouse’s Name (Circle which)__|] ’rs Bocoer Phone # 99~ T -5
Barent™s or Spouse’s Employer: U”u;{"’”?“(‘; 0% Work #: / A
Emergency Contact: 3/\!0 "53*’\ b\}@RJ Relahonsmp i 1&73&, Phone #: Q@‘% JW %Y(QU

How did you hear about the Clinic? Friend . Facuity/Staff @,Onentatlon L Other_

L]

Ea i INSURANCE INFORMATION J

Do you have health insurance? YES @)
Ifyes, please give your card tothe receptlonlst IIl order for a copy to be made for

your chart:

-

“Name on‘ Card

Jnsurance Company
:‘\\,

Policy Number

Group Number

Jusurance Company Address

Revised
B/13



AUM STUDENT HEALTE CENTER

- CONSENT FOR SERVICES FORM
) '\j \‘ ) '"‘). . . ) - g
Pationt Name_ (XL \gﬂg Doen | Date of Birth 2 /3790

General Consent for Treatment

1 request and authorize health care services by my provider and his/her designees(s) as my
provider may deem dvisable and in my best interest. This may include routine diagnostic,

laboratory procedures and medication administration.

T understand that excludmg emergency or extraordinary circumstances, no substantial procedure
will be performed without providing me an opportunity to grve me informed consent for that
procedure. Tnformed consent means fhat the medical-provider must disclose mformation to me
__including benefits and isks of a particular procedure and/or treatment.

Payment

T am responsible Tor all bills incurred at the Student Health Center. Payment is due at the fime
+hat services are rendered unless prior arrangements have been made.

i have read the consent Torm, or it has been read tome, 2nd I am satisfied that 1
wanderstand its contents. My guestions have been answered fo my satistaction.

b L By ot 8 e

Signature of Patient Date of Signature
{
LA

” .

Signature of Legal Representative (i patient unable 1o sign) Relationship to Patient




AUM Student Health Services'
PATIENT H]PAA CONSENT FORM |

o I understand that I have certam nghts to pnvaey regardmo my protected heal th mforma‘uon These
B Tights are gien tome umder theHealth Insurance Portability and Aeeountablhty Actof 1996
_— (HIP AA). 1 understand that by sxgnmg this consent] authonze you to use and dlsclose my protected
health mformatlon to cany out:- ' co o : - SR

. Treatment (mcludmg dlrect OI mdlrect TrBa’(Iant by other healthcare prow ders .mvolved nmy
o - treatment); '
Co. Obtammg payment from ﬂnrd party payers (e g my msuranee company)
= The day—to day hea]thcare operatl ons of your practlee

- 1 have. 3150 been mformed of amd gwen the right to review and secure a Copy of your Summmy cy ﬁze S
o HIPPA Privacy Rule, which. comtains a more cornplete description of the uses and disclosures ofmy - -
R proteeted health information and-my Tights under HIPAA T understand that you reserve the right to .
. change fhe terms of this:notice from time 1o time and thatI may eontact you at any timeto obtam the

; ‘Slcma“ure h )

S r)RElaIanShlp o Pauent o

. _.‘rnost cunent eopy of thls notlce

. I understand that I havé&ﬁha HUhI 10 quuest Iesmcn ons on how Ty pro LBC'th health information 1s
- usedand disclosed to carry out t:reatmem_pa,ymem and health care operations, but that you are not
* required to agree o these quuested, restneu ons. H owever, if you do agres, you'are ﬂﬂen bound TO '

comply w1th this resﬁjcuop

'I understand that T Tnajy IE’\!O]\B dns consert, in w*umg, atan y time. Howe*vel amy use or d1sc]osure
" that oecured prior to the date 1 re\/oke this consent 1s not. auected_

Signedthis 6 'y day of 90 oi(é

anPaeemName 3 gnd‘ ﬁ\w@m;

'(/W,é/] i

Revised2/14 - :




AUM Student Health Services ™ - |
Medical Information Release Form
(HIPAA Release Form)

o0

-

”””” )

Name: \}))?Jdi’@f ) %l fﬂg}&’i}”\v ' . Date of Birth: 0% 1021990
Release of Information -

N authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This infermation may be released
to: ' ‘ '

[ 1 Spouse

[ 1Child(ren)

/ Al e
i otmer_Malan Ware.

. - T N
[ 1 Information is not to be released to anyone.
This Release of Information will remain in effect unill ierminated by me in writing. -

es ' -

[Viessan
’)\—'\.}\—JU‘U -

Please call [ ] my home [ 1my Work’\!}} my cell Number: %@{%j@»%ﬁ}f

1T unable to reach me:

[\Jj you may leave a detailed message

[ ] please leave a message asking me o return your call

[]

The best time to reach me is (day) “}1 AY\/\ -_between (fime) 5 07!\/\

;;gigﬁ‘é‘d: W%éé&&%f 3/{%6'%5/"/\ . pate: (4 /12907 [

Revised 2/14



