AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: 2.4 /05’/201‘1 Are you an AUM student? YESNO StdentID#S 0034 %56 3.

Name: Eqbe! (KXol 20y @JML_LLM

Social Security Number: Birth Date_ 32 / ;LO/ J99¢4 .

qual-PhoncNumber"f;Légg'BQD;%‘—klten@tc Number:

Il

Local Address: Amnph(a}, ggﬁ T'nfn Moh@L Box Number,

cit: Mar State: A/alm g Zip Code: 36105

o

Permanent Address 9 5 ri

City: &l, "0\ gA Q bggl State: p)wo &0 L4 Zip Code: A& DOGO.

Marital Status (Please Clrcle) Single Married Dn/orced Widowed Other

Sex (Plt;,ase Circle): Male” Female

Primary Physician: City: Phone #:

Patient’s Employer: Work #:

Parent’s o;‘ Spouse’s Name (Circle which) _ Phone #:
Work #:

Parent’s or Spouse’s Employer:

- Emergency Contact; b Hm Pﬂ L—Qé Re]atlonshlp !2 MCJ € Phone # +1 ( 620 25 ‘32 76‘16

How did you hear about the Clinic? Friend o Faculty/Staff O Orientation 0 Other_ i

INSURANCE INFORMATION |

Do you have health insurance? YES NO
If yes, pIease give your card to the recepﬁomst in order for a copy to be made for

s

your chart.
Insurance Company . “Name on Card
Policy Number ' Group Number

8

Insurance Company Address

Revised
83



.. AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Nmelﬁﬂ_ﬁam%w ‘Date of Birth 27 /.20 1994

- (General Consent for Treatment - -

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

laboratory procedures and medication 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.

1 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.

W 2% 05,2019

Signature of Patient Date of Signature

Signature of Legal Representative (if patient unable to sign) Relationship to Patient



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: 2 élﬁl Q aunav . k{gd st Lgi Date of Birth 34/ 0%/ 339%™

Release of Information

LY} Tauthorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[ 1Spouse:
[ ] Child(ren):

[ ] Other:
[ ] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages
Please call [ ] my home [ ] my work [ ] my cell number: (£ Z )-33/30-F&8§99.

If unable to reach me:
L.Yyou may leave me a detailed message

[ 1please leave a message asking me to return your call

[ ]Jother:
The best time to reach me is (day or days) Al ) I/ Pg/( between
+:90 g and_|2 OOﬂmn times.

Signed: M

Date: 2% / 05/ 20I9-




AUM Student Health Services’ <
PATIENT HIPAA CONSENT FORM

L3

T understand that I have certain rights to privacy regarding my protected health information. These
rights are giYen to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected
health information to carry out:

» Treatment (including direct or indirect treatment by other healthcare providers involved in my

treatment);
» Obtaining payment from third party payers (e.g. my insurance company);
» The day-to-day healthcare operations of your practice.

I have also been informed of and given the right to review and secure a copy of your Summary of the
HIPPA Privacy Rule, which contains a more complete description of the uses and disclosures of my
protected health information and my rights under HIPAA. I understand that you reserve the right to
change the terms of this notice from time to time and that I may dontact you at any time to obtain the

most current copy of this notice.

T understand that I have the right to request rcstric&ions on how my protected health information is
used and disclosed to carry out treatment,.payment and health care operations, but that you are not
required to agree to these requested restrictions. However, if you do agree, you are then bound to

comply with this restriction.

I understand that I may revoke thi8 consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this 2.4 _day of _ M ay/ 20 19
Print Patient Name . wblas -

Signature /)\3 QM
L4

Relationship to Patient

Revised 2/14
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AUM Student Health Services

52/

Name_... [)fl }d,- _ &CMJ xall jm ol blal ... Date of Birth.
PAST/CURRENT PERSONAL MEDICAL HISTORY Hg’e YOU EVER had any of the following?
Heart/Lungs " | Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
DAsthma DOCeliacDisease . OAnemia O Difficult intubation OChlamydia
[Heari Disease (valve, Dlrrilable Bowel Syndrome O BIegadmg Disorders OMalignanthyperthermia DGenitalHerpes
], tic, el i .
vessel, Theumnatic, elc.) 0 Stomach/Duodenal Ulcers DBID_Dd Clots/Clotling DOPostOpNauseaor OGenital Warls
OHeart Murmur OUlceralive Colitis/Crohn’s Hisaners i
) ! Carices Vomiting (PONV) OGonarrhea
OHighBioodPressure OOtherLiver, Stomach, or = 0 Pseudochalineslersse OHPV
DHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
. . DOther STD
O Pneumonia Neurological Orthopedics DSplnai headache -
Endocrine OConcussions CArhritis ST OB/GYN History
w2 - 2 oUrgl = Lory i =
- ions/Sei - s - O Endometriosis
OAdrenal Disorders gﬁ?r::ylsg;sl eizures oF O Appendeciony
ODiabetes igraines/Severe B OPregnancies#:
; Headaches OAdenoideciomy
pPolycyslicOvary " . . ’
Syndrome (PCOS) O Multiple Sclerosis Infc::t-mulesmscs. OEarTubes Exercise History
o~ OMuscularDystrophy O Chickenpox/Varicalla O Gallbladder Removal ;
OThyroid Disorder OMepatitisType: OLack of exercise
O Stroke/TIA EPEFRAREEE DKnee ACLRepair B
Kidney —— OHIV Itlfectjun L R DExercisingregularly
0OChronic Kidney or ental Health 0 Infectious Mononucleosis DKneeArthroscopy Moderate Exercising
Bladder Diszase DADHD O Malaria L R Walking briskly, water aerobics, etc.
tikidney Slones SAleohal Abuse rEttumps I'If)rna-n Lransplant Htessthan3timesperweek——
OAnorexia (Eating Disorder) O Tuberculosis O Ovarian Cyst Removal D3 armore times perweek
Ears/Eyes/Nose/Throat D Anxiety Disorder OTyphoidFever OSpleneclomy T—
OChrenicSinus Infeclions DOBulimia (Eating Disorder) OTonsillectomy m;fsm::::ips .
i O Depression . OWeight Loss Surgery 8 £
OEye Disorders (other than Skin ) DLess than 3timesperwesk
glasses or contacts) 0O Drug Dependency OEczema DOOtherPriorSurgeries
OHearingLoss OOther Mental Health 03 ormoretimes perweek
) Problems OPsoriasis
DNasal Allergies/Hayfever
OHives

Allergies

Have you ever had anallergic reaction? Cves [lno

MedicationAllergies:

Food Allergies:

ather Allergies (latex, bee stings, etc.):

OtherHistory
7 previous Hospitalizations

CJOTHERHealthProblems (i
FPPL lz‘LithP4¢, ;ﬁ/z
2o o '

T
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Melanoma

Otner Cancers(Lisl Type)
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Mental lliness
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Sudden Cardiac Arrest underage 50
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Parent Deceased
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‘What isyonr sexual orjentation?

Sexuallyactive? [ Yes B Dnotcurrently
partners [ male [Jremale [ Both

‘Birth Conirol/Protection-Pleasecircle:

‘Whatisyour gender?
O remate E{etmnsexua] {Straight)
E’M/ale DGayaneshian
[ Trnsgender [ Bisexual | ..
Clother O other
AbumseHistory
Asviolence is 2 problem In many families, we ask these questwns to ALL pauent&
. }verbal Abuse [1 Yes &0 s

{PhysialAbuse ———H-Yes - Np—m"”- —— ——— ——
Sexual Abuse 0 Yes N6
DrugHistory
Doyoutake recreational dugs? [ ves Ej{
How much? — Howoften ____ Whattype? Marfjuana Cocaine Meth Heroine Spice Other, —
Sexual History )

Abstinence  Birth Control Pills CervicalCap Condom Disphragm implant Injection 1UD Patch

ost-menopausa] Rhythm Spermicde Sponge' Surgical VaginalCnndém Withdrawal Othersez conmenis Nong

normal  Abnormal (Grcle)

‘D Passivesmoker-neversmoked

Pleasecircle:

Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew

Packs/day: 0.25 05 1 15 2 3

2 2 4 5 a0

Years: 0s 1

1:ast Mensirual Cycle {ast PAP.
Comments: )
iTobacco UseHistory - .
. Alcohol Use History
Ocurrenteveryday
O current every day
[Cturrent some a5
O current some days
4 former sroler
O Formerditer
O Heavytobacco smoker
O Heavydrinker
Il lighttobaccosmoker
[J social drinker
[ Neversmoker
[ Never drinks
Pleasedircle:

“Type used: Beer Wine Liguor

Drinks/day: 025 ©05 1 15 2 3 4 5
2 4 5 10

Years: Q0.5 1 2




