AUM NURSING CARE CENTER
PATIENT INFORMATION (Print Please)

Date: L‘”Z&!QZ ,
Name: Lowis —{W\)rr\%\)r\j D

Student ID #: U2 \1- 006 - \YY'S Birth Date: L{ Q\UL\‘ (ﬂﬂﬁ Vol
Local Phone Number:  244-35 4 o Alternate Number: __ 2¥1~ 0§93 949 J4Y5
TealtAdiese ot = = G Pk\f;.@r €. (onglzg Box Number:

City: loa @0 maty State:  TL Zip Code:___

et Al T 202 Nenbusgn Nned v Bl Svitrn, DF, Byl
City: __ \epe M|l State: =L~ Zip Code: _ Botd3~

Marital Status: SingleE( Marriedlj DIvorcedD WidowedD Other
Sex: MaleE( Female[ ]

Primary Physician: City: Phone #:
Patient’s Employer: : Work #:
Parent’s or Spouse’s Name: (indicate which one) Phone #:
Parent’s or Spouse’s Employer: Work #:

PG Tnacados .
Emergency Contact: wg(_@ : @ e Relation MgH-2c Phone#: 281-3396

How did you hear about our clinic? Friend[] Faculty Staﬁ'm/@rientationlj Other:

INSURANCE INFORMATION

Do you have health insurance? Yes @/No [0 Ifyes, please complete the following information.

a5 L_Q (.Ail_f_‘ —“’\0( 'f\"\\\"\ i T
@hglv AOPygs0 Aide Relationship to patient:

Name of insured:

Insurance Company: Rigs Crosr  Bleee Shigld

Policy Number: Group Number: 3 _z (05 S—‘

Insurance Company Address:

City: State: Zip Code:

CONSENT FOR TREATMENT

1 am requesting care for myself or my above named dependent and give my consent for treatment. Iam
responsible for all fees for services incurred at the Nursing Care Center.

et /.
Signature X: L%;Lu:éékm : 6?/

Signature of pa)ié'n: or parent/guardian, if patient is a minor

Revised 12/01



Patient Bill of Rights

AUM Nursing Care Center (AUM NCC) exists primarily for the purpose of providing high quality care that meets or
exceeds accepted standards for care. AUM NCC believes that each client is worthy of respect and understanding and has
certain rights and responsibilities related to the care he/she receives. In accordance with this philosophy, AUM NCC wishes
to advise you of the following rights and responsibilities and to assist you in understanding and exercising these rights.

As a client of AUM NCC, you have the right to:

1.

2,

Be treated with dignity, courtesy, and respect.

Obtain from caregivers relevant, current, and understandable information concerning diagnosis,

treatment, and prognosis.

Know the identity of all caregivers involved in their care, as well as when those involved are students or

trainees.

Know the immediate and long-term financial implications of treatment choices, insofar as they are

known.

Make decisions about the plan of care prior to and during the course of treatment and to refuse
recommended treatment or plan of care to the extent permitted by law and AUM NCC policy and tobe
informed of the medical consequences of the action. In case of refusal, the patient is entitled to other

appropriate care and services or to be referred to another health care facility.

Receive competent, individualized quality services from AUM NCC regardless of age, race, color,
national origin, religion, sex, disability, being a qualified disabled veteran, or any other category protected

by law.

Expect confidentiality of all clinical records and access to your records on request. Information will not be

released to anyone without your written consent or unless required by law.

Have family or guardian exercise these rights on your behalf if you are unable to do so yourself.

Voice grievances about care which is or is not provided, recommend policy/service changes, and make

complaints without fear of reprisal or unreasonable interruption of care.

I also understand I have a responsibility to:

1.

4'.

5.

Provide accurate and complete information to AUM NCC regarding medical history and current
condition and medications, and to promptly inform AUM NCC of any changes in this Information.

Agree to accepi all caregivers regardless of age, race, color, national origin, religion, sex, disability, being
a qualified disabled veteran, being a qualified veteran of the Vietnam era, or any other category protected

by law.

Participate in planning, evaluation and revising my plan of care to the degree that I am able to do so and
to take responsibility for my actions and for the impact that those actions have on my health and recovery.

Adhere to the plan of care which I have participated in developing.

Treat AUM NCC stafT with respect; courtesy, and consideration.

I have read and understand the above Patient Bill of Rights and agree to the contents thereof.

Patient Signature:

Date:

P:cp:-:.lby AUM Neoing Care Ceter
Adopted ns ol 05/07/57



SERVICES CONSENT FORM

NAME:
DATE OF BIRTH:

I AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND
GIVE MY CONSENT FOR TREATMENT. I AM RESPONSIBLE FOR ALL BILLS
INCURRED AT THE NURSING CARE CENTER.

SIGNATURE: jég ); = /ﬂ

SIGNATURE:
DATE: ?r < 3U 03 DATE:
SIGNATURE: Jéwa 4316\\_, by SIGNATURE:
'DATE: i3i]06 DATE:
SIGNATURE: mtwﬁfvj UZ/ SIGNATURE:
DATE: '-i!tq ! ZAE0 L DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:

Revised 9/20/96




-

( AUM  NURSING CARE CENTER * [ - ;
ADOLESCENT/ADULT HEALTH HISTORY .

Date ;"‘[21{03 : _ Name 0wl Tharatun I

1. What is the reason for your visit today? Skia CQ"M\) Lcabua.
2. s there anything about you and your health that we need to know? NG

3. List medicine. drugs, or food you are allergic to: =

*4. List any meaicines or drugs you take: e

5, Have YOU or anyone in your family had any of the following: (clrcle)

nerve or mental problems .
. X o~ . * " b ;
heart disease diabetes/sugar tubarculosis asthma e
high blood pressure > blood problem or dissase birth defects dled belore age 50 2

|

C-r@ cancer mental retardation other “lamily” disease

Have you ever begn In the hospital? M wWhy? ﬂ’ﬂféﬂf\ S A [

Have you.ever had surgery? NG Why?

Have you ever had a serlous accident? NO

©E NS

Have you had serious or recent problems with:

P L ‘6)
ears or throat " YES cough ; YES kidneys @ YES gallbladder “NO YES

allergies O YES thyrold YES welght loss _ YES liver
lung infections Ef? YES skin problems YES u1cqrs @ YES depression

- headaches

10. Have you ever had a seizure, convulsion, or “falling out" spell?
11. Have you ever had a blood clot in your lungs, legs or anywhere? .
*12. Have you ever smoked cigarsttes or used smokeless lobacco? ..
1f yes, are you an: Ex-smoker? Smoking now? Do you smoka (less) (mare) thana pack a day?
How much smokeless tobacco do you use a day? )

*13. How often do you drink r, wine, wing caolers, or liquor?
Never Rarely 1-2 times a week 3-4 times a week 5 or more limes a week

Il you drink beer, wine, wine coolers, or liquor, do you have.

(more) than§ drinks a day?

e B S A A R T

*14. Have you ever used marijuana, cocaine, crack or other drugs?

...................... Q/ YES
*15. Have you ever used 1.V.drugs? ............ e O S ’ ............... YES
16. Have you ever had a blood 1ransfusion? ...eeeeinnanrenns ENEE L e e e sy eseaies NO/ YES
17. Do you have any tattoos? ........ A A A LTSN e e R A 3 oAt @6) YES
18. Haveyoueverbeantreatedforavenareuldlsaase? ........ P D AT OO0 NO
19. Have you had more than one sex partnar in the past 5 years? ....... A AEaATR SHea e O OGROGOBAORD OIS @ YES

20. Have you ever had sex with a member of your own sax? ..ueueeaiiiienen
21. Have you had or been around anyons with hepatitls? ...ouveiiiienes y
22. Would your sex pariner(s) answer Yes to any ol the questions R S N e S oo O oD GO

FOR FEMALES ONLY

A. How old were you when you started your periods? Date of your last parlod?
How often do you have your perlods? Are they regular?
How many days do they last?
Do you have: (circle) ~ bad cramps bleading or spotling belwesn perlods  unusual discharge

B. Do you have any problems ‘with your breasts (lumps, discharge, or other)?
Do you check them regularly? ....oeeieeenrueennenenrnse e slelslas'ats W Y AR A RO DGR 0T YES

*C. How many limes have you ever bean pragnant?

y Have you ever had any children born dead; any stillbirths, miscarriages, or abortlons? ...
Warear{yofyourchildranpremalure? OB OO OO RBEROL Y e I e e R N
How old were you when your first child was born? )

D. Have ))ou'ever used: (circle NO/YES) birth conlrol pills? NO YES; foam? NO YES; condoms? NO YES; \up? NO
diaph"ragn1? NO YES -

E. Did you have problems with an'y ol these methods? ..........- B A OOBANG o B o A R S G s NO

B L N N o B P o B L i er v oL ) seasanwan P R ] PR S =P T O JOOUECE B S NO

YES
NO

YES
YES

YES:

YES
YES




