x x % Communication Result Report ( Mar. 3. 2029 4:19PM ) x x «x

1) AUM Warhawk Health Sves.
2)

Date/Time: Mar. 3. 2025 4:17PM

No. Mode Destination Pg(s) Result Not Sent

0054 Memory TX 92771454 P, 1 oK

o
1) Hang uo or line fai E. 2) Busy .
E. 3) No answer E.4) No facsimile connection
E.5) Exceeded max. E-mail size E. 6) Destination does not support IP-Fax

u AURUEN GRIVERSITY ) P.0.Box 244023
AT MUNTEUMERY Montgomery, AL 36124

STUDENT REALTH Phone: 334-244-3281

FPax: 334-244-3396

ITHORIZA EDICAL INFORIV

Patient Information
Student Nu

Name: T,El;‘d;flﬁ Yeim pate of et R /7. % R

MrnnMM'_—_ Phene Namber: (253 ) -T8Lo -
-ﬁmm__ smtl; 2pe QU Eman:

Plaase select one of the following:

[ Release information FROM Auburn University at Montgomery Student Health Services toan AUM
department/outside medical Facility/person (Circle one) :

- Release Inf jon from an AUM di 'm,lpe:son (Circle one)

TO Auburn University at Montgomery Student Health Services

Qutside Medical Facility/ AUM ersan
vaner S NORGER TG00, s s
Address: - Phones Fac -4
City: 2 State: ‘ Zip: Email; =
Please select one of the following: . !
ayRecords [ mafl Records [ Hold Records for Patient Pickup

" Type(s) of Records Requested:
g)mmunhtbns OWNLY: please specify (il all, put ALL)
Radiology Report N\g:g eh ‘fgm 13
1 Lab Resuits | - ‘ ]96
O General summary of t |ssues, current function’
[ Other: please specify

This consent may be needed at any time by the patient/dient, but ending the consent will not cance any actions that
‘have aiready taken as allowed by this form. Unless the cllent wishes to cancel this consent at an earlier time, it wili
automatically stop upon the date and/or condition Indicated belavi.

] Evem.’c?nnm::
Itis understoed that the duration of this consent will not be langer than hecessary and reascnabla to carry out the
purpose for which it Is given, kD
Authar __! " leasabrint)  Patieg? xr v 5; di ative n...,l !
. .AL nosihes
Last 4 of Fatient's Soclal Security # Viieness Slignature [REQUIRED)

e



u AUBURN BNIVERSITY . P.0. Box 244023
AT MONTHOMERY Montgomery, AL 36124

STUDENT HEALTH SERVICES Phone: 334-244-3281
Fax: 334-244-3396

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient Information

Student Number: _, A
Name: I A0 Eﬂjl ME’: Date of Birth: _ / K KA

Address: 9‘09‘(.0 Qf,d HO.V\M- Ed Phone Number: C?)S@"ﬂ'—\':\’lglﬁ

‘City: ; E[ L “ !Iﬂf S’cate:ﬁl& Zip:g_l,ﬁm Email:

Please select one of the following:

[1 Release information FROM Auburn University at Montgomery Student Health Services to an AUM
department/outside medical facility/person (Circle one)

E’ﬁlease information from an AUM department/out€de medical faciliy/person (Circle one)
TO Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person

Name: E(LS\( MU(\\'({J{NY{?NI —I—W\O\% | Date of Birth: / /

Address: 5 Phone: Fax: L \\- \—\"m
City: - State: Zip: Email: ‘
Please selectone of the following: N
ax Records _ ' 1 Mail Records L1 Hold Records for Patient Pickup

Type(s) of Records Requested:
[1 Immunizations ONLY: please specify (if all, put ALL)

g/lf-iaSi;[og:tReport N\Ei MEA—EYI}N\ c;)\g,'q.]%

[1 General summary of treatment issues, progress, current functioning
[ Other: please specify

This consent may be needed at any time by the patient/client, but ending the consent will not cancel any actions that
have already taken as allowed by this form. Unless the client wishes to cancel this consent at an earlier time, it will
automatically stop upon the date and/or condition indicated below.

Date: 7 Event/Consent:

It is understood that the duration of this consent will not be longer than necessary and reasonable to carry out the

purpose for which it is given.
Signature or Authorized Representative Date ‘ !

Lindsen Boedn
W b

Patient Name orAu’thcrizeg Representative (Please Print) Patient’s
Last 4 of Patient’s Social Security # Witnass Signature (REQUIRED)

03/2020



