AUM STUDENT HEALTH CEKRTER

|PATIENT IN‘FORMATION (PLEASE PRINT)

Date: & / a / [ Are you an AUM student?(@}NO Student ID #

ey
Name: /g *’”f"“‘"/(f‘"“ /\% / / (b . .
ALT3720597¢, Birth Date O // q //62 a2/

73/ 7 Alternate Number:

Social Security Numbef:

Loca] Phone Number: 2, 24 5 7 i

Local Address: - [ Lo (5“:”' / l/// éb /)V crg Box Number ‘

City:_ //,mé,w/\ State: AL— | Zip Code: 3¢/ (1 9

Permanent Address: " 1 |
State: Zip Code:

City: A
Marital Status (Piease Circ]e) vale ‘Married Divorced Widowed Other

Sex ('P]ease Circle): @ F?@]B /g/{j(_ﬁo’( as”

Primary Physwlan é&w»fﬂ*"’f ‘”"U City,, A, 1/3”/»412?7 Phone #: 23 4 34 (e G000
Patient’s Employer: Work #:

Parent’s o.r Spouse’s Name (Circ]é which) Phone #:

Parent’s or Spouse’s Employer: Work #:

Emergency Contact: Relationship: ._ _Phone #:

How did you hear about the Clinic? Friend - Faculty/Staff [ Orientation I Other_ '~

INSURANCE INFORMATION

Do you have health msurance'i(ﬁJ NO
Ifyes, please give your card to the receptmnlst in order for a copy to be made for

your chart.

"Name on Card

Insurance Company

Group Number

Policy Number

Jusurance Company Addxjess

Revised
813



AUM STUDENT HEALTH (ENTER
7" CONSENT FOR SERVICES FORM

Patient Name /z rant (’/“ /(//// / [ s Date of Buth ot/ 19/ ¢ 94,

General Consent for Treafment

1 request and authorize health care services by my provider and his/her designees(s) asmy
provider may deem advisable and in my best miterest. This may include rowtine diagnostic,

Izboratory procedures and medicaiion admmistration. ‘

1 understand that exclnding emergency or extraordimary circumstances, no substanfial procedure

will be performed without providing me an opporiunity to give me informed consent for that
Toformmed consent mezans that the medical- provader Taust casclose mt m.maﬁo—i 101 me

_-Qrocadmc_ Ekai
ncludimg benefris and ns]j of apa“ucufn procadua “and/or treatmernt

jszm ent

ayment 15 due a1 the fime

2

1 am esponsible Tor all | Hills incrrred 21 the Stadert Healih Cenier. P

that services are Tendered 1mless pror arrangernent is have been made.

q have read the comsent Torm, or it has been read 10 me, and I am satisfied that I
wndersiznd ifs contents. My questions have been answered to my satisfaction.

7 . v ) | .
//. < g ) ;A ) e
d : ) Date of Signature

5 —: . . . - .
Signzime of Legal Repressmtaityve (if patient unable io sign) Relationship to Patient




-

AUM Student Health Services
PATIENT HIPAA CONSENT FORM .

I understand that I have certain rights to privacy regarding my protected health information. These
rights are givén to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). T 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. 1 understand that you reserve the right to
change the terms of this notice from time to time and that I may cOntact you at any time to obtain the

most current copy of this notice.

T understand that I have the right to request restrictions on how my protected health information 1s
used and disclosed to carry out treatment, payynent 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.

T understand that I may revoke this tonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent 1s not affected.

Signedthis @4 day of ///Zﬁ% 20 (7

. 7 ' -
Print Patient Name /2 o ué /1/ / / /l A

Signature -

Relationship to Patient

Revised 2/14



AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

Name: /é”“’{/"ﬁ////f Apnd” L - Dateof Birth: 41 1/ | [/74(
‘Release of Information

[ 11 authorize the release of information including the diagnosis, records; -
examination rendered to me and claims information. This information may be released

to:

[ ] Spouse

[ ] 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
P

/ ) 27 7 I o
Please call [ ] my home [] my work [ my cell Number:_ %21 5% 31 /%

If unable to reach me:
[ ]you may leave a detailed message

please leave a message asking me to return your call

[]
The best time to rea/o)h me is (day)__avy a@f‘r/‘ between (fime)_sy Fipe.
Signed: /W'Dé%w ' Date: 5 | 41 /7

Revised 2/14
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AUM Student Health Services

Name_.... e e ... Date of Birih e
PAST/CURRENT PERSONAL INIEDICAL HISTORY: Have YOU EVER had any of the following?
Heart/Lungs “ i Stomach/Bowel Hematology/Quncology AnesthesiaHistory STDs
JAsthrma DCP?!‘EC Disease 0 Anem{a 07 Difficult imubation OChiamydia
[Heart Disease (v, Olirritable Bowel Syndrome OBleeding Disorders [IMalignanthyperthermia DGenitalHerpes
pessel, rheumatic, efc.) OBIood Clots/Clotin :
: {0 Siomach/Dundenal Ulcers X g OPostOpNauseaor OGenial Warls
OHeart Murmur oul - - s Disorders
cerative Golitis/Crohn’s Vomiting (PONV) DGonorhea
OHighBlood Pressure DOOtherLiver, Stomach, or OCancer 0 Pseudocholinesterase OHPV
[High Cholesterol Bowel Disease ORadiation Therapy Deficiency
) ; ) (00ther STD
0 Pnegnnnla Neufologi cal Orthopedics OSpinal headache ‘
Endocrine OConcussions DArthritis J— OB/GYN History
urgica o .
pAdrenal Disorders DConvulsions/Seizures OF I o Agp gt ¥ 00 Endometriosis
o ractis <en Bones pendeciom
[Diabetes OMigraines/Severe : ) Y OPregnancies#:
OPolycysticOvary Headaches ] ] [Adenoidectorny
~ Syndrome (PCOS) O Mulfiple Sclerosis InfectiousDiseases OEarTubes Fxercise Hist
. - J £
L OMuscularDystrophy O Chickenpox/Varicella DGalibladder Removal oy
OThyroid Disorder - O Llack of i
DHepatitis Type: . oiexercise
[1 Stroke/T1A ; OKnee ACLRepair
Kidney > . OHW Infeclion L R OExercisingregularly
pChronic Kidney or ental Healt O Infectious Mononucleosis OKnee Arthroscopy Moderate Exercising
Bladder Disease OADHD O Malaria L R Walking briskly, woater aerobics, eic.
—IiiRidney Siones 2Aleohel Abuse Seturps DOrganTransplant Htessthan3timesperwesk
OWAnorexia (Eating Disorder) O Tuberculosis O 0varian Cyst Removal 03 =
Fars/EyesMNose/Throat O Arxiety Disorder . OSplenectamy Ormoretmes perweek
oo . s . i OTyphoid Fever . Sirenuous Exerdisin
OChronicSinus Infecions CBulimia (Eating Disorder) OTonsilleciomy Rurine. s Ei]ap
. X urmmg, Swimmig laps, gic
OEye Disorders (other than D Depression Slin DweightLass Surgery DLess;an 3tmes perwes
glasses or contacts) 0 Drug Dependency OEczema DOiherPriorSurgeries - perwes
OHearinglLoss OOther Merital Healih - D3 ormoretimes perwesk
Problerns DPsoriasis
ONasal Allergies/Haylever
DO Hives

Allergies

Have you ever had anallergic reaction? Clves //IZ] No

MedicationAllergies:

Other History

[ previous Hospitalizations

Food Allergies:

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

[JOTHERHealthProblems

TOUR IMIVIEDIATE FANMILY have an

- of the fol]owiﬁw"

Alcoholism

Breast

Qolon

Melanoma -
—Qther Cancers (List Type)

PareniDeceased




‘Whatisyonr gender? ‘Whatisyour sexual orientation?
[ remale [ Heterosexual {Straight)

[HIwale [ GayorLeshian

["] Trensgender L] Bisexual | .

[Jother [Jother

Abuse History

As violence is 2 problem in many families, we ask these questions to ATL patients.
Verbal Abuse O Yes K No '
Physical Abuse LI Yes IXI Na

Sexusl Abuse [ Yes [K No

DrugHistory

[ ves [Awo

How much? How ofien

Do youtiake recreational drgs?
What type? Marijuana Cocaine Meth Heroine Spice Other

Sexunal History
Sexually active? [ ves /@.No [ Notcurrently

Partners male [Jremale {18oth

Birth Control/Protection - Please circle:

Abstinence  BirthControl Pills  CervicaiCep Condom Diaphragm Implant Injeciion 1UD Paich

Posi-menopausal Rhythm Spermicide Spongé Surgical VaginalCondom Withdrawal Othersee conmients None

Normal Abnormal {Grcle)

1ast Menstrual Cycle iasi PAP
Commenis:
Tobacco Use History - . .
Alcohol Use History
Heurrenteve ryday
[ current every day

Cleurrent some ety
A Former smoker

] Heavy tobacco smoker
[1 Lighttobaccosmoker
[J Naversmaoker

[ 1 passive smoker- neversmoked

Pleasecircle:

Type used: Cigsrettes Pipe Cigars Hookah E-cigs Chew
Packs/day: 0.25 05 1 1.5 2 3

Years: 0.5 1 2 2 4 5 10

[ current some days
[ rormerdier

J Heavy drinker

[ social drinker

[ 1 never drinks

Pleasecircle:

Type used: Beer Wine Liguor

Drinks/day: 0.25 05 1 15 2 3 4 5

Years: 0.5 1 2 2 4 5 a0




