
AUM STUDENT HEALTH SERVICES

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date:. lo- Are you an AUM Student? 0 S-Number:

Name: Preferred: Birthdate: II I ^^
Main Phone Number: ^ /3 ' "7' En,ail: I

Local Mailing Address: <^rU.o«./C C|̂ 4 Cy^-l^ Box or APT#:
City: State: A 1 Zip Code: II ^

APermanent/Home Address: / \ Box or APT #:

City: State: Zip Code:

Marital Status: Single (2^ Carried Q Divorced Q Widowed Q other:
Sex: Male^3^^emaleO Gender: Maie^^lPe^leC^
Primary Physician: /r/^^ I City: <''• Hiphone#:

r:_6M

,. A~/>n ( City:
Patient's Employer: Work Phone#:

Parent's

/

Parent's or Spouse's Employer: Phone#:

Emergency Contact: Relationship: Phone #: ^ ^̂ ^̂ ^S 3
How did you hear about the clinic: Friend O Faculty/Staff O OrientationO Other:

Spouse's Name:Q ^ ff. <r ^^ ^

INSURANCE INFORMATION

Do you have health insurance? a ES• NO

Ifyes, please give your card to the front desk In orderfor a copy to be madefor your chart

Insurance Company: Name on Card:

Policyor Contract Number: Group Number:

Insurance Company's Address:
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