AUM STUDENT HEALTH SERVICES

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

1200552018 003745497
Date: Are you an AUM Student? ves [] No S-Number:
pinfengXo EREREEE
MName: Preferred: |E5ir1hc|ate:
465735394
Main Phone Number: Email:
749 Yeager lane 740
Local Mailing Address: Box or APT #:
Aubiurn A
6832
Ciw:‘ ‘SIEIIE: Zip Code:
749 ¥eagerlane 744
Permanent/Home Address: Box or APT #:

‘Auburn Al 26832
City: State: Zip Code:
Marital Status: Single Married [] Divorced []  widowed [J Other:

Sex:  Male Female [] Gender: Male Female 7]

Primary Physician: City: Fhone #:
Patient's Employer: Work Phone #:
Parent's [ Spouse's Name: [] Phone #:
Parent's or Spouse's Employer: Phone #:
Emergency Contact: Relationship: ‘ Phone #:

How did you hear about the clinic: Friend []

Faculty/Staff [] Orientation [ Other:

INSURANCE INFORMATION

Do you have health insurance? [] ves [

NO

If ves, please give your cord to the front desk in order for o copy to be made for your chart.

Insurance Company:

Mame on Card:

Policy or Contract Number:

Group Number:

Insurance Company's Address:

Revised December 2018




AUM STUDENT HEALTH SERVICES
CONSENT FOR SERVICES FORM

Patient Name: Date of Birth: | | ! /

Dany Maonth Year

General Consent for Treatment

| 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 administration.

| 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

| 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.

| have read the consent form, or it has been read to me, and | am satisfied that | understand
its contents. My questions have been answered to my satisfaction.

[SIGN HERE] 12052019
/ /
Day Maonth Year
Signature of Patient Date of Signature

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



AUM Student Health Services
Medical Information Release

Form (HIPAA Release Form)

Name: Dateof Birth [ I/ /| |

Release of Information

[1 | 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
Please call L1 my home ] my work [ my cell number: (| -] H |

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

] please leave a message asking me to return your call

[0 other:
The best time to reach me is (day or days) between
and | | times.
[S1GN HERE]
Signed:

1200552019

Date: / /




AUM Student Health Services
PATIENT HIPAA CONSENT FORM

| understand that | have certain rights to privacy regarding my protected health information.
These rights are given to me under the Health Insurance Portability and Accountability Act of
1996 (HIPAA). 1understand that by signing this consent | authorize you to use and disclose
my protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers
involve in my treatment)

e (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 HIPAA Privacy Rule, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA. | understand that
you reserve the right to change the terms of this notice from time to time and that | may
contact you at any time to obtain the most current copy of this notice.

I understand that | have the right to request restrictions 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 with these requested restrictions. However, if you do
agree, you are then bound to comply with this restriction.

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

Signed this day of 20

[day) {month) (last two digits of the year)

Print Patient's Name:

) [SIGN HERE]
Signature: |

Relationship to Patient (if you are the patient, write “self"”):

Revised December 2018



e
AUBURN . . . .
*”I \ viiou...  AUM Student Health Services - Confidential Medical History Form
Name rinENe A Date of birth " o o>
Have you EVER had any of the following?
Medical: Anesthesia History:
O ADD/ADHD O Endometriosis O Multiple sclerosis Obifficult intubation

O Adrenal disorders
O Alcohol abuse

O Allergies

] Anemia

[ Ancrexia

O Anxiety

O Arthritis

O Asthma

Bladder disease
O Bleeding disorder
D Bulimia

Cancer

IO Celiac disease
O Chlamydia
Clotting disorder
[ Concussion

O Depression

L] Diabetes

O Eczema

[ Eve disorders

[ FEractures/broken bones
O Genital wans

O Gonorrhea
Headaches

[} Hearing loss

[ Heart disease

O Heart murmur

O Hepatitis

O Herpes

0 uiviains

O Hives

O urv

a High cholesterol
o High blood pressure
Mononucleosis

O imitable bowel syndrome [J] Chicken pox

O Kidney stones
O malaria

O Mumps

EMalignant hyperthermia

[0 r've had NO

O Muscular dystrophy Oeseudocholinesterase significant health
i o problems
[ Eaget's disease of bone deficiency
O Preumonia Ol spinal headache
O ecos
Pregnancy .
g Enaney Surgical:
Psoriasis
Adenoidectomy ther surgical history:
- ) Adenoidectomy O Other surgical history
[ Radiation therapy
) O Appendectomy
Seirures
o ) g('hnlecyslecmmy
[ Sinusitis (chronic)
O Ear tubes
n Stroke
- Bl Knee ACL tear
[ Thyroid disease
: O xnee arthroscopy
O Tuberculosis

O Typhoid fever
O Ulcerative colitis

O vlcers

(] Organ transplant

O ovarian cyst removal
O Splenectomy

[ Tonsillectomy

O weight loss surgery

Family History:
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Mother

Father

Sister

Brother

Maternal Grandfather

Matermal Grandmother

Paternal Grandfather

Paternal Grandmother

Maternal Aunt

Matemal Uncle

Paternal Aunt

Paternal Uncle

oo|Ojo|jo|o|ojg|g|a|on

Olo|lololo|olo|lo|o|d oo
ololo|ojo|olo|o|o|o/olo
Olo|0|o|o|o/o|o|o|ol 0ol

O0ojo0|oo|/o|0o|o0|,
Oo|ojoo|joolo|o|ft|oo

O0|o|0|0|o/ajo|0(0)olg

OOglo|Ololg|lojo/ol0o
Olo|o/glo/ololglololalo

o0 |0|o|o|0o|lg0loo|o
Oo|o|ojolo/o|olo|olol|d @.@
olo(o|lo|/0jg|/0|o/0/o|og),
OO |o|O|0|0(ojo|o|o] 0O,

O/0ojo|joo|o|l00| glolo
Oo|0|g|o|Oo|gjo|o oolol,

OAdopted [0 Family history unknown
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AUBURN nName """

Date of birth 0315 990

i

MONTGOMERY

Have you EVER had any of the following?

EXERCISE:

Do you exercise regularly? I moderately exercise:

O Yes
0 No

Less than three times per week
OlThree or more times per week

I strenuously exercise:

[ Less than three times per week
[ Three or more times per week

SEXUAL ORIENTATION/GENDER:

Flease check all that apply.

Choose not to disclose O Choose not to disclose

E('.'hn-nsc not to disclose

What is your sexual orientation? What is your gender? Preferred Pronoun:
anlc:mscxual i straight) ] Female deHinﬂHis
n (GGay or lesbian m Male E She/Her/Hers
OBisexual Ol Transgender Other: |
[ Other: | Other: ]

ABUSE HISTORY: As violence is a problem in many families, we ask these questions to ALL patients. ALCOHOL USE:

e = o
Verbal abuse: Physical abuse: Sexual abuse: Do you drink? [J Yes CINo
O Currently experience O Currently experience OlICurrently experience If yes, how many per week?
[ Experienced in the past D Experienced in the past ] Experienced in the past Glasses of wine: [____|
O Never experienced ONever experienced [ Never experienced Cans of beer:[____|

Shots of liquor]___|

RECREATIONAL DRUG USE:
Do you currently use? [ ]Yes [No
I use: Check all that apply)

I:I Amphetamines D Amyl nitrate
[] “Crack™ cocaine

[] Anabolic steroids

Times per week? ;I

[] Cocaine [] Fentanyl [] Flunitrazepam DGI{E
D Hashish D Ketamine D L5D D Marijuana DE-.‘:SI&S}'
] Mescaline D Methamphetamines [] Methagualone D Methylphenidate [Nitrous oxide
D Opiates D Crpinm D PCP D Psilocybin DSO[\-‘rnl inhalants
Other: |

D Barbiturates DBrnmliaze[_mines

SEXUAL ACTIVITY/BIRTH CONTROL:

Sexually active? Partners:
O ves OMale
One O Female

O ™ot currently

[ Both

Birth control/method of contraception: (Check all thar applv)

Date of last Pap test: I:_I Normal: [JYes [J]No
Date of last menstrual period: I:I

COozasos hs12 03 Bvyes ONo

[JAbstinence [CDiaphragm ] Patch []Sponge O None
[]Birth control pills [ ]lmplant [JPost-menopausal [1Surgical Other:
[[]Cervical cap Oinjection [IRhythm [Jvaginal condom
[]Condom [JIUD []Spermicide [JWithdrawal
TOBACCO USE:
OYes ONo  Packs a day: (Check one) Smokeless tobacco?  Start date: I:‘ Quit date: |:|

Comments: |

| Ready to quit?

Oves DND

Page 2 of 3
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FIMFENG XU

Date of birth pansies

”I\l\AUBURN Name

MONTGOMERY Have you EVER had any of the following?

MOBILITY:

Have you had any recent decline in mobility?

[ Yes o

Assistive devices used: (Check all that apply) Contacts D
Have you had any recent changes in ahility [JEyeglasses [ JBrace LLE[]Brace RLE [ ] Cane

Do you have a history of falls?

[I¥es [ Mo

to perform activities of daily living? [JC-collar [ ] Commode [ ] Crutches [ ] Dentures
[ T¥es [[No Other: | |
NUTRITION: VACCINE:
Any unintended weight loss (more than Have you had a flu shot this season? Have you ever had a pneumococcal vaccine?

10 pounds in the past two months)? HYes ONo

n‘l’cs E No

Oves Ovo

COGNITIVE/FUNCTIONAL:
Are you deaf or hard of hearing?

O Ye: ONo

Are you blind or have difficulty seeing, even wearing glasses?
Ovyes ONo

Do you have difficulty walking or climbing?

O Yes ONo

Do you have difficulty dressing or bathing?

OYes ONo
Do vou have difficulty concentrating, remembering or making decisions? Do you have difficulty doing errands alone, such as visiting
OYes ONo a doctor’s office or shopping?
Yes [JNo
DEPRESSION SCREENING: HOME CARE:

Over the past two weeks, have yvou often been bothered by:
Little interest or pleasure in doing things

[0 Feeling down, depressed or hopeless

MNone of the above

List current medications, including birth control, over the
counter medications, vitamins, ete. (include dosage and
freguency):

[ ]Off campus without roommates
Current type of residence:

JOn campus with roommates
O Off campus with roommates

[1On campus without roommates
O Off campus with parents

Support systems: (Check alf that apply)
[JSpouse/significant other [ JParent [ Children [JFamily members

IC] Case manager/social worker [] Church/faith community

[Friends/neighbors [ JHome care staff [] Organized support group

F]Shelter [ JTherapist DNuncDDthcr:l |

List allergies:
Walgreens Atlanta Hwy CVS Atlanta Hwy

Pharmacy: -- 1-209-0611 O 334.271-5861

Wal-Mart Atlanta Hwy Publix Taylor Junction Wal-Mart Chantilly

Ll
334-272-2043 [334.200-4507 334-272-7114
Other:
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