- AUN STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: {D-5 -l Areyou an AUM student? @O StdentID#_SO00%S 11 F
Name Dlancliec_ m in
Birth Date ”’7 3[’7’3

Social Security Number: - . 7
[ ]

Local Phone Number: /% % ‘/ﬁ - @ﬁ{ /?)Q”{ O Alternate Number:
Local Addreés: 101 CT {( )6‘{ %3 [j,é u/ Box Number

City: ‘W\Oﬁ%ﬂ I}W State: /[%’L Zip Code: 7§ {p | %7’
\J’ Y . . . eSS j

Permanent Ad@iess: 4 0 e S olpov L

City: State: Zip Code:

Martal Status (Pieasa Girc]e):é@aﬁed Divorced Widowed Other
* e / .

o
Sex (PI?Tase Circle): aMﬂ]&@

Pﬁm&w?hysician: ;‘;\\}{ A City: " Phone #:

Work 2 290-H%0 ”P

Patient’s Emp]oysr: @U&%“ sL

Phone #:

Parent’s or Spouse’s Nams (Ci c]uwhmp)

Work #:

Parent’s or Spouse’s Employer:

. .
) T

Phone # 234-0 1S-O5Y™F

Emergency Contact: f% ”\L’/’\Q{ 4 Thernfen Relationship: Mothey

}Jow did you hear about the Clmic? Friend L Faculty/Staff D QOrientation I Other_ )

el

]:?8 o INSURANCE INFORMATION J
Do yonu have health insurance? ‘J’ES\\JNO .

Ifyes, please give your card to the receptlomst m order for a cOpYy to be made Tor
your chart.

"Name Ofl Card M\ chna w{)/‘ LULVV.\%O iy

Insurance Company '@Czh}
Pohcy Number D J T3 1413 Group Number |3%5 00

Jusurance Company Address

Revised
813



AUN STUBENT BEALTH CENTER
- CONSENT FOR SERVICES FORM

Patiert Name, ([0l nar @(7( WM%{Oi’/{‘/\ | Deeof Birth | / ) E

General Conseni for Treafm ent

T request and authorize health care services by my provider and hJSﬂ]BI deaugnees(s) a5 my
provider may deem advisable and in my best interest. This may mnclude routine diagnostic,

laboratory procedures and medication admimstration. |

T vndersiand that excluding emergency o1 extraordinary circumstances, no substantial procedure

w1l be performed without providing me an opporfumiy fo grve me informed consent for that
procedure. LJDIIU@d consent means that the medical-provider must disclose Iniorm ation to me

sls ot a particular procedure and/or treatment.

includmg benefits and 3

Payment

-

T zrn Tesponsible for 211 Dills mcrred ai the S—Lde
that services are Tendered tmless prior arrangements have been made.

1 have read the consent foxmm, or it has been read 10 me, znd [ am satisfied thail
wandersiznd its contents. Iy guestions have been answered to my sahsfaciion

0. %V‘W/f oS s IL
: A Daie of Signatuie

Signanre ox Patient

PE . . .
Signzime of Legal Representative (I patient wnable to sign) Relationship to Patient




AUI\J Student HealthéSerVices ] <
PATIENT HIPAA CONSENT FORIVI

il

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

- Treatment (inclnding direct or mdirect Treatmcm by other healthcare prowders mvolved m my

treatment);
» Obtaining payment from third party payers (e.g. my insurance compa:my)
- The day-to-day healthcare operations of your practice.
T have also baf:n informed of and given the right to review and secure 8 COpY of your Swmmy 0f 1he
TIPRA. Brivacy Buleyswhich contam§amore complete descnpu G Of the tiges 20 distle osiires of my
: ; : % protéctetd health: Anformation andmryrights under HIPAA ] umdersiand that you reserve theT 1ght 1o
e v’ it iChange e tenms of thes Hoticefnbiatims o time and that T may contact jou at amy time To obtain the

TnOost current copy o1 J_hJS notice.

ttiorequest resinictions onhow my protected heatth Information is

FTRE CLL._._J?L:[.'.___'(L:l’lJj Pvﬁman{,_a"l('l healih care operahionshut that you are not
zestrctions. However, 17 you 4 1,46 agree, youare thenboundio o

-1 undersiend that 1 may sevok
thet occurred prior o 1

ai any fime. However, a0y use or disclosure

Sisnedthis & dey of QCAolpey 20 Lo
Print Patient Name D\Ul,‘f’\f/l [ 0N LUHW\ %{9 l(/f}”\

Signature . V%/wu/@ /;Léfgf/

“Belationship o Patient ’

Revised 2/34




i

AUM Student Health Services - ..,
Medical Information Release Form e
{HIPAA Release Form)

-

Name: ()] WL(/( e bvumg/ﬁ iy - DateofBirth: |

\J
‘h\]

Release of Information

[ﬂ I authorize the release of mformauon including the diagnosis, records;
examination rendered 1o me and claJms mformahon This information may be ﬁ:leased

To:
[]Spouée ] ’
[ 1 Child(ren)

i oter Brenlu Waom{m - MO e,

asedio anyonu

1 Information is not to be rele

This Release of Informeaiion will remain in effect unil Lbjmmaied by me In writing. -

1

Piease call [ ] my horhe_{] Ty work [‘jﬁmy cell Nur‘JDcr 13 i// S | D/ b

I7 unable to reach me:
1‘7\you may leave a delailed message
_ [ 1please leave a message askmg me 1o return you i call

The besttime LO reach me is (day) M i”' . - between (time) 5741”/? - 3PN

_Il_Sjgned O w%f/f//z, . Date: (O E/ il.&

Revised 2/14




