AUM STUDENT HEALTH SERVICES
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: °2/ 7 /420520 Are you an AUM Student? || ves [“fNo s-Number:

Name: ___J&Calo Norrell Birthdate: ‘Q/&?)/JOQSJ
Main Phone Number: 339~ 4159573~ emai. __hnorrel! 8\@3ma\' ) Com
Local Mailing Address: 373 Southern Hhlls Dr. Box or APT #:

ciy: __\WetumysKae, state: AL Zip Code: S 09 3
permanent/Home Address: __ 1 13 Sou-+hevn th e D soxoraers:

city: __ Wetumpko, - ostater_ AL B zrp,code: 3093

Marital Status: Single ®/ Marnedo Dlvorcedo Wldowed . Other
Sex: Male %maleo o ) Gender Male @femaleo o

Primary Physician: b\* Cd\’ll "e/ _ f Clty \N&Nm PK@_, Phone# 334-S61- 915
Patient's Employer: o o B Work Phone #:

/ ]\J ‘
Parent's | ]  Spouse's Name: |:| Ha Ch 0 )""d l _' Phone # 35\1 yis ~9S 1
Parent's or Spouses Employer E‘mow CO Bor - & Phone i 35“ -Slo1- 120R

Emergency Contact: “ al CLL MO\‘Y‘EA \ , Relatlonship:' m o, Phone#: 334~ H15-957 2

How did you hear about the clinic: Fnend 9/ Faculty/Staff O Orientationo Other: WCS G unn

INSURANCE INFORMATION
Do you have health insurarice? %sD NO S

If yes, please give your card to the front desk in order for a copy to be made for your chart ,,

Insurance Company: BC /BS _ R '_ ‘Nanie on Card’:

Policy or Contract Number: .’ e ."- : . - Group Number:

Insurance Company's Address:

Revised December 2018



AUM STUDENT HEALTH SERVICES
CONSENT FOR SERVICES FORM

Patient Name: j(:‘CO b Nerrell Date of Birth: (0 /23 /2008

Day Month Year

General Consent for Treatment

I 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. ThlS may mclude routine diagnostic,
laboratory procedures and admlmstratron L : : .

I understand that excludlng emergency or extraordmary curcumstances no substantlal
procedure will be performed without provuding me an opportunlty to give me informed
consent for that procedure Informed consent means. that the: medical provider must disclose
information to me including b_eneflts and risks of a pa._rt.lcular procedure and/or treatment.

Payment S

- lam responsuble for aII l:nlls mcurred at the Student Health Center. Payment is due at the
time that services are rendered unless prlor arrangements have been made

| have read the consent"form; or lt has been ._read to me;.and I am‘ satlsﬁed that | understand
its contents. My questions have been answered to my satisfaction.

b

A

A, 1, 2020

. - . ) R . - Day Month Year
Signature of Patient .. ... Dateof Signature

Ui othoy

Signature of Legal Representatlve (lf patlent is unable to sngn) . Relationship to Patient




- AUM Studerit Health Services
Medical lnformatibn Release

Form (HIPPA Release Form)

Name: __Jecolo Norvell | Date of Birtﬁ b /23 00S”

Release of Information

Bﬁuthorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

E]Spouse
|:|Chlld(ren)

. B/ther ba\@\(ﬂ's H—e,td.(, Q-Erlo ‘f\\orrd I

Dlnformatlon is not to be released to anyone

This Release of Infqrmeqbp:_yvj'l'l' remammeffectuntlltermmated by me in wfiting.
Messages .. '-', I DR e
Please call|:|my homeDmyworkBmy cell number,(.%gq )- "“S 4‘579—‘

If unable to reach me:

ou may Ieave me a detalled message ‘j o
Dplease Ieave a message askmg me to return your call
Dother 4

The best time to re‘ach me is ('dayovr days) - :f‘v._;;-,. CL. - ___between
__and_ - . o times. o

Signed: SLQ/U&’( ; L




AUM Student Health Services
PATIENT HIPPAA 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 (HIPPA). I understand 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)

e The day-to- day healthcare operatlons of your practlce

| have also been lnformed of and g|ven the rlght to review and secure a copy of your Summary
of the HIPPA Prlvacy Rule, which contalns a more complete description of the uses and
disclosures of my protected health’ mformatlon and my rights under HIPPA 1 understand that
you reserve the right to change the terms of this notice from tlme to time’ and that | may
contact you at any trme to obtam the most current copy of th|s notlce

| understand that | have the right to. requ'est restrlctions on how‘my protected health
information i is used and disclosed to carry out treatment, payment, and health care operations,
but that you are not required to agree wnth these requested restrictions. However ifyoudo
agree, you are then bound to comply W|th thIS restruc’uon :

| understand that | may revoke thls consent in wrltlng, at any t|me However, any use or
disclosure that occurred, prlor to the date I revoke th|s consent is not affected

Signedthis | 1. day of #’ebru 0)"4 - 420 g 0 .

s (day) oo D (month) o J . B v - '(Iast.two digits of the year)
Print Patient’s Name: j/(Lc,O b MO”‘C‘, '
Signature:

Relationship to Patient (if you dré the patient, urrite "’se'lffi): '

Revised December 2018



AUM Student Health Services - Travel Health History

Date: c’Z/l 7/303«0 Name: ___Jacsl N orrel |
1. What is the reason for your visit today? +ravel vaccine

2. List allergies you have to medicines, foods or iodine: N IA

3. List any medications or drugs you are currently taking (this would include herbal and over-the-counter

as well as prescription drugs): 0 I

4. Have you had any of the following? (Check if this applies to you):

Heart Disease I:l Stomach/GastrointestinaI Disease l:l
Kldney Disease l: k e Dlabetes/Sugar D .

5. Areyou |mmunocomprlsed? (Is there a problem wrth your lmmune system)
Yes o No'*/'?,f ' E | ’

Thymus Dlsorder (Myasthenla gravrs, Thymoma, Thymectomy) D
Spleen removed D : :f o Transplant recrprent I:l

Cirrhosis of the llverD Cancer . o HIV D

6. How often do you drink beer wme, wme cooler or Ilquor? f _

Never B Rarely o f _

1-2 times a weekD : -‘ 3-4 tlmes a weekD ‘ 5 or more tlmes a week I:I
7. Where are you gomg on your trlp?l COS’\U« Ql C&.) _ '
8. Howlong s your. trlp? Months P C Days { _—, :

9. When are you leaving on your tnp? Manh &l QOB-O

For Females Only

A. Date of your last perlod? R L Have you had a hysterectomy? Yes D No |_
B. Areyou currently pregnant" Yes D No D ’ Due date

C. Do you plan to become pregnant m the next 3 months’) YesEI No l:l

D.

Are you breastfeedlng? Yes EI No D



