AUM STUDENT HEALTH SERVICES
PATIENT INFORMATlON (PLEASE PRINT LEGIBLY)

Date: Q2/ r_’ ’ <;"O.:;O . Are you an AUM Student? DYes m S-Number:
Name: _ E\l ‘\l Okml \ Birthdate: Y L)‘q IZO, @)

Main Phone Number: _ 9341~ V5 -957 emai.__hnorrel ( 81 @gmal"l LR N
Local Mailing Address: __ 4 T SouJ«Mn ills bk Box or APT #:
cty:_ \Netum D\f&f L State: A‘b Zip Code: S©0G 3
permanent/Home Address: 112 Soudhen +h 1S TS soxorsers:
City: WQ‘sfleb‘CO» RS - State A& - - le Code: 30 0@5
Marital Status: Single ®/ MarrledO Dlvorcedo Wldowed O | Other :

Sex: Male @énaleo Gender Male aleo |

Primary Physician: D?‘ Ca-"h \e/ E *City:‘ C‘\'\L A 'Phone #: 324 S61- NS
Patient's Employer: i R : " - Work Phone# '

Parent's | Spouse s Name I_l Hﬂ OLL '\‘ OY\"e»l \ . 'PhOne #: 3%\"‘ iy -9457 -
Parent's or Spouse's Employer F \ W\ ore, CO B OP ‘ B Phone #: 234-Sie1-12ee
Emergency Contact: . - .. ' Relatlensﬁlb 'Ph.qne‘#:

How did you hear about the cllmc Frlend ®/ Faculty/Staff O Orlentationo Othef: WeS Guhn

INSURANCE INFORMATION

Do you have health insurance? IU{ES . NO
If yes, please give your card to the front desk m order for a copy to be made 2 for your chart

Insurance Company: _ BO /B S ----- _ _Name on Card: L, '

Policy or Contract Number: S “ o S Group Number:

Insurance Company's Address:

Revised December 2018



AUM STUDENT HEALTH SERVICES
CONSENT FOR SERVICES FORM

Patient Name: E‘\ '\[QH—Q“ V | Date of Birth: " 724, 2010

Day  Month Year

General Consent for Treatment

| request and authorize health care services by myv provider and his/her designees(s) as my
provider may deem advisable and in my best mterest Thrs may mclude routme diagnostic,
Iaboratory procedures and admmlstratron S

| understand that excludrng emergency or extraordmary crrcumstances, no substantial
procedure will be performed wrthout prowdmg me an opportunlty to give me informed
consent for that procedure lnformed consent ‘means ‘that the medical provider must disclose
information to me mcludmg beneflts and rlsks of a partrcular procedure and/or treatment.

Payment '

lam responsrble for aII bllls incurred at the Student Health Center Payment is due at the
time that servrces are rendered unless prlor arrangements have been made

I have read the consent form, or |t has been read to me, and lam satrsf‘ed that | understand
its contents My qUestrons have been answered tomy satlsfactron

3 @b [ [f [[ 211 =020
‘ e - Day - Month. - Year
Signature of Patient | RN - " Date ofSlgnature

Signature of Legal Repres‘entative (if 'patient.is unable to srgn) o Re]a_tionsh_i;'p to Patient




AUM Student Health Services
Medical Information Release

Form (HIPPA Release Form)

Name: E)h &OYY*QJ I , ' Datekof_ Birth /247 &010

Release of Information

N\

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

DSpouse
|___|Chlld(ren)

E6ther DawhfS Uc»ud.l ’J—Eha UOYUI

L__llnformatlon is not to be released to anyone

This Release of Informatlon WI I remalnl n ef‘fect HLi’ﬁt.iﬁi:f’cer:'minated'by me v"i:n:‘writing.
Messages Ll L e
Please call[ ] my home Dmy workgmy cell number (3?:“! )- ‘~H Y -.7_ Q$’l o

If unable to reach me: _- " LV :‘g '_; :
, B\m/ue:\ay Ieave me a detalled message

Dplease Ieave a message askmg me to return your call -

|:|other

The best time to reach me i (day or days) o | L ______between

Slgned /Ud,( WOMNEA S




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). | 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)

¢ Obtaining payment from third party payers (e. g. my insurance company)

e The day—to-day hea Ithcare operations of yoUr practice

I have also. been mformed of and glven the nght to revuew and secure a copy of your Summary
of the HIPPA Privacy Rule, Wthh contains’ a'more complete descnptlon of the uses and
disclosures of my protected health lnformatlon and ‘my rights under HIPPA. 1'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 obtaln the most current copy of th]S notlce .

| understand that l have the nght to request restrlctrons on how my protected health
information is used and disclosed to carry out treatment payment, and health care operations,
but that you are not requrred to agree wnth these requested restnctlons However, if you do
agree,. you are then bound to comply wnth this restrlctlon : :

l understand that| may revoke thrs consent in wrltlng, at any time. However, any use or
disclosure that occurred pnor to the date I revoke this consent IS not affected

Signed this N 7 . day of F)Qb Nah’l . 20 &/O.

: B (day) - : (month) BRI J ‘ ' - (last two digits of the year)
Print Patient’lskName:" N OV \'e'/t \
Signature:

Relationship to Patient (if you ore the potien't,y Write- 'fseI)"’)‘:

Revised December 2018



AUM Student Health Services - Travel Health History
Date: 3/'/’ IQOQOName: E[\ NOYFQ\‘
1. What is the reason for your visit today? ~|»mw,l vacc ne

2. List allergies you have to medicines, foods or iodine: __ 1N A

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

as well as prescription drugs): N (A

4. Have you had any of the following? (Check if this applies to you):
Heart Disease D | Stomach/Gastrointestinal Disease I:l
~ Kidney Disease| |..- .. . PR Dlabetes/Sugar .

5. Areyou |mmunocompr|sed? (Is there a problem WIth your |mmune system)

Yes

Thymus Dlsorder (Myasthema gravns Thymoma, Thymectomy) D
Spleen removed l:l j.. o Transplant reqplent D

Cirrhosis of the ||ver|:| Cancer . : HIV D

6. How often do you drmk beer wme, wme cooler or Ilquor? ‘

Never IQ/ G Rarely :I L

1-2timesa weekD 3-4 timesa week[:] 5 or more tlmes a week L—_l
7. Where are you gomg on your trlp? C 054'6« QA C0-' ’ -

8. How long is. your tnp? Months RN Days ’7 ,
9. When are you- Ieavmg on your trlp? L l‘/\a"dfs &l 9090
For Females Only
A. Date of your .last period?— R : Have you had a hysterectomy? Yes I:l No I:I
B. Are you currently pregnant? Yes :I ;, No . Due date
C. Doyou plan to become pregnant m the next 3 months? YesD - No
D. Areyou breastfeedmg? Yes D No I:I - |






