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ECE xYs . MEDICAL INFORMATION FORM

ek AUBURN UNIVERSITY
. : {CONFIDENTIAL) _
MEDICA l-:GAU \ ) ~ Erdperty of Auburn University Medical Clinic. Information may not be released to a{third party unless a
m%gﬁed to the Medical Clinic. This release must comply with State and Federal Regulations. Incomplete
isions of your future medical care.

proper ace Y 4
or ingceurale ygforjfiation may delay your clearance, cancel your registration, or cause improper dec

BEFORE Y N MAIL THIS FORM, be sure to COMPLETE BOTH.SIDES...Sign...Have one of your Parenty/Guardians Sign
L, FAX or E-Mail TO: . Auburn University Medical Clinic ~ Phone: (334) 844-44116

1l

H ATTN: Medical Records Fax: (334) 528-6780

Q & 400 Lem Morrison Drive E-Mail: aumcmedrecords@ecamc.org

Aubum University, AL 36849-5349
—_— —
; GENERAL INFORMATION

wame.__ ALV RT RORTT  VENKAT KUMAR swcisecuiys ‘-

Lagt First Middle Hyp AU User IDIGID RVAnoD! —

Home Address. PA)IO'SQ?) ) H’ND :"3 -’A ~2¢7 VUAIM,. QR_J( k@ Student’s Cell Phone: L_"i.ﬂ..LJ 'W
ciry HVD:ERF!RH.D suwe: TELAN GA VA zip GOOD T
Date of Birth: Q 3f 1 2 Q I Q. £2ﬂ£ 2 Sex (circle onc) @ F Aubura m-uaamw_@ﬁj&l@—}lw

Emergeocy Cunucti—f- Name: E QJ‘ K A'SU Relstionship: UIV( L F . I e
Telephone: HOMES(____)- ‘ WORK: (____)- . cELLULAR: (10®)- 569 - 0443
aires_ B2 53 (REEKSTOELOOP HOOVER ALARAMA 352 Ll e
! Street /P.0. Box City State Zip -
Authorization for medical clinic to treat a mi H ' AW/
zation for medica clinic u minor student (under 19 yearsofage): __  —— —imem = - —7—

(Signature of parent oF legal gusardis)

List Allergics to rnedilcnlim or other items P PD q hM R

Student Starting Scheol: PQ!—L I_2pl¥
. Semester Year |
REQUIRED::;

ix (6) moatbs prior to the first day of ¢lass of the semester you enter school. Having a chest x-ray is

1. TUBERCULIN SKIN TEST (PPD): Thisis required witkin s
diz A. Anyone with a new or previous pasitive PD test, please refer 10 Appendis A fon this form

[NOT an nccepizble altemative unless otherwise stated in Appen
concerning Tuberewlosis protocol. ’
it
Date PPD given: lﬁ!ﬂ A/lnff __ Date results read (must be no eardier than 48 hours and no later than 72 hours}. 20 /Dﬂ /—20 [ 37
¥ - i

|
Results of PPD (MUST BE DOCUMENTED IN MM-NO EXCEI’TIONS!)__A_____I'I"“ PLEASE, DO NOT WRITE “Negative”|

Cr. P.V. RATTNAK;‘-;;‘E

Documentation/ E sion
o, peaicarone 1 V- B AT N A kAR : Regd. Nocifiredstave 0 (Ped)
" OF Children S;‘becxahst e
BEOBgstes: ‘ : SVS CHILDREN HOSPITAL
¥ ) M1G-243, Road No.d, KPHE Colony
Kukatpally, HYDERABAD - 506 072

REQUIRED: A copy of an immupization record with your MMRs documented will be acceptable, Ph: 040 - 23052448

IS requlred If born after 1957, ‘Last dose must be since 1980.

1 MEASLES[/ Measles vaceine, Live, Atteuated

pae_20{06/20(P Type (eircle): MMR MR M ; ; AK.F&R
T ] ,V. RATN

MLD, Printed Name P\ KQTA/QkQ.Q | E;;d i:Lmlcﬁprim M.0.. (Ped)
& g N Chitdren Specialist .
M.D. Signature ]E ! (\\i\\/ SVS CHILDR "N HOSP!TA-D
f Y& a3, Road No.4, KPHIB Golory
MIG A ) ERRBAD'BDGO‘?

|
*“(OPTIONAL)***“**(OPTIONAL)" "“*(OPTIONAL)***"'***(OPTIONAE}“M&'R [ONRIL)S**
sl Meolngitls Vaccine - Date

3. Tetanus Toaid ~ Date of Just serics or booster 4. Mealng,

S, Hepatitis B Serfes— Dales of Scries
In the event this docomentation is not easily obtainable, all of the above services can be provided at the Al;burn University Mtdl:;l Clinle for a fee
Pagel
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. E Auburn University Medical Clinic
i 400 Lem Morrison Drive
§ Auburn University, AL 36849-5349
i : . :
TELEPHONE: (334) 844-4416 FAX: (334) 528-6780 E-Mail: aumcmedrfwrds@ﬂmwfg
Hours of Opcm:i.‘on: Monday —Friday 8 u.:i'n. -6p.m, 1
’ ! ; Except Thursday 9 a.m. ~ 6 p.m.
Saturday 8 a.m. ~ 12 pm.
; (Hours Subject to Change)
f ( To Make an Appointment: Please Call (334) 8444416
; : WWW.AUBURN.EDU/MEDICAL
| INSURANCE INFORMATION
" What isthe meof)fﬂwimmecompmy?
Subscrideat 2 Group ¥ Plan¥,
What is your uuum:c company's elalms sddress - : 3 —
Wboisﬂ\epoticyhglfséﬂ QGender: (circlcone) M F '
What is your relationshiip to the poticy holder?_ DOB of Policy Holder,
Does yous plan uquirlc!u co-payment?, 1f 50, how much?
What ae the limits (age, ful) time status, etc.) on the policy for your coverage &3 a stdent?
Does your plan provide prescription benefits?

Does your plan pw\'itf:t;fbt'ﬂﬂ of area” coverage for you?,
u have more than one insurance coverage, please

rance card. If yo
h need each policy holder's name, date of birth,

Please attach a Ieig'ible copy of the front and back of your losu ;
We will also

provide both clearly stating which is primary and which is secondary.
gender and relatignship to file the secondary insurance.

i : LING INF
Patient's mlaﬁuusjs;ipaobmmg Person(s): Self]  Spoise )  chitd omaﬂ/
iling Pessh R - KASL
Name of Billing Per:si n(s): (Fﬁst:))‘- ) S oh - ' ' L A
Telephone ds fHome: (__)- - Works ()" cenatar: (408)- 569 - D44 3
adtress 52,53 CREERSIOF Loof UpoVE R ALABAMA 252 ¢ ¢
, (City) (State) ip)

(Stree1/P.0. Box)
i

1 hereby authorize Auburm University Medieal Clinic (AUMC) to vel
insurance company, ¢mployer, or eny other persons Jisble to AUMC for payment
AUMC to act as my agent whea filing insurance claims on my beballl 1 directly
payments sent to me will be proniptly forwarded to AUMC. 1T understand that I am responsible for all charges incurred at the Aubum
Clinic regardless of the degree to which my insurance covers the services rendered. .

erstand balances will be filed with insurance companies under most circumstances, Items not fully paid or

Billiog Disclosure — If | have insurence, I und

otherwiso accounted for by an insurance company will be billed to me or my designated responsible party. Aflera period of time, uncollécted balances may
be collected through a collection agency including eny additional costs related to the collection'process. Holds may be placed on my registration/gradustion.
Auy outstanding balazces are my responsibility, Ifany checks are returaed, there will bea “returned check™ fee assessed for a nlintmum of $30.00
and I may be referred to the “Worthless Check Unlt” st the Lee County District Attorney’s Office. Faflure to comply by these financial policies
Heetion activity could result In disemissal from the praetice.

[mehfomaﬁonﬁommymcdicu!mxdsasmaybeuquﬁedormmdbym

of all or part of the charges pertaining to my office visils. 1also euthorize
mlgotoAUMCallinnmoebcneﬁumdayenhaunybcneﬁn
Untversity Medical

sud/or recurriug instances of ¢o
.

1 understand that scmeftj)r all of my expenscs at Aubum University Medica! Clinic may not be covered by my health insurance. 1understand end agree to

pay ell co-pays st the tlinc of service, 1150 understand that after 60 days, any paticat AND/OR insurance balance becomes my responsibiiity. If £ choose to

decline signing this dothment, I undersxtaud thot a ho!ld will be placed on my records for Graduation or Registration until ail balances are ﬁaid in full. 1agree

pertdins to all visits to the Aubum University Medical Clinic. ] acknowledge and understaad that at all timeés I can lreedve s eopy of

that this sgreement perta
responsibilities along with 8 privacy notice oa the clinc's website and the patient portal. IfT do not bave Internet access, L can’
p atrights and responsibilities and privacy notice at the clinle.
_2.2lo¢ /201

DATE
Foro; CL-PC-32 Rovised 04413
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GOVERNMENT OF TELANGANA
DIRECTORATE OF INSTITUTE OF PREVENTIVE MEDICINE
PUBLIC HEALTH LABS & FOOD (HEALTH) ADMN. - HYDERABAD - 500 025, T:S.

TEST

T GIRRSEThtRES ON
//'HT: St of Preventive Medicine
A arayanaguda, Hyderabad-29,7s,




