-

- AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

| ) iéb} [Ls  Areyouan AUM student? @NO Student ID # %OOZZ(\%UM

Date: | \,

Name: 1L oS

Social Security Number: 1 - A~ 1q> Birth Date ;0‘\! 14

Local Phone Number:  H7¢- _Ol OC) - Alternate Number: £ 79-334-§4 ZC/

Local Address:_Aecloud) |07 1 ’ Box Number__(g§(0)
Stater A\ ' _ Zip Code: Blall [

City: \C{ﬁ%{)‘(\(\@fv%
Permanent Addrass: 7()6\ SN P\W@C \3%’
State: () G Zip Code: %\U?}Q :

City:_ b \l c\\\e_u

Marital Status (P]ease Czrc}e)/ Sn"g]

Marmied Divorced Widowed Other

Sex (Please Circle) @f;ie{ " Female \
anary Physmlan_ City " Phone #
Patient’s Employer: Work
Parent’s o;T Spouse’s Namse (Circ]é which) Phone &
Work #:

Parent’s or Spouse’s Employer:
Relationship: Phone #:

Emergency Contact:

How did you hear about the Clinic? Friend U Faculty/Staff [ Oriemtation 1 Otber. :

- N

B s INSURANCE INFORMATION J

Do you have health insuran CE'Q-E\v NO :
Ifvyes, pledse give your card to the receptionist m order for a Copy to be made for

your chart.

" Name on Card

Imsurance Company Wi O{€
:‘\‘-} "

Policy Number Group Nomber

Insurance Company Address

Revised
B/13



AUBN STUDENT BEALTH CERTER
 CONSENT FOR SERVICES FORM

Date of Birth (O / 31/ S

Patient Name \@(\/\i3 SAMS

General Consent for Treatm ent

T request and authorize health care services by my prowder and }JJS/}JEI demgnees(s) as my
provider may deem advisable and 1o my best interest. This may include routine diagnostic,

laboratory procedures and medication admimstration. |

T understand that exclnding emergency or exiraordinary CIrcumsiances, no substaniial procedure
will be performed without prova iding me an opporiunity to give me informed consent for that

procedure. Lmrmad consent mezans that the medical-pro vider must disclose Tmiormation 1o me

including benefits and BSLS of a pariicnlar procedure and/or treatment.

Payment

7 zm tesponsible Tor a1 bills mewred ai the S"Lde*r He hh Center. Payment 15 dug
that services are Tendered 1mless Prior arTangemen 1s have

i have read the consent form, or it has b\EED read To me, and I 2am satisfied that I
anderstand its contents. Iy guestions have been answered to my satisfaction.

Sionamre-dT Patient , Date o1 Signature

- - . . .
Signzture of Legal Represemtanive (if patient unable o sign) Relationship to Patient




AUM Student Health Services - ‘
PATIENT HIPAA CONSENT FORM

‘.emr',-‘.

1 understand ’éhat] have certain rights to privacy regarding my protéctad.hea]ﬂ] 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 use and disclose my protected

health information to carry out:

- Treatment (including direct or indirect Trﬁatment by other healthcare prcmdcrs mvolved m my
treatment);
- Obtaiming payment from third party payers (e.g. my insurance company)
- The day-to-day healthcare operations of your practice.

T have also b\:en mformed of and given the right to review and sacurﬁ a copy of your Swmmy 0f the
= FHIRRA Privacy Ruleyswhich contam§amore complete desénpu‘on 57 the Tses and 8isels gstires of my
Protécied - healih-information apdmyrghts under HIPAA Tunderstand that you reserve theright to
:Changeihedenms of Hus foticefebmtinis 1o time and that I may odmtact you at any tirme to obtam the

Tn0st current copy 01 ﬂns notice.

srahines on Lomderstend dhatd hasies &n—:—ra:uozﬁques—i restrictions onhow my protecied health Information 1s
and healih care operaiicns buithel yeuare not

irint el e aydedemdidisclosed 1oioasryr gui dezetment payyneni a op
- e o zEneeto; &abe_q;qquafﬁ *:cmcnojs Bowever, if you do_agree, you are thenboundio .-

{;Q-jph with this Testmciion.

-1 -umdersiand Lh
that occurred pri

Signed this day of 20 [l

Primt Patiert Name MTE:‘( nj SC\‘\’Y\$

Signature 7%% ™
/

“Relationship to Patient _

Revised 214




Signed: ﬁﬂyﬁfwf

AUM Student Health Services
Medical lnformaz‘ion Release Form
(HIPAA Release Form)

o
¢ ity

- Dateof Birth: [0 ] 3/] 94

Name:_lery Sams

Release of lnfbrmaz‘ion

[ 11authorize the release of mformauon ncluding the diagnosis, records;
examination.rendered to me and c!afms Jm‘ormailon This information may be released

to:

] TSpouse } ]
F

[ 1 Child(ren) . |
dends, ( Mo = 478 -6 %\ 30\ (L\Hf%'ﬁtif-?ﬂzc()

7 -

13 Other

[ 1 Information is not fo be released io anyone.

This Release of Information will remain in effect untll ferminaiad by me in wriiing. -

lViessages
Please call [ my home I Tmy work [ my cell Number 41% - 334-%49

ou may leave a deliailed message

Slease leave a message asking me io retumn your call

] -~ | .
/ Ct\’\ni)\‘*ﬂm"v - between (time)

Date: /17 /S /¢

The best ime to reach me is (day)

Revised 2/14




