AUM STUDENT HEALTH SERVICES
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

/f{l et oy e, . il N /ﬁ] R ’//‘1,} i
Date: f,,{/{g;%[, %) }? A0 Are you an AUM Student? es D\Io S-Number: i«%d’%’?"/ /é/«)/}/

Name: \/ﬁ\ (AV\& ’gawﬁ“{% Preferred: Birthdate: j//?@/éﬁf’p
Main Phone Number: __~- 2H ’?)(,/% : 5’3?(7 ) Email: _{ Vil e g{%{"* ai:\/x 1, ;"’?LT%T‘(“) et 10| - v
Local Mailing Address: \ \ 7 M/\z ?{“9 . Box or APT #:
City: _ )\ Oy ”fﬂ 5 EYVnA State: AL .~ Zip Code: ’:35’7[ \Cei;
T - o
Permanent/Home Address: > GupyE Box or APT #:
City: State: Zip Code:
Marital Status: Single Married /biVO"CE‘d
Sex: Gender: Male (
Primary Physician: ___{NO M City: Phone #:
Patient's Employer: Work Phone #:
Parent's D Spouse's Name:/f (_;7 i/ﬁ?gﬂﬁff %“ﬂzi{f/ﬁ?é Phone #: / 3& (’j{) 3 {ez’/f
Parent's or Spouse's Employer: ‘\be‘{:\ ¢ "\f\a %U&{»?{:‘%, Phone #: @ )f”!) 2() 5 g/‘.;,///
Emergency Contact: vat%%{ NIt //_/i(? !§i( { /mm Relationship: gk brir l phone (5) ) “3:} 3 Y57

How did you hear about the clinic: Friend @ Faculty/Staff f“’"”fOrientation Other:

INSURANCE INFORMATION

3
Do you have health insurance? DYES ”NO
If yes, please give your card to the front desk in order for a copy to be made for your chart.

Insurance Company: Name on Card:

Policy or Contract Number: Group Number:

Insurance Company's Address:
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AUM STUDENT HEALTH SERVICES
CONSENT FOR SERVICES FORM

T -
(U, }//,fé?/7/@ Date of Birth: /’?7/ / N / /? S

Day Month Year

Patient Name: 7{\/

General Consent for Treatment

| 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. This may include routine diagnostic,
laboratory procedures, and administration.

[ understand that excluding emergency or extraordinary circumstances, no substantial
procedure will be performed without providing me an opportunity to give me informed
consent for that procedure. Informed consent means that the medical provider must disclose
information to me including benefits and risks of a particular procedure and/or treatment.

Payment

I am responsible for all bills incurred at the Student Health Center. Payment is due at the
time that services are rendered unless prior arrangements have been made.

| have read the consent form, or it has been read to me, and | am satisfied that | understand
its contents. My questions have been answered to my satisfaction.

/ ,»m}/ ///] / e o —-1 (m » §
/ u’l&fw *v“’gﬁ*&i«iifﬂ ////»3*/ s > / "5) / ZQO

Day Month Year

Signature of G/Patlent“* Date of Signature

Signature of Legal Representative (if patient is unable to sign) Relationship to Patient



AUM Student Health Services
Medical Information Release

Form (HIPAA Release Form)

Name: \\/\ (G XQUQ;’X&S Date of Birth !} 1234 Y <

Release of Information

%
A

fl’authorize the release of information including the diagnosis, records, examination

rendered to me, and claims information. This information may be released to:

e . . —_
’S?ouse: /U S"';/Zi Vo b leer) ;‘}(/\j - Z,AC{ 74

DChiId(ren):
DOther:

Dlnformation is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages
e gOU \ o ]
Please caII[l my home Dmy workmy cell number: (1/9532“5 )- 55 - 54957

If unable to rea/g,h me:

L

el H
you may leave me a detailed message

Dplease leave a message asking me to return your call

Dother:

The best time to reach me is (day or days) K}DUZ S .,,fé%_ff?z"”} between
% OO 0un and /g ("44; Al times.

e L
Signed: / / /7:/2 4; ZU”)\, ir'
~ o
g 4
Date: )5/ 007 2207




AUM Student Health Services
PATIENT HIPAA 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 (HIPAA). | understand that by signing this consent | authorize you to use and disclose
my protected health information to carry out:

s 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 operations of your practice

I have also been informed of and given the right to review and secure a copy of your Summary
of the HIPAA Privacy Rule, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA. [ 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 obtain the most current copy of this notice.

| understand that | have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care operations,
but that you are not required to agree with these requested restrictions. However, if you do
agree, you are then bound to comply with this restriction.

t understand that | may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date | revoke this consent is not affected.

il 7 wan I

. . e C G K e o /// j

Signed this Lo day of LAt g tad 20 =X/
(day) ; (mon@j/// (last two digits of the year)

i

Print Patient’s Name: LAV 4 }J/f/ﬁ,?ﬁag

,,,,,

e 2/ P ’//,-‘; ] =~ e

Signature: S LDz TS L
4 B 4
Relationship to Patient (if you are the patient, write “self”): Lot
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Anxlety
Arthritis
1 Asthma

Bladder disease

Bleeding disordsr

Bulimia

] Celiac disease
Chlamydia

J Clotting disorder

1 Concussion

Depression

i1 Diabetes

Grenital warts

I

Cioncrrhea

{eart disease

H

Heart murmuy
fepatitis
Herpes

HIV/AIDS

High blood pressure

Mononucleosis

Irritable bowel syndrome
Kidney stones

Malaria

Multiple scles

Mum

Pnemonia
PCOS

Pregnancy

!)

soriasis

Radiation therapy

ZULeS

Sinusitis (chronic)

AP
Strake

Thyroid

b Ulcerative colitis

Ulcers

1 Pox

1 Pseudocholinest

1 5pinal headache

Malignant hypm‘thermia

[} Adenoidectomy

] Appendcciomy

ze arthroscopy
I Organ transplant
Ovarian ¢yst removal

Splenectomy

Tonsillectomy

ioht loss

&=

surgery

Other surgical history:

Mother

Father

Sister

Brother

Maternal Grandfather

Maternal Grandmother

Paternal Grandfather

Paternal Grandmother

Maternal Aunt

Maternal Uncle

Paternal Aunt

Paternal Uncle




Name

Mocwae Fuenles

s than three times per week

i \’x’ﬁf;’l\: ee or more times per weelk

say or lesbian
Jisexuai
Other:

8 your

>male

Ple

| ab
,,uucm’v experie
3 1in the past
Never exper
Choose not {o ¢

As violenee is o problen in many fnmilies, we ask
se check all that apply.

il abuse:
ntly experience
perienced in th

urre
of wine

{ilasses ¢

ans of beer:

,‘ahois of liquor: .

Jever <>x,m‘i@m

Choose

Imni [ IRRY

S (Check all that apply)

Amphetamines

Wescaline

Opiates

Amyl nitrate Anabolic steroids Barbiturates Benzodiazepines

Cocaine Fentanyl Flunitrazepam GE
Ketamine LSE Marjjuana Hestasy

Methamphetamines Methaqualone Methylphenidate Nitrous oxide

Opium PCP Psilocybin Solvent inhalants

Abstinence
Birth control pills
Cervical cap

L ondom

(Check all that apply)

aphragm Patch Sponge Mone
Implant Post-menopausal Other .
Injection Rhythm

o Spermicide

(Cleck one)




Date of birth l \/ZLI /25

AUBURN O

p B v g d o e
MONTGOMERY L Rz’ E1E

Agsistive devicss nseds (Check all Nunapplv)( ontacts
Byeplasses e LLE ¢

— cr 4 L TN e . LT
C-collar Comimode Crutches  Dentures

Canpe

AYZRN)

Off campus without room

On campus with roommates

t or pleasure in doing
eling down, depressed or hop
of the above

On campug without roommates

el

0s: (Check all thar applv)

Spouse/dignificant other Parent Children Pamily members

Case manager/social worker h/faith community
Friends/neighbors Home care staff Organized support group

N\ONE.  Shelter Therapist Mone  Other

AFIACY: Mo ﬂ@




