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Patient Mama: BMA,\\ W ook Date of amn. ‘4 / Lvl_ml, 1.

xéguﬁa

General Consent for Treatmens

{ request an authorize health care services by Wy provider and hisfher Jesigheesis) as my
ur-w.:ﬂéf My deent aduieiiv ond 1 iy fost mteresi. Thiy may mcfude routine diagnostic,
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1 understand that excluding emergency or extrzordinary circumstances. no substantial
nrocedure wilh e nerformed wWithomt propading me an 0pporounity 1o give me informed

conset for that procedure. nfucned consent imeans that the medical provider must disclose
mfarmation to me including benefits and risks of a particular procedure and/ar treatment.

Paymeant
tam respormisie for all LM wicwered at the Stuneot Hesith Ceater, Papient ik due o The

sime that cervices are renvared untueg prior svansements haue boen made.

¢ have izad the conseni form, 27 it has be2n read o me, and § aas sotistiad that | understand
fts eantonts, Ry guestions have heen answared ¥ aw saticiartion,

(R, Yeur

Btpendiours 0F Leeal Ronrocsirabive IF na,.:n'r % nEids

T

irs
‘3‘51
'-n
38
Al
i
-al
§
)
gl
b
v
w
o
T
&
e
&
.‘1
i
g



AUM Student Health Services
Maical INJOFMAation Kelease

Form {HIPPA Reiense Formi

Name: Tﬁ},\,).,\\ oA Date of Birth 4 / 24/ 9

ig-. L w Ui‘ iiiéﬁfﬁ 53

-1’ 1 authuiize ihe igiease of infuraaiion induding the diagnosts, records, examination
rendered to mie, and claims informatio Thzs information may be released to:

I enouce
Child{ren):

[ lother:

TSintarmatian 5 not e be refeased (0 sivine.

This Reizuse of injormativn will remain in effect unti! terminated by me in writing.

§e VISS5uReS.
Mease caflfVimy home r}w work] fmy celt number: (331 k- 4IS - 1Y

S

if unable (o icach me:

5-‘_ F S A e e F e e e
i _\éﬁﬁ mayiegve e a EISeG W SaHS

Dtease leave a message asking me to return your cait

i__jot’ﬂer: L

—

The bestGme o reachime is{dayordays; . M- o _ peiween
7 _AM™M and S P times.
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1 hava aisn *hppn informed of and given the right Yo review and SECUTE 3 NDY of vour Sty
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you reserve ‘c‘keﬂgvt ta-change the terms of t&ns notu:e from time to time cﬁ\'} ;haz 3 may
nordact you at any tine to obitain the swsi caceni cogy.of this solice.

i understand that | have the right to request restrictions on how my protected heaith
i fcn *aaﬁm is.iisend aﬁi’ disck:sec} ¥ CarTY rmi iﬁaatmcm, PAYTERT, ﬁﬁé E*oeah"n cane onerat'm

agree, m are then bound-to oompiy, \mth th:s restnctlon.

t understand that i may revoke this consent, in writing, atany time. Hox , any Use o
disclosure ihai oooaned prior io the date | revoke this consent is not affected.
\ |
Signed this day of ) - 0 . .
{eoys {month) {lswt two igits. of the year}

Print Patient’s Name: va) v\ H A VA

Signature: !Smc(g s M

Xeistionshin o Patient {(if you ure ifie putieni, wriic-“5eif 7§, _ GS s l‘)D
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MONTOGOMERY

Name Pr teden

AUBUKN

H/—»V\LO%

Date of birth

Have vou EVER had anv of the following?

AUM Student Health Services - Confidential Medical History Form

U/l14/49

Medical:

3 ADIVADHD

[3 Adrenal disorders
[ Aicahol abuse
3 Atlergies

3} Ancmia

L3 Anorexia

[ Anxiety

i3 Arthritis

3 Asthma

3 Bladder discase
3 Bleeding disorder
3 Botimia

0 Cancer

3 Celiac disease
1 Chlamydia

O Clotting disorder
3 Concussion

3 Depression

3 Diabetes

£3 Eczema

3 Endometriosis

[ Eye disanders

0 Fractures/broken bones
O3 Genital warts

3 Goaomhea

3 Headaches

3 Hearing loss

3 Heart disease

B3 Heant murmuor

O Hepatitis

3 Herpes

0 HIV/AIDS

[0 Hives

3 upv

1 High cholestero!

O High blood pressure
O Mononucleosis

3 Multiple sclerosis
I Mumps

3 Muscular dystrophy
[3 Paget’s discase of bone
1 Pacumonia

B pCos

0 Pregnancy

3 Psonasis

3 Radiation therapy
1 Seizures

{3 Sinusitis {chronic)
3 Stroke

{3 Thyroid disease

3 ‘Tuberculosis

3 Typhoid fever

1 Ulcerative cofitis
3 ticers

3 imitable bowed syndrome 3 Chicken pox

3 Kidney stones
O Malaria

Anesthesia History:

O bifficult intubation

[ Maligrant hyperthermia

L Pseudocholinesterase
deficiency

{1 Spinal hcadache

ﬂ/!’ve had NO

significant health
prehlems

Surgical:
[ Adenvideciomy
3 Appendectomy
[ Cholecystectomy
00 Ear wbes
L} Knee ACL tear
1 Knee arthroscopy
£3 Organ transplant
B Ovarian cyst removat
O Splenectomy
O3 Tonsillectomy

1 Weight loss surgery

3 Other surgicat history:

Family History:

Viother
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i AUBURN Name /BM).A\ WMancad Dateofbirth __ 4 /24 /99
gg;.)n_\‘lk-n,\}k) .
sot ‘ Have you EVER had any of the following?
EXERCISE:
Bo you exercise regalarly? 1 moderately exercise: I strennously exercise:
B)‘:{l‘c: (W] than three times per week 3. Lgss than three times per week
[J No Three or more times per week ' or more times per week
SEXUAL ORIENTATION/GENDER:
t is your scxual oricntation? What is yoor gender? Pronoun:
Heterosexual (straight) S{Female He/Him/His
£3 Gay or lesbian Male £ She/Her/Hers
[ Bisexual I Transgender Ootker:
CiOther: [ Other:
ABUSE HISTORY: As violence is a problem in many families, we ask these questions to ALL patients. ALCOHOL USE:
Fleasecheck all hat cppy Do you drink? [ Yes CINo
Verbal abuse: Physical abuse: Sexual abase: yor ) es
[ Currendy experience 1 Currently experience [ Currently experience i yes, how many per week?
3 Experienced in the past O Experienced in the past [1 Experienced in the past Glasses of wine:
0 Never experienced 3 Never experienced 3 Never experienced Cans of beer: _“
[ Choose not to disclose O Choosc not 1o disclosc 3 Choosc not 1o disclosc Shots of liguor:
RECREATIONAL DRUG USE:
Do you crvently ase?  Yes @ Times per week?
1 use: (Check all that apply)
3 Amphetamines 3 Amyi nitrate {3 Anabolic stercids 1 Barbiturates [} Benzodiazepises
3 “Crack” cocaine {3 Cocuine 1 Fentanyl 3 Buwitazepam 1 GiB
{1 Hashish [} Ketamine 3 sp 1 Marijuana [} Ecstasy
[ Mescaline [ Methamphetamines [} Methaqualone [0 Methylphenidate 1 Nitrous oxide
[ Opiates 1 opium 3 rcp 3 psilocybin [J Soltvent inhalants
Other-
SEXUAL ACTIVITY/BIRTH CONTROL:
active? Partners: Date of fast Pap test: Normal: [JYes CINo
Yes 1 Male
ONo E&gnale Date of last menstraalperied:
I Not currently IBoth:
Birth conirol/method of coniraception: (Check all that apply) ‘{
1 Abstinence [ Diaphragm 3 Pach 1 Sponge ' Nore
[ Binh control pills ] Implant [ Post-menopausal [} Surgical [J Other:
3 Cervical cap [3 Injection [l Rhyihm [} Vaginal condom
3 Condom 3 wp {1 Spermicide 3 withdrawal
TOBACCO USE:
OYes Padks a day: (Checi one) Smuokeless tobacco?  Start date: Qait date:
OJoe2sOosC1 1502003 2 DOYes ONo
. Ready to quit?
Comments: ves OINo
Page2 of 3 Dicereber 201
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Any unintended weight loss (more than ! Have von 2 fin shot this season? Have yon .rhsd a poepmocnccal vaccine?

mgaaagyx 2he past rwo monih?
\Yn.

fﬂ"’ﬁ- 0 {¥yes B
Vo, &

Lo+ it e 1

14
{

COGNITIVE/FUNCTIONAL :

Are von or hard of bearing? Do veu have diflicnitv walking or climbing?
U3 Yes A No BYes

Are you blind or have difficulty seeing, even wearing glasses? Do vou have difficulty dressing or bathing?
Eives ©No T Yes S0

Po vou have difficulty concentrating. remembering or makine decisions? Do von have difficulty doing errands alone.such as visiting
O Yes E{o awww ng?

DEPRESSINN SCREENING. E HOME CARF: .
Over the past two weeks, have von often heen hothered by: Current type of residence:
{1 Litde interest or pleasure in doing things 3 OIf campus with roommaes

Eﬁﬁ“c‘y‘ﬁﬂg {k}‘»‘t’h‘, \:Cknuoinn.: (o7 4 !:bg..ian gﬁﬁ' campus. with paremts
Nongc of thc above

g .-
215 CUINP UG MNIAEGUL TVUGHRGEIS

Oin camnne with roommates

|:] L"J I‘l

On campus without roommates

upport systems: (Check all that apply)
List earrent medications, including birth centrel, over the ~ISpouse/signiticant other §¥Parent ] Children amily members
counter medications, vitamins, etc. (include dosage and . " .

, ): Case manager/social worker [ Church/faith community
riends/neighbors ] Home care staff [JOrgunized support group
helter [ Therapist [ None[JOther:

List allergies:

Walgreens Atlanta CVS Atlanta Hwy
Pharmacy; 334-409-0611 ﬁ/ 334-271-5861
Wal-Mart Atlanta Hwy Publix Taylor Junction “Wal-Mart Chantilly

334-272-2043 334-290-4507} 338272-7114

Other:

Page 3 0f 3 Devember 2018



