
AUM t�Z,�t<�HEALTH ^�Zs/��^

_

_ 

_ 

Date: _________________________________  Are you an AUM Student?� ___ Yes  ___ No   ^ͲEƵŵďĞƌ: ________ͺͺͺͺͺͺͺͺͺ�����������

Name: ______________________________ͺͺͺͺͺͺͺͺͺWƌĞĨĞƌƌĞĚ͗______________ Birthdate:�_______________ͺͺͺͺͺͺͺͺͺ��������

Main Phone Number: __________________________________� �ŵĂŝů:��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�������������

>ŽĐĂů�DĂŝůŝŶŐ��ĚĚress: ���________________ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ________________�����Box or APT #: ___________________

City: ___________________________________________ State: ________________________  Zip Code: __________________

Permanent/Home Address: _____________________________________________  Box or APT #: ________________________

City: ___________________________________________ State: ________________________  Zip Code: __________________

Marital Status: Single  Married Divorced   Other: _________________________________Widowed

Sex:   ��Male  Female  Gender:  �Male  Female

Primary Physician: __________________________________  City:  _____________________  Phone #: ____________________

Patient's Employer:  ____________________________________________________  Work Phone #: ______________________

Parent's ��������������Spouse's Name͗ �����������������_____________________________________  Phone #:  _______________________

Parent's or Spouse's Employer: ______________________________________________  Phone #:  ________________________

Emergency Contact: ________________________________ Relationship: _______________  Phone #: ____________________

How did you hear about the clinic:�Friend Faculty/Staff   Orientation   Other: ____________________

Do you have health insurance?  ___ YES  ___ 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: _______________________________________________________________________________

___________________________________________________________________________________________________________

           PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

INSURANCE INFORMATION

Revised �ĞĐĞŵďĞƌ�ϮϬϭϴ

09-22-2020

Eduardo Fonseca 08-26-1982

3058038158 eduardo@un1ty.com.br

6025 Greystone Pl

Montgomery AL 36117

Montgomery

Karine Fonseca spouse 3058038148

Spouse



AUM tĂƌŚĂǁŬ HEALTH ^�Zs/��^
CONSENT FOR SERVICES FORM 

Patient Name: __________________________________________ Date of Birth: _____/_____/_____ 
Day    Month      Year 

General Consent for Treatment 

I 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. 

I 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. 

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

_____________________________________________________ ______/______/______ 
     Day     Month     Year 

Signature of Patient  Date of Signature 

______________________________________________________  ______________________________ 

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

Eduardo F. F. Fonseca 26 08 82



�hD�tĂƌŚĂǁŬ�,ĞĂůƚŚ�^ĞƌǀŝĐĞƐ�

DĞĚŝĐĂů�/ŶĨŽƌŵĂƚŝŽŶ�ZĞůĞĂƐĞ�

&Žƌŵ�;,/W���ZĞůĞĂƐĞ�&ŽƌŵͿ�

EĂŵĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ĂƚĞ�ŽĨ��ŝƌƚŚ�ͺͺͺͬͺͺͺͬͺͺͺͺ�

ZĞůĞĂƐĞ�ŽĨ�/ŶĨŽƌŵĂƚŝŽŶ��

΀��΁��/�ĂƵƚŚŽƌŝǌĞ�ƚŚĞ�ƌĞůĞĂƐĞ�ŽĨ�ŝŶĨŽƌŵĂƚŝŽŶ�ŝŶĐůƵĚŝŶŐ�ƚŚĞ�ĚŝĂŐŶŽƐŝƐ͕�ƌĞĐŽƌĚƐ͕�ĞǆĂŵŝŶĂƚŝŽŶ�
ƌĞŶĚĞƌĞĚ�ƚŽ�ŵĞ͕�ĂŶĚ�ĐůĂŝŵƐ�ŝŶĨŽƌŵĂƚŝŽŶ͘��dŚŝƐ�ŝŶĨŽƌŵĂƚŝŽŶ�ŵĂǇ�ďĞ�ƌĞůĞĂƐĞĚ�ƚŽ͗� �

΀��΁�^ƉŽƵƐĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
΀��΁��ŚŝůĚ;ƌĞŶͿ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
΀��΁�KƚŚĞƌ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
΀��΁�/ŶĨŽƌŵĂƚŝŽŶ�ŝƐ�ŶŽƚ�ƚŽ�ďĞ�ƌĞůĞĂƐĞĚ�ƚŽ�ĂŶǇŽŶĞ͘�

dŚŝƐ�ZĞůĞĂƐĞ�ŽĨ�/ŶĨŽƌŵĂƚŝŽŶ�ǁŝůů�ƌĞŵĂŝŶ�ŝŶ�ĞĨĨĞĐƚ�ƵŶƚŝů�ƚĞƌŵŝŶĂƚĞĚ�ďǇ�ŵĞ�ŝŶ�ǁƌŝƚŝŶŐ͘�

DĞƐƐĂŐĞƐ�

WůĞĂƐĞ�ĐĂůů�΀��΁�ŵǇ�ŚŽŵĞ�΀��΁�ŵǇ�ǁŽƌŬ�΀��΁�ŵǇ�ĐĞůů�ŶƵŵďĞƌ͗�;ͺͺͺͺͺͿͲͺͺͺͺͺͺͲͺͺͺͺͺͺͺ�

/Ĩ�ƵŶĂďůĞ�ƚŽ�ƌĞĂĐŚ�ŵĞ͗�

΀��΁�ǇŽƵ�ŵĂǇ�ůĞĂǀĞ�ŵĞ�Ă�ĚĞƚĂŝůĞĚ�ŵĞƐƐĂŐĞ�

΀��΁�ƉůĞĂƐĞ�ůĞĂǀĞ�Ă�ŵĞƐƐĂŐĞ�ĂƐŬŝŶŐ�ŵĞ�ƚŽ�ƌĞƚƵƌŶ�ǇŽƵƌ�ĐĂůů�

΀��΁�ŽƚŚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

dŚĞ�ďĞƐƚ�ƚŝŵĞ�ƚŽ�ƌĞĂĐŚ�ŵĞ�ŝƐ�;ĚĂǇ�Žƌ�ĚĂǇƐͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ďĞƚǁĞĞŶ�
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ĂŶĚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ƚŝŵĞƐ͘�

^ŝŐŶĞĚ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

�ĂƚĞ͗�ͺͺͺͺͬͺͺͺͺͬͺͺͺͺ�

08

Urea



RĞǀŝƐĞĚ��ĞĐĞŵďĞƌ�ϮϬϭϴ

AUM tĂƌŚĂǁŬ Health Services 
PATIENT HIPAA CONSENT FORM 

I understand that I 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 (HIP�A).  I understand that by signing this consent I authorize you to use and disclose�
my protected health information to carry out: 

x Treatment (including direct or indirect treatment by other healthcare providers
involve in my treatment)

x Obtaining payment from third party payers (e. g. my insurance company)
x 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 HIP�A Privacy Rule, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIP�A.  I understand that
you reserve the right to change the terms of this notice from time to time and that I may 
contact you at any time to obtain the most current copy of this notice.  

I understand that I 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. 

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

Signed this ____________________ day of ____________________________ 20 _______. 
   (day)    (month)       (last two digits of the year) 

Print Patient’s Name: ___________________________________________________________ 

Signature: _________________________________________________________________ 

Relationship to Patient (if you are the patient, write “self”): _____________________________ 

22 September 20

Eduardo F. F. Fonseca



�hD�tĂƌŚĂǁŬ�,ĞĂůƚŚ�^ĞƌǀŝĐĞƐ�Ͳ��ŽŶĨŝĚĞŶƚŝĂů�DĞĚŝĐĂů�,ŝƐƚŽƌǇ�&Žƌŵ�

EĂŵĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� �ĂƚĞ�ŽĨ�ďŝƌƚŚ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

,ĂǀĞ�ǇŽƵ��s�Z�ŚĂĚ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ͍�

      ADD/ADHD
      Adrenal disorders
      Alcohol abuse
      Allergies
      Anemia
      Anorexia
      Anxiety
      Arthritis
      Asthma
      Bladder disease
      Bleeding disorder
      Bulimia
      Cancer
      Celiac disease
      Chlamydia
      Clotting disorder
      Concussion
      Depression
      Diabetes
      Eczema

      Endometriosis
      Eye disorders
      Fractures/broken bones
      Genital warts
      Gonorrhea
      Headaches
      Hearing loss       
      Heart disease
      Heart murmur
      Hepatitis
      Herpes
      HIV/AIDS
      Hives
      HPV
      High cholesterol
      High blood pressure
      Mononucleosis
      Irritable bowel syndrome
      Kidney stones
      Malaria

      Multiple sclerosis
      Mumps
      Muscular dystrophy 
      Paget’s disease of bone
      Pneumonia
      PCOS
      Pregnancy
      Psoriasis
      Radiation therapy
      Seizures
      Sinusitis (chronic) 
      Stroke 
      Thyroid disease
      Tuberculosis
      Typhoid fever
      Ulcerative colitis
      Ulcers
      Chicken pox

�������'LIÀFXOW�LQWXEDWLRQ
       Malignant hyperthermia
       Pseudocholinesterase 
����������GHÀFLHQF\�
       Spinal headache 

        Adenoidectomy 
        Appendectomy 
        Cholecystectomy 
        Ear tubes 
        Knee ACL tear 
        Knee arthroscopy 
        Organ transplant 
        Ovarian cyst removal
        Splenectomy 
        Tonsillectomy 
        Weight loss surgery 

        Other surgical history:  

0HGLFDO� $QHVWKHVLD�+LVWRU\�

6XUJLFDO�

����,·YH�KDG�12���
����VLJQLÀFDQW�KHDOWK�
����SUREOHPV

)DPLO\�+LVWRU\��

Mother

Father

Sister

Brother

Maternal Grandfather

Maternal Grandmother

Paternal Grandfather

Paternal Grandmother

Maternal Aunt

Maternal Uncle

Paternal Aunt 

Paternal Uncle
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$%86(�+,6725<�

9HUEDO�DEXVH��
      Currently experience
      Experienced in the past
      Never experienced
      Choose not to disclose

5(&5($7,21$/�'58*�86(��

72%$&&2�86(�

3DFNV�D�GD\��(CKHFN RQH)
0.25      0.5      1      1.5      2      3

3K\VLFDO�DEXVH��
      Currently experience
      Experienced in the past
      Never experienced
      Choose not to disclose

6H[XDO�DEXVH��
      Currently experience
      Experienced in the past
      Never experienced
      Choose not to disclose

As violence is a problem in many families, we ask these questions to ALL patients. 
Please check all that apply.

6WDUW�GDWH��______________6PRNHOHVV�WREDFFR"
      Yes       No 

4XLW�GDWH��_______________

5HDG\�WR�TXLW"
      Yes       No 

'R�\RX�FXUUHQWO\�XVH"�      Yes      No 7LPHV�SHU�ZHHN"�_____

Amphetamines  Amyl nitrate  Anabolic steroids  Barbiturates  Benzodiazepines 
“Crack” cocaine  Cocaine  Fentanyl  Flunitrazepam     GHB       
Hashish      Ketamine    LSD       Marijuana      Ecstasy      
Mescaline      Methamphetamines     Methaqualone      Methylphenidate     Nitrous oxide      

Opiates      Opium      PCP       Psilocybin      Solvent inhalants 

Other: _______________________________________________________________________________________________

,�XVH� (&KHFN�DOO�WKDW�DSSO\)

&RPPHQWV� __________________________________________________________________________

:KDW�LV�\RXU�VH[XDO�RULHQWDWLRQ"�
      Heterosexual (straight)
      Gay or lesbian
      Bisexual
      Other:  __________________

(;(5&,6(�

'R�\RX�H[HUFLVH�UHJXODUO\"�
      Yes 
      No 

,�PRGHUDWHO\�H[HUFLVH��
      Less than three times per week  
      Three or more times per week   

,�VWUHQXRXVO\�H[HUFLVH��
      Less than three times per week  
      Three or more times per week   

:KDW�LV�\RXU�JHQGHU" 
      Female
      Male
      Transgender
      Other:  __________________

6(;8$/�25,(17$7,21�*(1'(5�

$/&2+2/�86(��

'R�\RX�GULQN"�      Yes    No 

,I�\HV��KRZ�PDQ\�SHU�ZHHN"�
Glasses of wine: _____
Cans of beer: _____
Shots of liquor: _____

3DUWQHUV����
      Male    
      Female 
      Both  

Abstinence
Birth control pills
Cervical cap
Condom

Diaphragm
Implant
Injection 
IUD

Patch
Post-menopausal
Rhythm 
Spermicide

Sponge
Surgical
Vaginal condom
Withdrawal

None
Other: _________
_______________
_______________

%LUWK�FRQWURO�PHWKRG�RI�FRQWUDFHSWLRQ� (&KHFN�DOO�WKDW�DSSO\)

6H[XDOO\�DFWLYH" 
      Yes
      No
      Not currently

6(;8$/�$&7,9,7<�%,57+�&21752/�

Page 2 of 3 'HFHPEHU�����

      Yes       No 

3UHIHUUHG�3URQRXQ�
      He/Him/His
      She/Her/Hers
      Other:  __________________

'DWH�RI�ODVW�3DS�WHVW��___________

'DWH�RI�ODVW�PHQVWUXDO�SHULRG��___________

1RUPDO��      Yes      No 

EĂŵĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� �ĂƚĞ�ŽĨ�ďŝƌƚŚ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

,ĂǀĞ�ǇŽƵ��s�Z�ŚĂĚ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ͍�

Eduardo F. F. Fonseca 08-26-1982
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'R�\RX�KDYH�D�KLVWRU\�RI�IDOOV"

      Yes      No

$VVLVWLYH�GHYLFHV�XVHG� (&KHFN�DOO�WKDW�DSSO\)�Contacts
Eyeglasses      Brace LLE      Brace RLE   �����Cane
&�collar          Commode       Crutches      Dentures
Other: _________________________

02%,/,7<��

+DYH�\RX�KDG�DQ\�UHFHQW�GHFOLQH�LQ�PRELOLW\" 

      Yes      No

+DYH�\RX�KDG�DQ\�UHFHQW�FKDQJHV�LQ�DELOLW\�
WR�SHUIRUP�DFWLYLWLHV�RI�GDLO\�OLYLQJ"�

      Yes      No 

9$&&,1(��
+DYH�\RX�KDG�D�ÁX�VKRW�WKLV�VHDVRQ"�
      Yes      No

1875,7,21��

$Q\�XQLQWHQGHG�ZHLJKW�ORVV��PRUH�WKDQ�
���SRXQGV�LQ�WKH�SDVW�WZR�PRQWKV�"
      Yes      No 

&2*1,7,9(�)81&7,21$/�

&XUUHQW�W\SH�RI�UHVLGHQFH�
Off campus with roommates   
2II�campus with SDUHQWV

2II�campus without roommates
On campus with roommates
2Q�FDPSXV�ZLWKRXW�URRPPDWHV

6XSSRUW�V\VWHPV� (&KHFN�DOO�WKDW�DSSO\)
6SRXVH�VLJQLILFDQW�RWKHU��������3DUHQW���������&KLOGUHQ��������)DPLO\�PHPEHUV���

C��&ase manager/social worker        Church/faith community     
Friends/neighbors        Home care staff         Organized support group       

S��6helter        Therapist        None     Other: _____________________

'(35(66,21�6&5((1,1*�

2YHU�WKH�SDVW�WZR�ZHHNV��KDYH�\RX�RIWHQ�EHHQ�ERWKHUHG�E\��
      Little interest or pleasure in doing things 
      Feeling down, depressed or hopeless
      None of the above

+20(�&$5(�

$UH�\RX�GHDI�RU�KDUG�RI�KHDULQJ"
      Yes      No

$UH�\RX�EOLQG�RU�KDYH�GLIÀFXOW\�VHHLQJ��HYHQ�ZHDULQJ�JODVVHV"�
      Yes      No 

'R�\RX�KDYH�GLIÀFXOW\�FRQFHQWUDWLQJ��UHPHPEHULQJ�RU�PDNLQJ�GHFLVLRQV"�
      Yes      No

'R�\RX�KDYH�GLIÀFXOW\�ZDONLQJ�RU�FOLPELQJ"�
      Yes      No 

'R�\RX�KDYH�GLIÀFXOW\�GUHVVLQJ�RU�EDWKLQJ"�
      Yes      No 

'R�\RX�KDYH�GLIÀFXOW\�GRLQJ�HUUDQGV�DORQH��VXFK�DV�YLVLWLQJ�
D�GRFWRU·V�RIÀFH�RU�VKRSSLQJ"�
      Yes      No 

Page 3 of 3 'HFHPEHU�����

/LVW�DOOHUJLHV��

______________________________________________________

______________________________________________________

______________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

+DYH�\RX�HYHU�KDG�D�SQHXPRFRFFDO�YDFFLQH"�
      Yes      No

8BMHSFFOT�"UMBOUB�)XZ
������������

$74�"UMBOUB�)XZ

3KDUPDF\�______________________________________________________������������
8BM�.BSU�"UMBOUB�)XZ

0UIFS�

EĂŵĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� �ĂƚĞ�ŽĨ�ďŝƌƚŚ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

,ĂǀĞ�ǇŽƵ��s�Z�ŚĂĚ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ͍�

1VCMJY�5BZMPS�+VODUJPO 8BM�.BSU�$IBOUJMMZ

������������� �������������������������������������������

/LVW�FXUUHQW�PHGLFDWLRQV��LQFOXGLQJ�ELUWK�FRQWURO��RYHU�WKH�
FRXQWHU�PHGLFDWLRQV��YLWDPLQV��HWF���LQFOXGH�GRVDJH�DQG
IUHTXHQF\��
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