AUM STUDENT HEALTH SERVICES
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)
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Sex: Male .Female. Gender: Male Female

Primary Physician: City: Phone #:
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Parent's D Spouse's Name:D Phone #:
Parent's or Spouse's Employer: Phone #:
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How did you hear about the clinic: Friend Faculty/Staff Orientation Other:

INSURANCE INFORMATION

/]
Do you have health insurance? YES D NO

If yes, please give your card to the front desk in order for a copy to be made for your chart.
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AUM STUDENT HEALTH SERVICES
CONSENT FOR SERVICES FORM
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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 responsibie 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 | am satisfied that | understand
its contents. My questions have been answered to my satisfaction.
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Signature of Patient Date of Signature

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




AUM Student Health Services
Medical Information Release

Form (HIPPA Release Form)
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Release of Information

/l authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

’Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.
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Dplease leave a message asking me to return your call
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AUM Student Health Services
PATIENT HIPPAA 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 (HIPPA). 1 understand that by signing this consent | authorize you to use and disclose my
protected health information to carry out:

e 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)

s 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 HIPPA Privacy Rule, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPPA. | 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.

| 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.
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Sighed this AV day of | 20 |7 )
(day) \ {month) (last two digits of the year)
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Signature:

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

Paternal Grandmother
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Have you EVER had any of the following?
Medical: Anesthesia History:
[ ADD/ADHD [l Endometriosis I Multiple sclerosis (1 Difficult intubation
[1 Adrenal disorders [ Eye disorders [0 Mumps 1 Malignant hyperthermia [ I’'ve had NO
[ Alcohol abuse O Fractures/broken bones [ Muscular dystrophy [ Pseudocholinesterase significant health
. . . . problems
[ Allergies [0 Genital warts [ Paget’s disease of bone deficiency
[0 Anemia [d Gonorrhea [ Pneumonia [ Spinal headache
[T Anorexia [ Headaches [ pCOSs
Si:ldety g iear'mg loss I Pregnancy Surgical:
iti art di Psoriasi
e eart disease [J Proriasis [ Adenoidectomy 1 Other surgical history:
[1 Asthma [] Heart murmur [0 Radiation therapy
[ Appendectomy
[ Bladder disease [ Hepatitis [J Seizures
o [ Cholecystectomy
[ Bleeding disorder [ Herpes [ Sinusitis (chronic)
o [ Ear tubes
L1 Bulimia [0 HIV/AIDS [ Stroke
[1 Knee ACL tear
[ Cancer [T Hives [ Thyroid disease
_ [ Knee arthroscopy
[] Celiac disease 1Y [J Tuberculosis
[0 Organ transplant
[1 Chlamydia [J High cholesterol [0 Typhoid fever i
) [1 Ovarian cyst removal
[ Clotting disorder [0 High blood pressure [J Ulcerative colitis
[ Splenectomy
[3 Concussion [ Mononucleosis [] Ulcers .
(1 Tonsillectomy
[T Depression [T Irritable bowel syndrome L[] Chicken pox .
) ) [ Weight loss surgery
[] Diabetes [0 Kidney stones
[0 Eczema [ Malaria
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MONTGOMERY

—  AUM Student Health Services - Confidential Medical History Form

EXERCISE:

Do you exercise regularly?

£l Yes
[ No

I moderately exercise:

[ Less than three times per week -
“[J Three or more times per week

I strenuously exercise:

- [ Less than three times per week
[J Three or more times per week

SEXUAL ORIENTATION/GENDER:

Have you had any recent decline in mobility?
[] L] s

Have you had any recent changes in ability

What is your sexual orientation? What is your gender? Preferred Pronoun:
[ Heterosexual (straight) ) Female [1 He/Him/His
[J Gay or lesbian [ Male T She/Her/Hers
[ Bisexual [1 Transgender O Other:
[1 Other: [ Other:
MOBILITY:

Assistive devices used: (Check all that apply) Contacts
Eyeglasses [ Brace LLE[] Brace RLE [ Cane [
C-collar [ Commode [] Crutches [] Dentures []

to perform activities of daily living?
Other:

L] L1 M

NUTRITION: VACCINE:

Have you ever had a pneumococcal vaccine?

Are youzdeaf or hard of hearing?
O Yes [] . No/

Are you, blmd or have difficulty seeing, even wearing glasses?

[1Yes INo/

Do you have difficulty concentrating, remembering or making decisions?

[ Yes ENO\

Any unintended weight loss (more than Have you had a flu shot this season? /-

10 pounds in the past two months)? [Yes [INo, [Yes IDI\}o

[IYes .No )3 o
TOBACCQ USE:  Packs a day: (Check one) Smokeless tobacco?  Start date: Quit date:

; "\\%

O YesONe [ 0250005001015002003 O Yes O No Ready to quit?

Comments: [0 Yes [INo
COGNITIVE/FUNCTIONAL:

Do you havedifficulty walking or climbing?

[Yes [ No /
\.

_——
Do you havedifficulty dressing or bathing?
[ Yes I No)

Do you have difficulty doing errands alone, such as visiting
a doctor’s ofﬁce or shopping?

O Yes( 0 No
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AUM Student Health Services - Confidential Medical History Form

MONTGOMERY
DEPRESSION SCREENING:
Over the past two weeks, have you often been bothered by:
[ Little interest or pleasure in doing things

[ Feeling down, depressed or hopeless
l;.—.l None of the above

7

List current medications (including birth control, over the

counter medications, vitamins, efc.):

HOME CARE:
Current type of residence:

= .
1 Off campus without roommates
[ On campus with roommates

[0 Off campus with roommates .
P [J On campus without roommates

[11 Off campus with parents
Support systems: (Check all that apply)
(] Spouse/significant other [ parent [ Children [] Family Members
["JCase manager/social worker [0 Church/faith community

[Friends/neighbors [C] Home care staff [_] Organized support group

[TJShelter [ Therapist [ Nonel_]Other:

List allergies:

Walgreens Atlanta Hwy CVS Atlanta Hwy
Pharmacy: 554-409-0611 [:l 334-271-5861 |:\
Wal-Mart Atlanta Hwy
334-272-0263 D Other:

P age 3 0f3 December 2018




' UnitedHealthcare

January 30, 2019
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Yunjia Yang
2113 Seaton Park
Montgomery, AL 36116-7246

Thank you for being a UnitedHealthcare StudentResources member.

43
0

We're glad you're here.

This is your UnitedHealthcare health plan ID card. It has informatio_ﬁ_about you and your coverage so you'll want to bring it with you
wherever you go. '

Please be sure all the information on your 1D card is correct. Call us using the toll-free member number on your ID card if any information
is not correct or you need assistance. You can start using your 1D card on your effective date.

. STD (4/18)

£

Three things to get started:

@

Sign up for My Account at uhesr.com/myaccount
When it comes to managing your health plan and making informed decisions, simpler is betier. My Account s a personalized
website that helps you:

s Find and estimate the cost of the care you need.

e See whatl's covered; get information about preventive care and any additional benefits available to you.

+ View claim details and account batances.

Get on-the-go access .
When you're out and about, the UnitedHealthcare StudentResources mobile app puis your health plan at your fingertips.
Search for UHCSR in your app store to download it for free and access your digital ID card, find nearby care and more.

Know your network
With almost every plan, you'll pay less if you choose doctors, clinics and hospitals in your network. It's easy to check who's in the
network by using the provider directory on uhesr.com or the UHCSR mobile app.

Attached is your new UnitedHealthcare ID card. The ID card contains important phone numbers and claim filing instructions.

\
( CLAIMS INSTRUCTIONS

Submit claims to the company within 90 days after the date of service. Mail all medical bills
along with the insured student’s name, patient's name, SR ID number, address, und group
name to the address listed below.

Send claims to: For emergencies while traveling call:
StudentResources UnitedHealtheare Global
P.O. Box 809025 1-877-461-2273 (Toll-frce) or 1-410-453-6330
Dallas, TX 75380-9025 or email: assistance@uhcglobal.com
5 ] AR Electronic Payer ID#: 74227 for 837’s ID#: 355751
Assistance Program 004 STDNT for 270-271 and 276-277

h.services.

isit telehel

For Hospital pre-admission notification cull UnitedHealthcare at 1-877-295-0720.

NOTICE TO ALL HEALTHCARE PROVIDERS

This card is not a guarantec of coverage. For information concerning coverage, co-payment and
claims instructions, please call Customer Service at the number listed on the front of this.card.
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wiww.uhicsr.com j
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