-

AL.J STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: & -4~ ] !;;a Are you an AUM student? @ NO  StudentID# S0y 7589 {f

Name: f’i?u”%(f’l‘?ﬁ i I dlp . Shine.

Social Security Number: 4] 73 T-52749 Birth Date !ﬂ'f’ a1 -199]
Local Phone Number: {‘ /7§ ‘H3F 3« ?'}’ K Alternate Number:
Local Address: 7Y ¢O0 [ s /) 4 3/(?,,/ Box Number Z;Q 3

City: /L/ { @’%’Va{,/'ﬂif State: /%’(;, ' Zip Code: M

Permanent Ad(jress:

City: - State: Zip Code:
Marital Status (Please Czrc]e) Single C arried ‘Dnvorced Widowed Other

e ~—
Sex (Please Circle): Ma]e 'Ginj]e j

—

Primary Physician: D/’I ; /%{zgﬂfh.g,d}/:?} i | city:_Mo /ﬁﬁlﬂﬁf /}?}a’y Phone #:
Patient s Employer: Aam Hﬂe wwfj, cod £ %a {2272 ! fe_ Wol# (330301,-913%
Parent’s or Spouse’s Name (Lm:]e which) é)%f/}% £ 51/‘« AT Phone #: {?%5%\} %;}5 y JC&E’ &g\“
Work# {73 ) U1 ~51 S 7

’?Mﬁi Phone #: S

Parent’s or Spouse’s Employer: P\!) WWALSEOANT 7 7’@

Emergency Contact: { S5E21 /,f ;3, i}ﬂﬂﬂ AL Relaﬁonship:

How did you hear about the Clinic? Friend = Faculty/Staff L Orientation M Other_ ‘

r % INSURANCE INFORMATION '

Do you have health insurance? YES/ NO :
If yes, pleasc give your card to the r ecephomst m order for a copy to be made for

your chart.

" Name on Card i]f/ Cey § ‘i«,ﬁ/; el

Insurance Company \Q( (Qs()
¢ ' 27 e i f
POhCS Number OP@ 6 /’)t’m o\V17 \ Group Number ‘{4 271 b

Josurance Company Address Y450 p\ i !dﬂm St ﬂf« //&/L\/f/uj F//vﬁ

Byt s/\mmj\%w«h /\% ‘\5 A0

Revised
B/13



AURM STUBENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Date of Birth J¢] /241 1]

L e P
Patient Name j ﬁ)’ﬂéﬂ,@“)iljﬂ/ é% | ar

General Consent for Treatment

T request and authorize healih care services by my provider and his/her designees(s) as my
provider may deem advisable and i my best interest. This may include routine diagnostic,

laboratory procedures and medication admmistration.

T 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 fo me

including benefits and ns}_s of a parficular procedure and/or treatment.

Pavyvment
1 am responsible for all bills incurred at the Stdent Health Center. Payment is due ai the fime
that services are Tendered tnless prior arr angements have been made.

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

e /Qﬂ&/ 09,19, 16
) 4 . Date of Signature

Signature of Patient

P . . .
Signature of Legal Representative (if patient unable 1o sign) Relationship to Patient




J

AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

S
T oty

-

Name: J/ urysi O\ae. ~ Date of Birth: /() &Y 1277

Release of Information

[ 11 authorize the release of mfonnauon Including the diagnosis, records;
examination rendered to me and CIaJms mforma’uon This information may be reJeased

to:

[ 1Spouse ) '

] Child(ren) -

[ i Other
.' —

[ 1 Information is not io be released 1o anyone.

This Release of Information will remain in effect unill ierminaied by me in writing. -

flcscsanes
FE AN Ua L N

all 11y home [ ] my workpd my cell Number:{ 334Y 20% - ) A% €

Pilease call ]

IT unable to reach me:

[ 1 youmay leave a detailed message

’% o )
B,l/’p]ease leave a message asking me 1o return your call

[ - ' o

—===—Thebesttimeto reach me-is{day) - /&n i 7/1/?7

,@mw.y%@MJfﬂﬂwf

Revised 2/14



