AUM STUDENT HEALTH SERVICES
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: ) Are you an AUM Student? Des & S-Number:
/!

Name: b Sa 6 ) Sﬂ’\ (%\ Preferred: ()(&2, Birthdate: 94— 29~ [9¢ 71
Main Phone Number: (06 -G &S~ 039¢ tmail: | smitd2T & htem. edo
Local Mailing Address: 1802 24 G Box or APT #:

City: \/ @L(é\tj; State: AL Zip Code: 364 r%
Permanent/Home Address: S gia—o— Box or APT #:

City: State: Zip Code:

Marital Status: Single DiVOFCEd Widowed Other:
Sex: Male Gender: Male

Primary Physician: B@rd“wai S. BW City: - CD,_!W«,@UC, QA/Phone#:

A’(’V‘W Work Phone #: 3 34 — 244 - 3663

Patient's Employer:

Parent's D Spouse's Name:D Phone #:

Parent's or Spouse's Employer: Phone #:
Emergency Contact: 6%’/}40 S’YH,‘H/\ Relationship: gioouou Phone#: (06 -S0(- G422
How did you hear about the clinic: Friend Faculty/Staf’f)@' S Orientation Other:

INSURANCE INFORMATION
Do you have health insurance?:ggES D NO

If yes, please give your card to the front desk in order for a copy to.be made for your chart.

/g Co> Name on Card: (/"5&/. 6170’14‘2.‘ Smi YA

Insurance Company:
Policy or Contract Number: @ AUES 30071 » Group Number: 21655

45—0 R[V&f{ﬁ-mm p/(/wb ‘ZOM/JL, ég([\_,cz//m A

Insurance Company's Address:

Revised December 2018



AUM STUDENT HEALTH SERVICES
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

: 1
Date: Are you an AUM Student? D{es B@ S-Number:

Name: b Sa. 6 . 5)’7\(‘%\ Preferred: US'&&, Birthdate: 4 — 29~ (9¢ 1T

Main Phone Number: [06-655- 0% q¥< Email: i S l+i‘)“7 E hir. i

Local Mailing Address: { gd A 29 2 8?’ . Box or APT #:

City: \/ 5&“’&/{ State: QLW Zip Code: S3Ed ry
) '

Permanent/Home Address: gSW Box or APT #:

City: State: Zip Code:

-

Marital Status: Single Divorced Widowed other
Sex: Male Gender: Male "’ﬂ

Primary Physician: BMHMX S, B@ﬂg{"“- City: CD,""""%UG” éa/Phone#:

A’U«/éf‘f\”/ Work Phone #: 3 34 — Y ~ 3663

Patient's Employer:

Parent's D Spouse's Name:D Phone #:

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

Emergency Contact: G/"'%’Wl»y g‘ﬂm:*!/b\ Relationship: %000@"“ Phone #: 706 - So(-g4 2
How did you hear about the clinic: Friend Faculty/Staﬁi@/ Orientation Other:

INSURANCE INFORMATION
Do you have health insurance?rE;ES D NO

If ves, please give your card to the front desk in order for a copy to-be made for your chart.

6 C/ f) S Name on Card: (;/! S'&/v P(Sf&flcﬁ Sﬂ’ll‘(/\-

Insurance Company:

Policy or Contract Number: @ AU EFS 3oo | | Group Number: 37655

Insurance Company's Address: L{’“S’D (R:V%f‘(‘ﬂ-ﬂ;ﬂ,@ P/&'Wg) fmq}‘, Jg{ [’L..{"/ﬂ/’»v A
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AUM Student Health Services
Medical Information Release

Form (HIPAA Release Form)

Name: [//TSCL /\ﬂ> &’11‘/’/”\ Date of Birth & / 29/ &7

Release of Information

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

Tgf\s/pouse: éi?”tif’fjlj// gﬂﬁ%ﬂ
(

DChild(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
Please CaIIE:I my home I:Imy Work]igﬁwy cell number: (70& )- 585 0398

If unable to reach me:
N
/[X]you may leave me a detailed message
E4 AN

[:]please leave a message asking me to return your call

[::lother:

The best time to reach me is (day or days) ﬁz/b(/,'fﬁ\>%‘”- _between
and times. |

Signed: %&/ “Lim/é"bm

Date: |2/ 7/ 7000




AUBURN

————— AUM Student Health Services - Confidential Medical History Form

Lise. S F-24-¢

i

Name Date of birth

Have you EVER had any of the fallowing?

Medical:

[0 ADD/ADHD

[ Adrenal disorders
] Alcohol abuse

O Allergies

1 Anemia

[ Anorexia

[ Anxiety
E’ Arthritis

[J Asthma

[ Bladder disease
[ Bleeding disorder
[ Bulimia

[ Cancer

[ Celiac disease

[ Chlamydia

[ Clotting disorder
[J Concussion

[ Depression

O Endometriosis

[1 Eye disorders

E( Fractures/broken bones
[ Genital warts

[ Gonorthea

[ Headaches

[ Hearing loss

[] Heart disease

[0 Heart murmur

[ Hepatitis

[0 Herpes

[0 HIV/AIDS

[ Hives

0 Hpy

[ High cholesteral
j@: High blood pressure

0 Mononucleosis

[ Irritable bowel syndromei‘/‘E‘/Chicken pox

[T Multiple sclerosis
1 Mumps

Anesthesia History:
[ Difficult intubation
[ Malignant hyperthermia

O T’ve had NO

L1 Muscular dystrophy [1 Pseudocholinesterase significant health
. . problems

[ Paget's disease of bone deficiency
[ Pneumonia [7] Spinal headache
O pcos

Pregns .
g Pleg,"‘“?cy Surgical:
- SOl‘mS_lS - [ Adenoidectomy >@/Other surgical history: .

Radiation therapy [] Appendectomy /lf/J sen Foa ”i‘,;ﬁ/‘\ A
[0 Seizures . 2 g
1 Sinusitis (chroni hCllolecystectonly - Joes

t J o
inusitis (chronic) [T Ear tubes

[ Stroke

[ Thyroid disease
[ Tuberculosis

[0 Typhoid fever
[ Ulcerative colitis
[0 Uleers

O Knee ACL tear

0 Knee arthroscopy

0 Organ transplant

[ Ovarian cyst removal
[l Splenectomy

I Tonsillectomy

(1 Weight loss surgery

[ Diabetes I Kidney stones |
[ Eczema [0 Malaria /(7
W U5 }
55 . &
‘m X2 <
$ s y S o
N Ga / g o &> o .
o <t o . & & >
&0\\% 3‘60 i‘c’é g\c’é ‘t-db N ol g : z‘z’em \oép < 8\9‘) . \5&95’ ‘15&
Family History: I IS IOIE I IS $ S e S
armil y IStOr y- Y"\:'.0 0\0‘\, qﬁd} 00\0\ 2‘\‘b OQ('\W \,SQ ‘0% Q&@ \\‘S’Q @% @c}‘ %\50 %'Ob
Mother [__—l I:I
Father [:I l:] /
\\.

Sister )\j/;%,

Brother

Maternal Grandfather

Maternal Grandmother

Paternal Grandfather

|

Paternal Grandmother

Maternal Aunt N ‘ X

OO X
LI

] .

| ) I O O

L

Maternal Uncle

|

Paternal Aunt

[ ]

0]

O O

Paternal Uncle Jf ){"\

B ENNNN NN

HEN

[]

][]

I | ) A DN

N

EEEREYER NN

HERREEE

I Adopted

[] Family history unknown
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’E"?g\ AUBURN | Name (/( > QWULV%‘ | Date of birth (7?’ Z?”é 7

}” MONTGOMERY Have you EVER had any of the following?

MOBILITY: Do you have a history of falls?
Have you had any rvecent decline in mobility? . . Yes K] No[] -
Yes Noﬂ Assistive devices used: (Check all that apply) Contacts
Have you had any recent changes in ability Eyeglﬂsseﬂgﬁmw LLE [[]Brace RLE [] Cane[]
to perform activities of daily living? C-collar [ ] Commode [ICrutches [ |Dentures["]
Yes Nol Other:
NUTRITION: VACCINE:
Any unintended weight loss (more than Have you had a flu shot this season? Have you ever had a pneumococcal vaceine?
10 poungds in the past two months)? KYes [ No OYes ANo
[1Yes k’ﬁo
COGNITIVE/FUNCTIONAL:
Are you deaf or hard of hearing? Do you haye difficulty walking or climbing?
[ Yes [ No [dYes ANo
Are you blind or have difficulty seeing, even wearing glasses? Do you haye difficulty dressing or bathing?
[ Yes f(No [ Yes /&3)1/\10
Do you have difficulty concentrating, remembering or making decisions? Do you have difficulty doing errands alone, such as visi-fi;i; )
[ Yes NNO a doctor’s pffice or shopping?
; [ Yes ‘;ilﬂ\lo
[
DEPRESSION SCREENING: HOME CARE: ) [[1 Off campus without roommates
Over the past two weeks, have you often been bothered by: Current fype of residence: [0 On campus with roommates
[ Little interest or pleasure in doing things [0 Off campus with roommates .
[ Feeling down, depressed or hopeless Off h [J On campus without roommates
) O campus with parents g VD e
None of the above P P i SPv el

Support systems: (Check all that apply)
List current 'IHE(?ICEIUOI’]S, u}cludmg l?lrth control, over the @\S/pouse/si gnificant other []Parent [] Children [ ]Family members
counter medications, vitamins, ete, (fnclude dosage and -

frequency): [] Case manager/social worker [] Church/faith community

, B o ‘ [MFriends/neighbors [} Home care staff (] Ocganized support group
Losardan (00mg oo |
< j [IShelter [] Therapist [7] None[ ]Other:

Sﬂ 1:}’”())/10 sz W%WJU?/ 50 My G of List allergies:
7 7

1§;/7\ ya J/}//V@/\— 6( pz JC AJ’/‘J

Walgreens Atlanta Hwy CVS Atlanta Hwy

JM ML {47»/%/\/ QJO 4 ol Pharmacy: 334-409-0611 I:I 334-271-5861 I:|
! T

Wal-Mart Atlanta Hwy = Publix Taylor Junction Wal-Mart Chantilly
334-272-2043 D 334-290-4507 D 334-272-7114 I |

Other:
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