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Patient Information UPDATE Form

Are you an A1/ Faculty or Staff member? [3ves (No  Are you an AUM Student? [1Yes [INo

If yes, please: :...2:t the semester you are currently enrolled: [IFall (Spring {J Summer

PATIENT I\ FORMATION (PLEASE PRINT LEGIBLY}

L),3l / D Student Number: ) Birthdate: %I c)\/ 782/
Last Name: MQf( \S . FirstName: H@na\(& Preferre{i: /
Phone Numl e+ ?)iti' chf" 37Lf Email: ead- }"(!W)(Y‘\‘S“l@ QLAm,CCl.L(
Local Mailing -'«:::’dress:_La:;__ljmﬂf{}wlm RCT[\ Box or APT#:

ity ___E\ga\c{ ,,,,,,,, . State: AL, Country: Zip Code:géiﬁ

Primary Physi i 5@_&&\@\&\ City: Mm{c\DrV\é(jState (gl___ Phone Number:
D@f\ﬂ Hof(l"‘\ Relatronship HUW Phone Number: ;S _ﬁS{ QZ

Emergency C:

WSURANCE INFORMATFON ] '

Do you have |17 insurance? K] Yes [l No

Ifyes, pleose i1 vour card to the front desk in order for o copy to be made for your chart.
B[/ (53 _____Policy or Contract Number: Q&Mﬂ

Primary Insuriice Company:

Group numbe 31{4_55 ___Name on Insurance Card: Kﬁ{"IA(Zf ]DLL"\I’\ Mfl&

Relationship: _ \{ gfL ~g' ___ Policy Holder Date of Birth: &Mﬂ&
afoyer: Ahbufﬂ Unuge&ﬂf‘b'ﬁm Phone Number: 3:"[" 54? };7‘7"

SEDICAL HISTORY _I

Policy Ho_[_;jgs" L

Do you have an. riew aliergies or medica! conditions?

__Bhé—rrﬂ'b d Af“’\rrl—: , j_rf\! jiré&cﬂ%

Piease list any 1+ dications you are currently taking:

Adans Deugs 01 Vaughn Roed 77 48D
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PATIENT HIPAA CONSENT FORM

I understz -+ that | have certain rights to privacy regarding my protected health information. These rights are given to me
under the +-aith Insurance Portability and Accountability Act of 1996 (HIPAA). 1 understand that by signing this consent |

authorize (. 1o 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)

¢ Obtaining payment from third party payers (e. g. my insurance company)

s The day-to-day healthcare operations of your practice

1 have also o= informed of and given the right to review and secure a copy of your Summary of the HIPAA Privacy
Rule, whic contains a more complete description of the uses and disclosures of my protected heaith information and
my rights «: Jjer HIPAA. [ understand that you reserve the right to change the terms of this notice from time to time and

that | rnay 2~ tact you at any time to obtain the most current copy of this notice.

| understa: 1hiat | have the right to request restrictions on how my protected health information is used and disclosed
to carry out ireatment, payment, and health care operations, but that you are not required to agree with these
requested ~trictions. However, if you do agree, you are then bound to comply with this restriction.

| understar ¢ that | may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior

to the date | ~=voke this consent is not affected.

General Consent for Treatment

| request ar:'i authorize health care services by my provider and his/her designees(s} as my provider may deem advisable
and in my L+-: .rterest. This may include routine diagnostic, laboratory procedures, and administration.

1ot excluding emergency or extraordinary circumstances, no substantial procedure will be performed

f understan:
i@ me an opportunity to give me informed consent for that procedure. Informed consent means that the

without pros
medical providcr must disciose information to me including benefits and risks of a particular procedure and/or
treatment.

Payment

| am respons i for alt bills incurred at the Student Health Center. Payment is due at the time that services are rendered
unless pric - -ungements have been made.
.~ ronsent form, or it has been read to me, and | am satisfied that | understand its contents. My questions

t have read .
have been <1 »wared to my satisfaction.

Sisnaww:%/m W Dater_LJ_EJ_/_&A

Renda Moeas

Relationship 1 Fatient {if you are the patient, write “self’):

Print Patient . Siame:l

<e\L




Warhawk Health Services
Medical Information Release Form (HIPAA Release Form)

Nes ReneNGe Maxvass pate of Birth & /. / S

Release of Information

Bé uthoit - the release of information including the diagnosis, records, examination rendered to me, and claims

informatic: . This information may be released to:

Name: B O \\_\__)b(_f)( C \:ém Phone:?}gt, -H Sl*Géﬁgﬁetaﬂonship: __ﬂ(__éb;‘a&
Name: SO\(Y,\( O PL){\)V\ Phone;g%}: M}elationship; Mo’Hf\éf

Phone: _ Relationship:

Name: o

Phone: Relationship:

Name: . L

{J informat.nn is not to be released to anyone.

This Reles 2 of Information will remain in effect until terminated by me in writing.

Messages
Please call | : v home Tmy work idmy cell number: 6_3’:‘;_)-__‘5_‘7'_7 / é\zﬁ‘
If unable tu =2ach me:
mﬁease ot e an email [ Please leave me a message to return your call
[ Please . s~ e a detailed message G Other
The bast i+ (o reach me is:

CIMcnday  uesday [ Wednesday U Thursday [J Friday

[ Moernin: - barly Afternoon [ Late Afternoon LAAnytime

. Signature: W"(& W
pate: |_° ‘Sl_._/ﬂQD




