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Patient Informatio
| - 4-2 (?Iease Print

Dat@ Are you an AUM Student? Yes

jNoMStudent Number:

Update Form
egibly)

Birthdate:

Ttwmign 8
Name: LIIMI.YG'\' MCKA!(’(,O Preferred:

Phone Number: 33"’ 272~ LZ 5 % Email:

Local Mailing Address:

6-25-2%
f

Box or APT#:

FI0] Penniaghen

L Zip Code: 36117

City: Mﬂn {50

Marital Status: Sing!eD Married

WA (./il/ State:

Primary Physician: a hre )'1 ert City:

Divorced[l Wi wed[l

Other:

n‘{'_(}a O/,  Phone#:

Emergency Contact:(Rg be Cla ; 5& Lgk: 2

_gg)_ Relat

W "#f/ Phone# ,?3 4 3/ SZ Z(/ZO

nship.

' yd
Insurance Inféyﬁation

Do you have health rance? YesJ  No[ ]

If Yes, please give your cari

Insurance Company:

Policy or Contract Number:

the front desk in order for g€opy§to be made for your chart.

Nathe of Policy Holder:

Group Number:

Insurance Company’s Address:

/
7

Medical

story

Do you have any new allergies, medical conditions, or proceduﬂesz (Include hospitalization, iflnesses, and surgeries)

Are you taking any medications regularly at the present time (|
contraceptives, over-the-counter drugs, etc.)? vesT Ino L]

If yes, please list

i

cluding allergy injections, antidepressants,

Preferred Pharmacy and Phone number:

July 2019 _




Form (HIPAA R lease Form)

Namé_:_‘_jplétvvt"fof) BM LkA /(1/(..) D

Release of Information

of Birth &2/ 287 75~

+1]

@I/authorize the release of information including §he diagnosis, records, examination
rendered to me, and claims information. This infornation may be released to:

IE'S/pouse:’IZebeC(—ﬁ ’-Bmcl(

DChiId(ren);
DO’cher:

[_Jinformation is not to be released tqanyone.

This Release of Information will remain in effect urNril terminated by me in writing.

Messages
Please call[:]my home Dmy work@w cell nurgber: (33'7‘)-3 [ 2472 /

If unable to reach me:

Wu may leave me a detailed message
Dlease leave a message asking me to retugn your call

Dother:

The best time to reach me is (day or days) - S ' - between
:\ an times.

O (P%m/j

Datel / 4/2¢(




AUM Warhawk H¢

CONSENT FOR SER

-—t .
Patient Name: \J GimiSin ’Em LKé I QM)

10—

alth Services .
ICES FORM

Date of Birth: DQZ /25 / 254

ay  Month Year

General Consent for Treatment

| request and authorize health care services by
provider may deem advisable and in my best in
laboratory procedures, and administration.

procedure will be performed without providing

y provider and his/her designees(s) as my
rest. This may include routine diagnostic,

ne an opportunity to give me informed

| understand that excluding emergency or extrafdinary circumstances, no substantial

consent for that procedure. Informed consent
information to me including benefits and risks o

Payment

eans that the medical provider must disclose
a particular procedure and/or treatment.

I am responsible for all bills incurred at the Stulent Health Center. Payment is due at the

time that services are rendered unless prior ar

ngements have been made.

| have read the consent form, or it has been regd to me, and 1 am satisfied that 1 understand

its contents. My questions have been answer

to my satisfaction.

%ﬂture of Patient

A

4 /l' 12!

Day - Month
Date of Signature

Yea

Sighature of Legal Representative (if patient is unable §o sign}

Relationship to Patient




AUM Warhawk Hdalth Services
CONSENT FOR SERVICES FORM

Patient Namé: jg, M 50N 1 ; WL Vg 4 [gu) I Date of Birl:ﬁ: %/_j_ﬁllﬁf

General Consent for Treatment

I request and authorize health care services by njy provider and his/her designees(s} as my
provider may deem advisable and in my best int§rest. This may include routine diagnostic,
laboratory procedures, and administration.

| understand that excluding emergency or extragrdinary circumstances, no substantial
procedure will be performed without providing fne an opportunity to give me informed
consent for that procedure. Informed consent r§eans that the medical provider must disclose
information to me including benefits and risks of a particular procedure and/or treatment.

Payment

1 am responsible for all bills incurred at the StuLent Health Center. Payment is due at the
time that services are rendered unless prior argangements have been made,

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

Day Month Year
ignature of Patient Date of Signature

Signature of Legal Representative (if patient is unable o sign) Relationship to Patient
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AUM Warhawk He ' Ith Services
PATIENT HIPAA CONSENT FORM

1 understand that 1 have certain rights to privacy reggrding my protected health information.
These rights are given to me under the Heaith Insurahce Portability and Accountability Act of
1996 (HIPAA). | understand that by signing this consgnt | authorize you to use and disclose
my protected health information to carry out:

e Treatment (including direct or indirec] treatment by other healthcare providers

involve in my treatment) '
e Obtaining payment from third party gayers (e. g. my insurance company)
e The day-to-day healthcare operationgof your practice

view and secure a copy of your Summary
plete description of the uses and

y rights under HIPAA. | understand that
ce from time to time and that 1 may

py of this notice.

| have also been informed of and given the right to
of the HIPAA Privacy Rule, which contains a more ¢
disclosures of my protected health information and
you reserve the right to change the terms of this no
contact you at any time to obtain the most current

ns on how my protected health

ent, payment, and health care operations,
uested restrictions. However, if you do
ion.

I understand that | have the right to request restri
information is used and disclosed to carry out treat
but that you are not required to agree with these reg
agree, you are then bound to comply with this restr}

g, at any time. However, any use or
is consent is not affected.

! 202/ .

nth) {last two digits of the year}

| understand that | may revoke this consent, in writi
disclosure that occurred prior to the date | revoke t

Signed this ‘ q day of
(day)

T .
J \J[nVV\lJO/)

Print Patient’s Na

Signature:

Relationship te'Patient (if you are the patient, writg”

u Revised Decernber 2018




