™ | ')
AU STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: Y/ /19 / /lz _ Areyouan AUM student? YES . Student ID #

Name: C/&RDL H ﬁ“g‘ﬂg\]

Social Security Number:_—— — — — — 1297  BirhDate | ~3)io ! 947
Local Phone Number\ 33@ 3@@ ] Alternate Number: I -

Local Address._ 142 Somepsst DRWE Box Number

City: ﬂ\aﬂmmsu St PH_ Zip Code_3ll 7 _

PemanentAddIess. 634!12 aAs abové

City: - State: Zip Code:

Marital Status (P]ea.se Cm:]e) Sing] E:CMr_“]Bd Divorced Widowed Other

Sex (Plea.se Circle): Ma]e Q@Iﬁgﬁ

Primary Physician: LL' \—js \])&\l&j City: H%m’[zr;m]fﬁf' ‘  Phone =@‘{) A79-9311

Patient’s Employer: PxEJr 1e.ed Work #:
o ‘ _ B ‘ 7
Parent’s of Spouses’Name (Circle which) \f{g Nl B =ed Phone :{/%:3(9 A0) ~| L
Parent’s oy SpcluisﬁEmp]oyer: R£+ 2 ég\ Work #:
Emergency Contact: R(Jbil-i : P;-lu\BolJ Rala‘[]onshlp sisfs€  Phone# /30 ﬂ 733 ~ /ol OZ

How did you hear about the Clinic? Friend DPacu]tv/SIarf DOncntahon E/Orher ( pug,: y H-&gh‘-é\ Défh. ’

r % INSURANCE INFORMATION

0 you have health insurance? YES NO
please give your card to the receptmmst in order for a copy
your chart.

made for

" Nam

Insurapnce Company

Policy Number, Group Number

Tosurance Company

Revised
813



AURK STUDENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

~\

4 ; i
L(QIL\C-‘( H, BlGed | Date of Birth ©3 /10 /(947" |

Patient Name

General Consent for Treatment

1 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 medication admimnistration.

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 o me

"~ Sncluding benefits and risks of a particular procedure and/or treatment.

Payment
1 am responsible for all bills incurred at the Student Health Center. Payment is due at the time
+hat services are rendered umless prior arrangements have been made.

1 have read the consent form, or it has been read to me, and I am satisfied that 1
understand its contents. My questions have been answered to my satisTaction.

4]

vy . |
C f/z-’zc'"// C/// uﬁf/(( ' 09 /1T | 20/

o Date of Signature

Signature of Patient '

.
Signature of Legal Representative (if patient unable 1o sign)

Relationship to Patient



- AUM Student Health Services’
~ PATIENT E]PAA CON SEN_T FORM

. Tunderstand that T have certain rights to privacy regarding my protected health information. These
* Tights are giten to me under the Health Insurance Portability and Accountability Act of 1996
- .(HIPAA). I understand that by signing this ccmsent I authorize you to use and dISC]OSE my protected

 health mformation to carry out:-

- Treahncnt (mcludmg direct or indirect treatment by oThcr healthcare providers mvo]vcd Inmy
treatment); .
» Obtaining payment from third party payers (e.g. my insurance company);
“« The day-to-day healthcare, operations of your practice.

T 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 corplete description of the uses and disclosures of fny
" protected health information and my rights under HIPAA_ T understand that you reserve the right fo.
change the terms of this notice from time to time and t_hatl may contact you at any time to obtain the

~ Tnost current copy of this notice.

T understand that T ha_ydahe Tight o 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 1o agree to these requested restrictions. Howevcr i you do agree, you are then bound to

comply with this restriction.

1 u_ndergtand that I may revoke ﬂus consent, in ermg, at any time. Hovvevar any use or ﬁ1sc]osure
that occur_red prior to the date I revoke this consent 1s not affected.

Sig’ncd this  [9  dayof 5@4)‘[{414 bse 20 l(a
Print Paﬁen_‘t'Name C t\LR(/(- ‘H !fq | QE‘W{(

' sgutme O H 2 E

7 #Relationship to Patient _ sl

Revised 2/14



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

L

“ enx_ﬂ'«

L N
Name: CL;LRCLH ljr(‘g}]_lc{- - _Dateof Birth: 03 10 J1997
Release of Information '

[ 11authorize the release of 1nformateon including the diagnosis, records;
examination rendered to me and ClalmS mforma’uon This information may be released

to:

[ﬁ’(pouée R&Hc[.u pﬂ(ro? _

[ 1Child(ren)

[ 1 Other

-

[ 1Information is not to be released io anyone.

This Release of Information will remain in effect until ierminaied by me in writing. -
fVlessapes ' 5

Please call [ ] my hor‘hé{] my work [ my cell Number:ﬁBS‘;{‘]—r 306 6027
: 2o 1)

IT unable o reach me:
[ ] you may leave a detailed message

[\,}’@ase leave a message asking me to return your call

[ . .

The best time to rear:h me is (day) “‘}’ TLimée - between (time)
;;§Jgned: L 56”07[ C// c‘/i l‘ Date: OF /(9 [0/

Revised 2/14



