


AUM STUDENT HEALTH CENTER
 CONSENT FOR SERVICES FORM

Date of Birth Zég_/i/—]jj A
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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 administration.

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 medi cal-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 Student Health Center. Payment is due at the time
that services are rendered unless prior arrangements have been made.

i have read the consent form, or it has been read to me, 2nd I am satisfied that 1
undersiand its contents. My guestions have been answered to my satisfaction.
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Signature of Patient Date of Signature

o
Signature of Legal Representative (if patient unable 10 sign)

Relationship to Patient



- 5HIPPA Privacy Rule ;svhich contzin§aimore complete descnpn Gn"6f the Tises and 4isclgsires of my
. protécted-healthinformation andmyrights under HIPAA. undcrswnd that you reserve therightto - -
: ichangethetemms of this notice:frbmm tims to time and that I may cdntact you at any time to obtzin the

mnost current copy of this notice.

++; T nderstand dhat 1 hewigthefighttionréguest restrictions on how my protected health information 1s
b assedamdadisclosed thicarryr out teeetment, paymeni-and-health care operations; but that you-are-not
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AUM Student Health Services - I 4
PATIENT HIPAA CONSENT FORM

T understand ’éhat 1 have certain rights to privacy regarding my protécted-hea]th information. These
Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). T understand that by signing this consent I authorize you to use and disclose my protecied

health information to carry out:
- Treatment (including direct or indirect trcahncnt by other healthcare providers involved in my

treatment);
- Obtaining payment from third party payers (e.g. my insurance company)

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

1 have also be.an informed of and given the 1 ght to review and secure a copy of your Swmmary of the

._réauired;to,agreetothese reguested restrictions. However, i yon do agree, yon are thenboundto .z

comply with this restriciion.

I 1ndersiend that I may revokethis Gonsent, in writing, at any tme. However, any use or disclosure

that occurred prior to the date 1 revoke this consent is not affected.

Signed this £ dayod z_f—‘/ Zcﬂ 70\

) ' ; i ) .
Print Patient Name 4y may /4| Zal 41":
7 v LA R ™

Signature T
Relationship to Patient _
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Medical Information Release Form
(HIPAA Release Form) | - 1
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Neme: Ammay Alcahofs - Dateof Birth: Z4 | 5 1 4 [940
Release of Information | o

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

io:

[ 1Spouse -
£

[ 1 Child(ren)

[ 7 Other

' o
[ 1 Information is not to be released 1o enyone.
This Release of Information will remain in effect uniil ierminated by me in writing. -
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Pleass call [ ] my horﬁe-[} my work M/my cell Number:

17 unable to reach me:

[ % you may leave a detailed message

- :
_ [ 1 please leave a message asking me to return your call

[] - | _— _

The best time to reach me is (day) };/"24/51/ -_between (time) }Z — _j Dy
R e . _ ,
i Signed: (\—ﬁ g Date: £\ / 5 ! 199
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