AU STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: \J~ ] %/ | £ Areyou an AUM student? FESNO StdentD¥_c50 23 5 TR
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Social Security Number:

Local Phone Number: ' L

Local Addreés: 52 | & 5'&({,.{:\\\ C,, §> . Box Number — -
City: E f y\/‘; Yol =4 State: /4 ZQ/ . : Zip Code: A4 .{;g o ,Q_g‘
Permanent Ad(jiessr " :

City- | State: . ZiP'Code:

Sex (Please Circle): C}]D " Femszle
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Patient’s Employer: Work #
Pareni’s or Spouse’s Name {Circle which) Phone 2
Work #

Pareni’s or Spouse’s Employer:
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Emergency Contact: | Mg } [

How did you bear about the Clinic? Friend 1 Faculty/Staft Morientation [ Other :
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. Do you have health mmsurance? YES NO .
Ifyes, please give your card to the receptionist m order for a cOpY to be made for

your chart.
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AUM Student Health:Services - ‘
PATIENT HIPAA CONSENT FORM

1 vnderstand t;hat Thave certain nights to privacy regarding my protécted—hﬁa]th mformation. These
Tights are given to me tnder the Health Insurance Portability and Accomntability Act of 1996
(HIPAA). Tunderstand that by signing this consent ] avthorize you to use and disclose my protected

health in_fonnaﬁ on to carry out:
- Treatment (inchuding direct or indirect TIEELTH]E]]T by other haa]ﬂ]cara providers involved in my
treatment);

- Obtaining payment from third party payers (e.g. my insurance compa:ny)
- The day-to-day healthcare operations of your praciice.

T have also baen informed of and given the night to review and Seclre a COpY of your Summary of the

PRA Privacy Ruleswhich contaim§a:more complete dascnpuon Of the e s 2nd diselastres of my

;:umﬁciad health-apfermation and f“':y“?gh is under HIPAA ] umderstand that you reserve theTi ightio
v contact you at any ime fo obiam the

: ichenpeiheterms of Hus Hotickinbintins 1o time and that Jma;

Tmost current copy of this notice.
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AUM STUDENT BEALTH CENTER
"‘ CONSENT FOR SERVICES FORM

Patient Name, M e ++hew) [ Drpri Sieons  Daeof B ob/37 55

General Consent for Treafment

T xequest and authorize health care services by my provider and his/her desi gnees(s) as oy
provider may deem advisable and in my best nterest. This may melnde routine diagnostic,

1aboratory procedures and medication admimsiration.

1 umderstand that excluding emergency or extraordinary crrcumstances, no substantial procedire

will be performed without providing me an opportunity fo give me informed consent for that
edical-provader must disclose information o me

procedure. Informed consent means that the m
including benetris and 135ks 07 2 pariicular procedine and/or freaiment,

FPayment
1 zamresponsible Tor 21l balls mcwmred af
endered 1mless prior arrangements have been made.
i haveread the consent form, or it has been read 10 me, and ] am satisfied that 1
wndersiand its contents. My guestions have been answerad to mv satisfaction.
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Signaiure of Legal Representative (if patient unable to sign)
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AUM Siudenz‘ Healih Services -~ - -. | .
Medical Information Release Form
(HIPAA Release Form)

<,>\\{\vz o Date of Birth: ué»i%/l (\}/{

Name: Mac Truew \7&7 cols.

Release of lnformaz‘fon

[ 11 authorize the release of mformauon including the diagnosis, records;
examination. rendered 1o me and C]EHITJS mformaixon “This infermation may be ﬁ:]EBSEd

to:

"y

] 1Spouse

1 1 Child{ren)

Ihis Release of Information will remain in

;-
P4 Inform mation is not 10 be released 1o anyone.

effect uniil derminated by me in wiiting. -
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Piease call T 1 my home [ ] my work [1my cell Number: ('/}9/(0 479 A /OLE)

J7 unable 1o reach me:
17 youmay leave a deiailed message
¢ p ease leave @ message asking me 1o return your call
[]
The best time 1o reach me is (day) \/\/fzf;ﬁ/o_g? Ci/ﬂ/" B

1

- between (time) \o\ 5VF M

Date: \o. / \z/ L
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