iy

AUBURN INIVERSITY

AT MONTIGMERY

RUN

Are you an AUM Faculty or Staff member? ClYes @No  Are you an AUM student? CYes TINo

If yes, please select the semester you are currently enrolled: [Fall CISpting CJ Summer
How did you hear shout Warhawk Health Services? CFriend ,EFaculty/Staﬂ‘ ClOrientation CJFiyer Other: -

PATIENT INFORMATION {PLEASE PRINT LEGIBLY)T

pate: {0 /O.-\' / 22 'LJ_ student Number:

Last Name: __ B 15O AS irst Name: _SOURISH

_ 424 203 4065 Email AL - SO UG h(@_ C;\wo.{\ . cam

9] ;
,zgﬁa,inwemo\e Ay Box or AFTH_@G- 02

Local Mailing Address:

City: tf@ﬂ“?&ﬂgﬁl 4 State: ___P_‘__L_,_______ Country: USKk Zip Code:BC- Yer A
Gender: Bﬁlle Female CITransgender Sex: PTiiale O Female Marital Status: Osingle #Fiarried CiDwvorced Cwidowed [ Other

ic or Latind D*Nﬁ Higpanic or Latino Raca: {] Indianer Alaska Native Dﬁan [ African American [ Caucasian I} Native or Pacific fslan

Ethnicity: O Hispan
primary Physician: - City:
Relationship: phone Numbper:

Birthdate! ,o! 3\ ‘\Cf%r

preferred:

Phone Number:

State: Phone Number:

Emergency Contact:
Relationship: Phone Number:

I
INSURANCE INFORMATION /—//—-‘__—

Do you have health insurance? E@s O No

please give your cord to the front desk in order for a €opy to be
policy or Contract Number:

if yes,
primary Insurance Company: Uni (+hCens
¢ _Name on Insurance card: 99 AT

Group number:
Relationship: ‘_553_&_,,,_.— policy Holder Date of Birth: w2z A &y
‘ Phone Number: - —

policy Holder's Employer C g//%g' L SN \
e compeny’s Addroees:

Insuranc

made for your chart.
- 26 -0

Pollcy of Contract Number:

secondary Insurance company:
Name on Insurance Card: ,,///

Group number: e —
Relationship: —— policy Holder pate of Birth:
phone Number:

Policy Holder's Emp!oyer:///;_’//

insurance Company’s Address:
- -




PAT, CONSENT FORM

protected health information. These rights are given tome

| understand that | have certain rights to privacy regarding my
§1996 (HIPAA). 1 understand that by signing this consent |

under the Health insurance Portability and Accountability Act 0
authorize you to useé and disclose my protected health information to carry out:

e Treatment (including directof indirect treatment by other healthcare

providers involve in my treatment)
. Obtaining payment from third party payers

The day-to-day healthcare operations of your practice

(e g my insurance company)

given the right to review and secure a coOpY of
: - your summary of the HIPAA Privac
Rule,. which contains a more complete description of the uses and disclosures of my protected health information :nd

my rights under HIPAA. | understand that you reserve the right to change the terms of this notice from time to time and

that | may contact you atany time to obtain the most current copy of this notice.

i have also been informed of and

ave the right to request restrictions on how my protected health information is used and disclosed
t, payment, and health care operations, put that you are not required to agree with these

{ understand that 1 b
if you do agree, you are then bound to comply with this restriction.

to carry out treatmen
requested restrictions. However,

y use or disclosure that occurred prior

at | may revoke this consent, in writing, at any time. However, an

s consent is not affected.

Qeagral Consent for Treatment

y provider and hisfher designees(s) as my provider ma
diagnostic, laboratory procedures, and administration.

s, N0 substantial procedure will be performed
ormed consent means that the

| understand th
1o the date | revoke thi

y deem advisable

70 health care servicesby m
t. This may include routine

extraordinary circumstance

| request and authori
and in my best interes

xcluding emergency of
that procedure. Inf

| understand thate
without providing me an opportunity 1o give me informed consent for
medical provider must disciose information to me inchuding penefits and risks of a particular procedure and/or
treatment.
payment
the time that servicesare rendered

| bitls incurred at the student Health center, Payment is due at

 am responsible for al
ents have been made.

unless prior arrangem |
and its contents. My questions

m, or it has peen read to M, and tam satisfied that | underst

= read the consent for
satisfaction.

1 haw
been answcrcd to my

have

10 OV /20

Signature: glgzb E
jent's Name: oup\sH PA\SHS

print Pat
te “self’): M

Relationship 10 patient (if you are the patient, wri



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

Date of Birth_to/ 31/ 1984

Name: Sovgist ) c LR S

Rele Informgation

recor

e of infarmation including the diagnosis, ds, examination rendered to me, and

y be released to:

phone: 4724 2¢3T6LY Relationship: _2@gus?

[ZH authorize the releas
claims information. This information ma

Name: _S LT &

Name: Phone: Relationship:
Name: Phone: ~__Relationship:
___Phone: Relationship: _

Name: ___

[ Information is not to be released to anyone.
This Release of information will remain in effect until terminated by me in writing.

Messages

203 - ELY
—H

please call Odmy home CImy work Firny cell number: (424 )

if unable 10 reach me:
turn your call

[ Please leave me @ message tore

1 Please send me an email
[ please leave me @ detailed message (1 Other

The best time to reach me is:

£ Monday [FTuesday ZWed
y Afternoon CrLate Afterno

nesday B Thursday T Friday

] Morning B3 Earl on [0 Anytime

ﬁgnatureLFffE14¢::lL,_3i¢5=ﬂ_ﬂ_________,_~_,.__ —




UM

confidential Medical History Form

uiPA SERICES
Name: SOORISH NSeR S oop 16 (3} r\asy
Have you EVER had any of the following?
HEENT: gli Psych: O Nosignificant health
0 Sinus Infections [ irritabie Bowal [0 ADHD/ADD problome
0 Strep Syndrome AT Anxiety :
O Mono O Ulcerative Colitis O Depression Surgerles:
] Seasonal Allergies | [ Crohn’s disease {1 Bipolar
O Hearing loss O Diverticulitis O schizophrenia | o Tonsils & Adenolds

‘ (1 GERD,RE'HUX [ Anorexia g HySterECtomv
Respiratory: O Bulimia Appendectomy
0 Pneumonia GU: O Chole?ystectomy
O Bronchitis oouT Neurology: g Other:
O Asthma 0 Kidney Stones 0 Migraines
0 coPD 0 Endometrlosis 0 Stroke O
0] Gonorrhea ] Seizures o
Cardiac: 0 chlamydia 0 Multiple Sclerosis O
.Q/Hypertension 0O Herpes
O High cholesterol |0 HPV Infactious Disease:
1 Heart diseasé O HIV/AIDS
(] Heart murmur Endocrine: 0 Syphilis
{1 Diabetes g T8

HematologY: [ Hypothyroidism [1 Hepatitis
0 Anemia [] Grave's disease
r] Blood clots O PCOS Integumentary:
n Sickle Cell 0 Eczema

DISCESE/TI'ait Other: O Psoriasis
O Cancer: i
0 0

Alcoholism

Heart Disease

Stroke ________.._-__,___._m-———__._.———-—-_____—a———-,_______—-———-——

High Cholestero! ___'_/_,__,_______ﬂﬂ_-—_,_._—d-____,_._f-——___,-.—-——-—*

Thyroid roblems ML//_MT’/

Cancer {List type) 1 _____._-__._—-ﬂ—-—‘._-—-——-——-ﬂ/‘j

Depression e
—




Confidential Medica!l History Form

How many years?

it i

rsmoke: if so, how many packs per day? _2 /%
|_CF Alcoho: if s0, how much and how often? _ O ca imaly
[J Drugs: if 50, how much and how often? What type? -~

[7 Living arrangements:
[1on Campus w/ Roommates
Cloff Campus w/ Roommaies

[1 On Campus without Roommates

] Off Campus w/ Parents 71 Off campus w/o Roommaies

i Depression: 8
Over the past two weeks, have you often

by:

Sexual Orientation?
&~ Heterosexual (straight)
5 Gay or Lesbian
0 8isexual
0 Other: R

een bothered

4

|

C Little interest or pleasure in doing things ’

[ Feeling down, depressed, or hopeless i
£ Tone of the above

Wedidatio

he counter

List current medications, inchuding birth controt, over t
medications, yitamins, ete. {inclide dosage and frequency) _ )
Lise | § I
— et e

\almart Atlanta Hwy 334-272-2043

\

0o walmart Chantiily 334-272-7114
——— T e T = walgreens Atlanta HwWY 334-409-0611
________—w______,_ﬂ__d____ﬂ,d—__ 1 Cvs Atlanta Hwy 334-271-5861
o publix Taylor Junction 334-290-4507
e
| Other:




