AUM STUbENT HEALTH CERTER

PATIENT INFORMATION (PLEASE PRINT)

Date: [0 7@/ 'b Are youan AUM studen‘[? @ NO Student D # 5 OOO 7 q73 8/17

Name: ZO\(/(\O\V’\ A{ {t/f 'h/)Qu( f’?ﬁ(y , | '
H1g-39-bluM j Birth Date__ 020219472

Social Secur ,Nnthr
Loca] Phone Number: EXLRE ?Z’ O"l g g A]utemate Number:
Local Address: ( %S 5%’\‘%% T C’/\’\r\ U\fjﬁ“(bt Drive Box Number
City: 0 oNasse 0. State: AL | Zip Code: 3( 108 ‘J
Permanent Address: D) O\V\/’Q oS Above |

- City: State: , Zip Code:

L

Marital Status (Pi;zase Cir_.c]é):. Sigg% Married Divorced Widowed Other

-

Sex (Plgase Circle) ‘Male ) Femzle

Primary Physician: City: ' Phone #:
Patient’ sEmp]oyer Kl\(}C\'/\Q\ (ﬂ/ ‘C“\'\L% EX coney e/ Work#- 33Y-7873- s3al

Perent’s pr Spouse’s Name (C]rc]a whlcn) \)XRO\V\(}\H‘ \Sfblh“\ S)ﬂul Phone #: 3 J uﬂ_ i ZOW - B34
o Q \\\ 0‘ \G\\SQ&, ' Work #: 534 - 7¥3%-4 ‘qu

Parent’sor Spouse’s Employer:
Emergency Contact: bﬁ)&(\({}\mov{\& %\Q{ N 3}7\{ Relatjonship: N}obq‘}\ U ‘. Phone #: SO 207 $I34

How did you hear about the Clinic? Friend B/f;acuhy/Staﬁ” U Orientation L Othefw :

[‘ - INSURANCE INFORMATION . - ’

Do you have health insuran ce?@ NO :
Ifyes, please give your ard to the recephonlsi in order for a copy to be made for

your chart.

sV ELE . =’7
Ipsurance Company b LTS () "Name on Card é{,}/f;m f\/ /7 ﬁg}‘(l )f\i&/
Policy Number Z/Vw \“%CS l"} N\ ‘o/(l 4\5')116 Group Number, )‘7 L’l f}:,’"‘f;/'{ m | /3”5

Insurance Company Addljess

Tevised
813



AUM Student Health Services
PATIENT HIPAA CONSENT FORM

£

I understand that I have certain rights to privacy regarding my protected‘health information. These
rights are gi¥en to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected

health information to carry out:

= Treatment (including direct or indirect treatment 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.

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 complete description of the uses and disclosures of my
protected health information and my rights under HIPAA ] understand that you reserve the right to
change the terms of this notice from time to time and that I may dontact you at any time to obtain the

most current copy of this notice.

T understand that I have the right to request restrictions on how my protected health information is

uised and diselosed to carry out treatment,-payment and health care operations; but that you are ot
required to agree to these requested restrictions. However, if you do agree, you are then bound to
comply with this restriction.

I understand that I may revoke thid consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this L U’” day of Taf\m‘z 20 177
Print Patient Name [ e é’\uw’ \i %t’,ﬁc zﬂC\/

Signature QJM\ /Zju&’

Relationship to Pa’uent

Revised 2/14



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

547

//‘
Name: ’éﬂkdﬂ&v’\(/ 72) &iu\ﬁ w(\)/ Date of Birth O’;?:/ 0z]

Release of Information

[\,{ | authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[ 1Spouse:

[ ] Child(ren):

[ %Other:
[\] Information is not to be released to anyone.

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

Messages
Please call [ ] my home [ ] my work [\/{my cell number: (534 )- 3727

- 184

If unable to reach me:
[Vl you may leave me a detailed message

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

[ ]other:

The best time to reach me is (day or days) 4%’\;/ 5/;%;/ ,’/r)mu/ Lt
/ i

and times.

7 e
Signed: 4//4 /ZQM_.(
7 J

pate: (D) 2(s/ 177

between



