éf”fﬂ !/f/
AUM STUDENT HEALTH CERTER

PATIENT INFORMATION (PLEASE PRINT)

Date: ( ﬂ 21 ﬂ |7 Are youan AUM studept@\]O Student ID #0052 255

Name:_Hp | €N %Khm/s S@x‘o;};é/k%——

Social Security Number: L L2 — U 2) ZOL”r’ Birth Date_ 2 ﬂj RS ] a4

i,oca] Phone Number: {5 1~ OC%,(()L’{ . A].;[emate Number:

Local Address: -] (Oly (¢ \)ﬁ/(CU”\OQ Y Box Number _

City:\n) @;3"@\1‘%) e state: A= Zip Code: 2o 2,

Permanent Adgress: 4D\ Sug Fociony Rd -
State: XL | Zip Code: o 1 093

Ci: Wekuneptor
Marital Status (Please Czrch)/‘/SJﬁE]‘@ Married Divorced Widowed Other
: \.,,..M/j

Sex (Please Circle): -.I.\Efialeﬁ @_J
Primary Physician: 3¢ (\coc Coleyncntit: e fUiglo— prone#: Slo - TYS0

Patient’s Emp]oyerf)@/%’ CCU‘(‘Q (,Q/iwlﬁ/r Work #: A H01)

L‘E_Tﬁ_ljﬁ) or Spouse’s Name (C]rc]a which) pOKL,u{/k <({X’Oj@kf Phone #: @%7 Ol
J
Work 2 Sl 1-93 Y4

Parent’s or Spouse’s Employer: Tt /wug LOU}@C}\

Emergency Contact: k L,qé/( SCU(CK/ =y Relahonshlp erﬂ@( Phone #: 5T~ bl § 1

. How did you hear about the Clinic? Friend gy F acu]ty/Starf L Orientation O Other :

INSURANCE INFORMATION : l

P Do you have health msurance@S) NO -
If yes, please give your card to the recephomsi in order for a copy to be made for

your chaxt.
"Name on Card \/) L %CUJ' Cj Cad
qloo%s

Insurance Comp any@bﬁ,@jg
Policy Numb er @(ﬁ;’\){ qﬁ 2 7/7/(»(}@ <27'i Group Number
Insurance Comp any Ad dress Hop \51 WeA Unas? Do o M By
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AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

Rah

I understand that I have certain rights to privacy regarding my protected health information. These
rights are giYen to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Tunderstand 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. 1 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.

. 4. i .
I understand that I have the right to 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 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 thi3 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 ,{:1 day of JUNE 20 171

Print Patient Name H ollen pn Sl OxU X

Slonature [ A /LZ,,//{ -

Relationship to Patient Sy

Revised 2/14



AUM Student Health Services

Medical Information Release Form

(HIPPA Release -Form)
Name: HO\\EF\ ) g@%(\)\}'@@” Date of Birth 2 /19 / 1994

Release of Information

[»«]/Iauthorize the release of information including the diagnosis, records, examination

rendered to me, and claims information. This information may be released to:

[ 1Spouse:
[ 1Child(ren):

\4 Other:POUAGL 0Y_ UniD S(m« ot
[ ]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 D(] my cell number: (A4 ). (S - 05y

If unable to reach me:
[ 1you may leave me a detailed message
[~~/{please leave a message asking me to return your call

[ 1other:

The best time to reach me is (day or days) \“(\\)\(\()\a,u\ Qghj\ ik
Yo 900 kmand 4200 pm —

Signed: 731(;%6{/&6(/(71

Date: (pj 77/ [




