' AU STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: (//( “’kﬁ AreyouanAUMstudent'P YES NO Student ID #

Name: _ VU\\/\/Ul PW\GQ &)
Social Security Number: S(K/L H@ L(%@ s Birth Date /\L{ ?(%{/827/

Local Phone Number: 77 k"( 7?\ Qf "“? 6\5"‘“‘) Alternate Number:

Local Address t%)@ f\\i\U/M \D\\ W!/M \/‘f( Box Number

City: Q \X[() Q/{TZA State: /\ L _ Zip CodeM
Permanent Address: .‘ | -

City: ' _ State: Zip Code:

Marital Status (fi;asa,o:jme)_}. Single @worced Widowed Ofher

—
5

fale Fomal
S 1 Circle): :Male Female
ex (P ease Circ e): -Ma e

e T

Primary Physman Om/ %ﬁ WS City: ‘\,/U%@W% " Phone #:

Patient’s Emp] oyer: [\ T j\/\\ - Work #: e{ }}\Sﬂ(w %LS,:?

Parent’s o1, ép@me (Lhc]a which) }\/\d &E\ H/\@,\,U Phone :5?7 L’( -4 ISA; < [m
o — '

Parent’s or Spouse’s Employer: Nt}/w\ii’\/\’l“ U {*’Q_ ' Work #:

Emergency Contact: ‘?\,\ﬂtﬁf Relat] onship: \/\NK SWWA Phone #: {,%\{ ‘ S S)S\L}

How did you bear about the Clinic? Friend W-Faculty/Staft U Orientation 1 Other. '~

- .

[’3 o INSURANC]i INFORMATION J

Do you have health insurance'7@ NO :
If yes, please givey o‘ﬁrcard to the recephomst 111 order for a copy to be made for

your chart.

Iosurance Company @*Ci {)"?C}’ " Name on Card \_)ﬁﬂ\f\/\ﬁf
\ . R

Policy Number Qg(? L US(W\L Group Number

Insurance Company Add1 ess

-
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AUM STUBENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Patient Name \V\Lf”&k\/ﬂvwv l”/\ %@\dﬂ* = | Date of Birth g/ 145 Ef B2

General Consent for Treatment

I request and authorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and in my best nterest. This may include routine diagnostic,

laboratory procedures and medication admimistration.

1 understand that exclnding emergency or extraordiary 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 medical-provider must disclose information to me

including benefits and risks of a particular procedure and/or treatment.

Pavment

T am responsible for all bills ncurred at the Student Health Center. Payment is due at the fime

that services are rendered unless prior arrangements have been made.

i have read the consent form, or it has been read to me, 2and I am satisfied that I
understand its contents. My guestions have been answered to my satisfaction.

%Am\[)\f\% DL(’ Y ?@Wéﬂ
. A ate of Signature

aru}e of Patistt

» . . .
Signature of Legal Representative (if patient unable 1o sign) Relationship to Patient



. AUM Student Health Services
(o - »{:PAT]ZENT HIPAA CONSENT FORM |

I understand that T haVe certam nghts to pnvacy regardmcr my protected hea]th mfonnanon These e
. Tights are giten to me under the Health Insurance Portability and Accountability Act of 1996 ..
; -,(H]PAA) Tunderstand that by signing this consentl authonze you to useé and dlsc]ose my protectﬁd

' hea]th lIlfOIII]&T.lOIJ to can;v out:-

. Treatment (Includmg dlrect or mdlrect treaﬁnent by other healthcare prowders mvolved m my

- treatment); :
- Obtammg payment from third party payars (e g my msurance company)

"= The day ~to- day hea]ﬂlcare oDera’uons of your prac‘uce

o 'JRﬁlaLlD‘lShlp o Paue"lt -

Y: Ibavs also been mformcd of and gwen the right to review and SECUFE 4 COpy of your Summmji of the

'HIPPA Privacy Rule, which contains a more complete description of the uses and disclosures of my . -~

e i'protected heéalth mform ation and my rights undér HIPAA - 1 understand that you réserve the nght to. -

- A-change the terms of thismotice’ frozn time to time and ’Lhat] may contact you at any time'to obtam the .

o ;most current copy of ﬂus no’mce

. I undarstand that I ha ve‘&fha noht to request Iesmcn ons on how my.protected heah‘h nformation is
- usedand d1sclosed to carry out treaunam -payment and health care operations, but that you are not
- required io agree 1o these quuesmd, rastr]cu ons. H owever, if )/ou do agree, you'are then boundto

co—npiy w1th this resmouon

- 'I U:ldersmnd that I may re voke this consent, in Wn—iﬁn , at.an y ime. Ho*we*vm any use or dlsc}osu:e
that occurred prior to the date I revoke this consem 1s not. aﬁectad

- Slgned |hls ) day of | )\/(/V\-Q,M 20 | tﬁ
| Priot PahﬁnINa:ma . W\\/V\Q %ﬁ AC’@ e Sg

.Slg‘ln:ura \/]/\() /\}\’\/MWWW '
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AUM Student Health Services ~ - |
Medical Information Release Form
(HIPAA Release Form)

LN

Name: \_| \

WK@“ [\ [1{ F{) - Date of Birth:_{i_] 78 £

Release of lnformaz‘ion

[1}1 authorize the release of mformauon including the diagnosis, records:

examination rendered to me and Clalms mforma’uon This information may be releaSEU

to:
I@gpouée Md H 7’\3/‘%{}»’\(5’% 'f

[ 1 Child(ren)

[ 7 Other

[ 1Information is not io be released to anyone.

This Release of Information will remain in effect until 1 rmmated by me in writing. -

Pilease call{ I my honﬁe-[] my work Mm/wy cell Number: %%‘“( ‘%lg “‘?)nl (//Q

IT unable to reach me:
11 you may leave a detailed message

[L,}/ease leave a message askmg me to retumn your call

[ : -

~_ between (time)

The besttime to reach' me is (day) .
;,;Sign\\édk\w\ff?v,’\/\j\géﬁ}f\ . Date: &/ J(f)/ G2

-

Revised 2/14



