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AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date:_3-Jb |5 Are youan AUM student? YES {0 Student D #
Name: \g)amh g . ;97(;’14/)'4

Social Security Number:_4I{-76-741 7 BitnDate___/-J/-15
Local Phone Number: ,334 - 25~ 4659 stemate Numter___ VB
Local Address: ] S M ﬂ[l’// ond S Box Number
City: M m%émﬂm[ Stare: % | Zip Code: 6lo7

Permanent Address: g2[05 _()Qpnto/ %}f/@'

City: IMQZI ZéQMqu State: % Zip Cod,e:gfé 107
Marital Status (Please Circle):an'ied Divorced Widowed Other |
Sex (Please Circle): Male

Primary Physician: ﬁﬂ[( 1% /( én ‘IL City: j/ﬂéﬁ%&kﬁ_fﬂ Phone #:

. Patient’s Employer: [iﬂ@ ' . Work #: i 67"5 éZ é

Pareni’s or Spouse’s Name (Circle which) . ﬂ [4 Phone #: /(/ 61

Parent’s or Spouse’s Employer: » ﬁ' ' Work #: /{/ /4

Emergency Contact: Xﬂ{ <§ % lylzg Relationship: ‘S'[j Zﬂ/ Phone #: Jé'{’24‘/ ‘f (103
How did you hear about the Clinje? Friend O Facuity/star & Orien'tation“aa:her e/”ﬁéye r

INSURANCE INFORMATION . |

Do you have health insurance? YES Q
If yes, please give your card to the receptionist in order for a copy to be made for

your chart,
Insurance Company | Name on Card
Policy Number Group Number

Insurance Company Address

Revised
8/13
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i

BN - ‘Patient Bill of Rights

AUM Nursmg Care Center (AUM NCC) cists pnmanly for the purpose ofprowdmg high-quality care that meew of

" enceeds accepted standards for care. AUM NCC believes that each client is worthy of respect and v, derstanding and has
certain rightfand responsibilities relited to the care he/she receives. In dccordance with this phllosophy, AUM NCC wishes

" to advise you of me following ngh ts and responsmtlmes and to aszist you in 1mdarstandmg and acemsmg these nghrs et

.
AI
what
o=t e by 3 ~
' '~

As a client of AUM NCC, you havc the ng.ht to . ) et

1. ' Be [reated thh d!gmty, courtesy, and rwpect
) Obtain'from caregivers relevant, m.m-enr,- and \mderstandable ireformation, concerning diagnosis,
treatment, and prugnosis ‘ . -
3 Know the 1denuty of all caregivers mvolved in their c-u-e, as well a3 when those mvowed are students or
n'amee.'s
4. Know the Jmmedxate and long-tem ﬁrzanmal unphcamons of reatment chomes, insofar as they Are
known. .

Wyt

. Make decmons ghout the plan of care prior to and dunng the course of treatment andtorefuse 2 .t
recommended treatment or plan of care to the extent permitted by law and AUM NCC policy and 16 be
informed of the medical consequences of the action. In case of refusal, the padent is entitled to other
appropriate care and services or to he referred to another health care facility. -~

6. - Receive competent, individualized quality services from AUM NCC regardless ¢ of age, Tace, color,
' national origim, veligion, sex, chsabzhty, Deing a qua.hﬁed disabled vete;a:)., ar any uther cateeory protected

by law. ‘
7, Expect conﬁdenualtty of all clinjal gecords and access to your :ecords on request. Information mu notbe
released to anycrne without your writfen consent or unless required by law,
8. Have fam:ly or guardian exercise these nghts on. your behalf if you are u:nable to dﬂ "w yourself.
~ 9. Voice prievances ‘about care which is or is not prowded, re:ommend pohcy/semce cba.n,gs, and make

complaints without fear ofrcpnsal or unreasonable mte:mptzon of care. -

»

Ialso understand I hzwe a mpons:bxlzty to:

"L Provide accurate sud ¢ omplete information to AUM'NCC regarding medical history#md current

condition and medications, and to pmmptly mfbn:n AUMNCC ofany changes in this inforrmation.
-2 Agreeto accep: all caregivers regardless of age, race, color, nauonal ongm, religion, sex, dzsabmty bemg
a qualified disabled veteran, being 2 qnmhﬁed veteran of the V1em'1m era, or any other category protected
' . by law. N .
3,  Participate in planning, evaluation and revising oy plan of care to the degree that [ am able to do so and
_ " to take responsibility for my actions'and for the impact that those actions have on my health and recovery.
- ' 4, Adhere to the plén of care which I have participated in developing.
5. . Treat AUM NCC staff thh respect, couztsy, and comsxderauon.

Ihave iead and understand the shove Pauent BLII of Rights and ame to the contmts thereof

SRR ) —/5

Px:p:ml hy AT ywm Casty Crnter
- {AdaMed xt aF 0570707

Patient Signature:;
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AUM Student Health Services'  © ¢
PATIENT HIPAA CONSENT FORM -

T understand that ] have certain rights to privacy regarding my protected' health information. These
rights are given 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 disclosc my protected

hLealth information to carry out:

« Treatment (including direct or indirect treatment by other healthcare praviders involved in my
treatment); ~

« Obtaining payment from third party payers (e.g. my insurance company);

+ The day-to-day healthcare operations of your practice.

»

I have also been informed of and given the right to review and secure a copy of your Summary of the '
HIPPA Privacy Rule, which contajns 2 more complete description of the uses and disclosures of my
protected health information and my rights under HIPAA. I understand that you reserve the right to
change the terms of this notice from time to time and that T may dontact you at any time to obtain the

most current copy of this notice.

I understand that I have the right to request .restrici.ions 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. ' :

T understand that I may revoke thig consent, in writing, at any time, However, any use ot disclosure
that occurred prior to the date I revoke this consent js not affected.

Signed this _ﬂday of %ﬂf% 20 /5
Print PatiemName. \Sldr a,lz‘ K \5)7(?1,{5?
Signature (,/é/ﬂ% % JM

Relationship to Patient ﬂ(/—P

{

Revised 2/14
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AUM Student Health Services <y
Medical Information Release Form "
(HIPAA Release Form)

Name: C;ﬂ&éllip g'[;/_&!b(;/ . Date of Birth: /I// 1,5/2

Release of Information

. N
[ 11 authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released
to:

[ ] Spouse

[ ] Child(ren)

\ T Other 44/9]7/ é’/enwm/ -

[] lnforfnation is not to be released to anyone.

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

Messages

Please call/{ my home [ ] my work [ ] my cell Number: 134-205- 4é5?

If unable to reach me:
Vf’r you may leave a dets;iled message
L[/]/ please leave a message asking me to return your call
[ ' .
The best time to reach me is (0ay) f/ﬂ ﬂ\éj between (time) {4@!285
Signed: %;M ;5 470/% | Date: J /Zé__/ /-5/

J

Ravisad 2/14




AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

N
. a2 A e .

Date: %* }5 \7 Are you an AUM student? YES C_Q) Student ID #

Name: \gafﬁ/i/\z (i (ijy\ﬂﬂ/\\,()(/l\

Social Security Number: 4%~ 7(- (4| q BithDae |- ||-5 2

Local Phone Number: .. )/( -4 ',;' o Alternate Number: 111 €.

Local Address: |05 (T 004 \o) lq 10 Box Number |

City: }mf} | State: H/L | Zip Code: T é) \OW/
Permanent Address:_) (! e | '
City: . -_ | State: Zip Code:

Marital Status (Piease Circle): §§ng]e Married Divorced Widowed Other

\ - Sy e o i e e e = - T T T T —

- Sex (Please C]TCIC) ‘Male CFema

Primary Physician: \)uh(u\ Q. \(@qu C]’fy é&\ LA {)L Phone #: MZi
Patient’s Employer: Q\@v\s@m@ ( h \%w\\\,\a, et \’L) Work #: Z
Parent’s o} Spouse’s Name (Circle which) .’ﬂ (\. n< Phone #: )\/J Qq
Parent’s or Spouse’s Emp]oyer A e - Work #: /U ‘:/>’

.

Emergency Contact: K)\ A g\ﬂ/& %! f(elationship%‘\ff\p ( | Phone #: :554 - {«{JL 4"‘ Q ‘Z{ I {/j

How did you hear about the Clinic? Fnend Up aculty/Staff L] Orlentauon/. Other_ oy iQ__,

INSURANCE INFORMATION ]

Do you have health insurance? YES CNO/ :
If yes, please give your card to the receptionist in order for a copy to be made for

your chart.

Insurance Comipany “Name on Card

Policy Number Group Number

Insurance Company Addljess

Revised
8/13




AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

Jre

T 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.

I 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.

. i’y : .
T 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.

] understand that I may revoke thi8 consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

\ e
Signed this M &I\ day of n L(R(A,(L 20 * I
Print Patient Name, (C)OC\V\ j % \@&)(‘,

Signature 4/ [5/{ /{\ // /V/(//L B

Relationship to Patient { lgf

(/

Revised 2/14




AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

) 0 %&Y , . g
Name: .5213\?&\;\ b <\) \VSJ)V\\ Date of Birth _| / 1 J DL

Release of Information

[ ] I 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):

I/[’]/ 6ther: S\SJ\@\/: :b\"c W %%\Vubvg

[ ] 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 [1/]/my home [ ] my work [ ] my cell number: ( )- -

If unable to reach me:
L{"] you may leave me a detailed message
[ ]please leave a message asking me to return your call

[ ]other:

The best time to reach me is (day or days) C(/W/’}
and times.

/ A T
Signed: ijﬁ/l‘///tﬂ// /f‘(%/}’ﬁ/& é{j

Date: §_/ /;')/ /17

between




-AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

(L Co
Patient Name ,_v,?i‘\“ffb\/\ l% . \SJ‘W/&EQ(/; Date of Birth g / } @/ } /

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 interest. This may include routine diagnostic,
laboratory procedures and medication administration.

T understand that excluding emergency or extraordinary 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.

. Pévnient
T am responsible for all bills incurred at the Student Health Center. Payment is due at the time
that services are rendered unless prior arrangements have been made.

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

///Zv/c/) //ﬂ/ é\/ g )0 )7

Slcrnature of Patient ™ Date of Signature

e e,

e

Signature of Legal Representative (if patient unable to sign) Relationship to Patient




