


SERVICES CONSENT FORM

NAME:
DATE OF BIRTH:

I AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND
GIVE MY CONSENT FOR TREATMENT. I AM RESPONSIBLE FOR ALL BILLS
INCURRED AT THE NURSING CARE CENTER.

SIGNATURE: iz Lotige SIGNATURE:
DATE:__H 132010 DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE:_. SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:
SIGNATURE: SIGNATURE:
DATE: DATE:

Revised 9/20/96




AUM STUBENT HEALTH CENTER
 CONSENT FOR SERVICES FORM

Patient Name oz Salles ' | Date of Birth JU /21 ] [958

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.

Payment

1 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. IVly questions have been answered to my satisfaction.

DS RE 2016

Signature of Patient - . Date of Signature

.
Signature of Legal Representative (if patient unable o sign)

Relationship to Patient



'

AUM Student Health Services
PATIENT HIPAA CONSENT FORM o

I understand that I 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 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
HHIPRA Privacy Rule ;which.contam§ a:more complete descfipt]on of the lises ard diselostires of my
protécted: healthanformation andmyrights under HIPAA 1 understand that you reserve the tight to
i’ it ichangethederms of this notice:fobm:timie. to time and that I may cdntact you at any time to obtain the

most current copy of this notice.

v+ Emnderstand that I havethemghtitoréquest restrictions on how my protected health information is

Tos.-

-z assedamndidisclosed thicarryr gutirzatment, payment.and-health-care-operations; but that-you-are-not

comply with this restriction.

- -I understand that 1 may revoke:thistonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date 1 revoke this consent 1s not affected.

Signed this E day of 7%»%/0} 20 1t

Print Patient Name D(« ric Sally
Signature )0 G ez

Relationship to Patient )

N

Revised 2/14

.. Tequired:to;apreetothese reguiested restrictions. However, if you do agree, you.are thenbound o . .







