


AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name&“\&\“\ n 6 0 Zernl Date of Birth 1 /_{_L) (g_C] :

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.

Payvment

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.

1 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.

&m eJoyn %@'95@”‘“/‘ Lt ?OM/

Slgndtureof Patient . _ Date of Signature

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




. EMPLOYER

(PLEASE PRINT)

CIRCLE ONE
PRIMARY PHYSICIAN =

MARRIED DIVORCED WIDOWED SEPARATED ¢

, OFFICE LOCATION .
“ RATIENT S OR F’ARENT S EMPLOYER

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT [nme as el é‘/ 70 PA’ﬂENT
ADDRESS ... . _ ' HOME PHONE
 BIRTHDATE_ - ... _WORK F’HONE

' DRIVER S LICENSE #

’NAME OF INSURED ,3' U(i/” ‘Cfbﬁfg @qu’/ rDluS

VQINSURANCE coc. . GROUF’ # UNION OR LOCAL#
| INSURANCE co. ADDRESS - _._ ov. A ZIP
DEDUCTIBLE AMOUNT_ f _ HOWMUCH HAS BEENUsEp?, _MAX. ANNUAL BENEFIT‘7

| AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND GIVE MY CONSENT FOR / ;
TREATMENT | AM RESPONSIBLE FOR ALL BILLS INCURRED AT THE NURSING CARE CENTER , , /










. NAME ,
- DATE OFBIRTH

~ GIVE MY CONSENT FOR TREATMENT 1AM RESPONSIBLE FOR ALL BILLS

. 1AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND

, ’, ;DATE |

f‘:f’;"DATE |

. SIGNATURE
,DATE

. SIGNATURE
DAIE

| ‘SIGNATURE:'
DAmB.

 SIGNATURE:

. ‘*’;’;INCURRED AT THE NURSING CARE CENTER

' - DATE: :
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D
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| . DATE:._
- :“DATE
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. DAt
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Revised 9/20/96
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Blue Cross and/or Blue Shieid Plan

serving the area where the services are rendered. All other claims

{including member filed) should be

sent to Blue Cross and Blue Shield of

Alabama at 450 Riverchase Parkway East, Birmingham, AL 35244-2858.
« For Preadmission Gertification call 1 800 248-2342 or 205 988-2245

in Birmingham.
« Providers outside Alabama call you
Plan for claim payment information

f local Blue Cross and/or Blue Shield
and call 1 800 517-6425 for

verification of benefits and eligibility.

« Members call.1 800 810-2583 for in!
PPO provider.

CUSTOMER SERVICE

fotmation about the nearest

1 800 633-8052

Al Blue Cross and Blue Shietd Plangare independent Licensees of the Blue Cross and Blue Shield Association.
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