AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: { 0,/ Z)i/ )? A Are you an AUM ‘studept? YES \]»«\].,,.9 Student ID #
Name{0ulor_Dlockoell
Sacial. Secunt_yj}lnmh?r ‘4’77 L Y-S — Birth-Date_ (17 ! 1 ;i gz:a‘C‘i
Loca] Phone Number:_ 205~ 51 Zr. S V?)U\ ‘ A'.]Ktemate Number:
Local Address: - ) Box Number
City: - State: .. | Zip Code:
Permanent Addiessr 7,»(\“ 66\7 .l %’\\ UJ’\;? Z(E’;
City: C M U ?f‘/" \‘i_’J‘;C)\,\ﬁLC}\q . State: // '\l\ L Zip Code: D z
Marital Status (E;ic;ase Circl e)@ Married Divorced Widowed Other -
S;x (Pl?iase Circle): ~Ma]el@ 7
Primary Physician: e r city Aladossker  Phone# 205~ blst-0g50
Patient’s Emp]oyér: Work #:
Parent’s 01; Spouse’s Name (Circ]é which) Phone #:

Work #:

Parent’s or Spouse’s Employer:

Emergency Contact: hf‘i @}P&(/{M/@Pu Relationship: MO PA _Phone #: 705-904 - i"‘({

How did you hear about the Clinic? Friend O Faculty/Staff r U Orentation U Other

INSURANCE INFORMATION : J

Do you have health insurance? YES NO
If yes, p]ease give }70111 card to the recepilomst in order for a copy to be made for

your chart.

"Name on Card

Insurance Company

Group Number

Policy Number

Insurance Company AddI,"CSS

Revised
8/13



AU STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM

Date of Birth (7./ (4795

Patient Nama(dﬁ);‘s,% i(w 2;%% (f\()kLU@H

General Cons ent for Treafm ent

T request and authorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and i my best interest. This may inchude routine diagnostic,

laboraiory procedures and medicaiion ad:uustrahoﬂ- _

T vmnderstand that excluding emergency or exitaordinary circrmsiances, no substaniial procedire

wvill be performed without providing me an opporiumity 1o gree me informed consent 107 that
-grocaﬂv:\:_ Informed consent means that the med: cal-provider Toust (isdo_f,r, Tmov:jm_o: 107 me

Tncludi 1 bBﬂELL_S ?_Ud ns]_t: of apfmujn pTGCEﬂL_B a_d_/m "ngr_n_am_

Payment
zm tesponmible Tor a1l balls ncwmred i the Stodent Healih Cenier. Pavment 15 ous
+hzi services are Tendered 1mless pror arrangements have been m:

o

and I am satisiied that 1

¥ have read the consent Torm, or 11 has been read o me,
estions have been answersed 1o my safisiachon.

wmderstand 1ts contenis. My g

o

% O /3 (%’/Jfﬂ/
R D

SZ@BLU&’}'I or Pahent

N

7 Y, /C/Q / (/’?SM

£ o1 Signature

Y]
=3

Sipnzine of Legal Representative (i patient mmahle to sign) Relationship 1o Patient




AUM Student Health Services
PATIENT HIPAA CONSENT FORM .

I understand that I have certain rights to privacy regarding my protected- health information. These
rights are givén 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 mformation 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 cdntact you at any time to obtain the

most current copy of this notice.

1 understand that I have the tight 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.

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

Signedthis 2. dayof_JULIL 20 |7
Print Patient Name l(MliO}/ Ljf/i(f u}(ﬂ((
Signature ’(’//{%ajd/ AW Z)ﬁﬁ’// ///zﬁ{/,’(j/

Relationship to Patient

Revised 2/14



AUM Student Health Services
Medical Information Release Form
- (HIPAA Release Form)

Zenl

Name: ]m'//()’?’ j%ﬂ(,‘/{;(;u@{j E . Date of Birth: 07 1 /1 /Z?V,

‘Release of Information

[ 11 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) |
WOther_[01) Blociuell . mather

[ ] 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}{]/my cell Number: ZUS 4(;7 l
If unable to reach me: '
\Pﬁ/ou may leave a detailed message

t ] please leave a message asking me to return your call

[]

The best time to reach me is (day)

Signed:&w@?j//{ff [Ki%féx/}af/ ____ Dater 06 1268 | /7]

between (time)

Revised 2/14



