AUN STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

|1 Areyonan AUM student) TESNO  StdentID#_ S o0 2117

Date: 2415 10

TPrezisid

Name:  wWipoy eTTE

Social Security Number__ 240 - Hi- T L2 Birth Date . 2 na \ioag
Local Phone Number: { 255 ) %;U;M - m 1%, Tf; Alternate Number:

Local Addraés: ] ) Box Number

City- - State: ' ‘ Zip Code:

vy O

Permanent Address: G119 Chisans
State: P sz Code: A< 1 4¢

City: S N A e B

Marital Status (?:36&6 Qirc]a)@} Marmmied Divorced Widowed QOther

Sex (Please Circle): Ma]= @

Primary Physician: ‘D:m 15 Fpeaiinn PenomicECyY Dvia (e b Phone# {2, H 0l = H By

Patient’s Emp]oyar: Work #
E: &5 Neme (Circle which) J o e o Phone #{ 205> Eo - DB R

Work # [ 29 dai- 20 o

PLABRMMA

@E/m Spouse®s Employer: tNg v pod

- e . i mehin: . . .
FEmergency Contact: iy meed Vare x%HRBlﬁL?DRShJP- o ragePhone# ( 240, ) 810 - BEYT

How did you hear about the Clinic? Friend = Faculty/Staff it 1 Orientation Other_ ' 3
rd =
] R INSURANCE INFORMATION J

Do you have health msuranca?%mE/S/ NO ..
Ifyes, please oive your card to the receptionisti m order for a copy to be made for

your chart.

Jnsuranpce: Company e -Ceoys ‘hﬂ YR Name-on-Card——) O W s WA s 2 7 e el
B . SYIELD
Policy Number i »g KOO BBHONS 1 Group Number__ 1y <o il

i G007

Tosurance Compan’gj Address \ Comexor Wil Civele
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AUM STUDENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Ve e 14 Date of Birth y7 /2a/ o -

Patient Name MNico ETTE

General Consent for Treatment

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

laboratory procedures and medication admimstration. _

1 understand that excluding emergency or extraordinary circumstances, no substantial procedure
+will be performed without providing me an opportunity to grve me informed consent for that
PTOGB&U:FE Informed consent Imeans that the medical-provider must disclose mf formation to me
including benefits and risks of a particular procedure and/or treatment.

Pavment
nsible Tor all bills memred at the Student Health Center. Paymeni is due ai the fime

1 am responsi
+that services are rendered 1mless prior, 8__TE_U€—WCBLS have been made.

T haveread the consent form, or it has b'een read 10 me, 2nd 1 am satisfied that 1
andersiand its contents. My questions have been answered to my satisfaction

i //]ﬂf/ (P 67 71/1&// @ s Il
Date of Signature

Slgnaﬁ.lre of Patient

o . . .
Signaiure of Legal Representative (if patient unable 1o sign) Relationshap to Patient




AUM Student Health Services
3PATIEN T EIPAA CON SEN T FORM

' 1 understand thaT.I have cartam nghts to P“VBCY regardmo my Pmtﬁcmd health mfonnahon These
“ - rights are gifen to-me tmder the Health Insurance Portability and Accountabﬂl’ty Actof 1996 .
-(HIP AA). Timderstand that by signing ﬂns conSﬁnt 1 authonze you to usé and d]SC]OSE my protected

healﬂl mfonna’ﬂon o carry out:- P

- Treatm ent (mc]udmg dlrect or mdlrect traaﬁnent by othsr hea]thcarc pro"v:l ders mvo]ved mmy .

- - treatrment); -
" - Obtaining paym ent From third Paﬂy PHYSTS (B g.my surance company)

T ‘Tha day—to day hea]thcarz oDerat] ons of }/OLI prac’uce

. I have also baen informed of aﬂd gwen ﬂ]& right 1o Teview and SECUTe 2 copy of your Svm'mmji GJ Jze
-- - HIPPA anacy Rule, +which comtains a more complete descnphon of the uses and disclosures of my
* “protected héalth mfo;rmaﬁon and-my rights undérHIPAA. 1 understand that you reserve the nght io.

Change the terms of this: notice’ from ‘time to time and That b may tom Lact you at any Jcme fo obtam ihe

T ;most cumzm oopy o1 1‘_ 75 nouce

N -I mdarsmnd ThaL I ha v'c"/,ﬂ]c T cth to raqucs‘ Iasmch oms o1 how my. DTOLECIﬁd }tnath information 18
ased and disclosed io ca_try out treatment, payment and health care operations, but that you are niot
- required o agree to these TrqﬂhSLﬁd Testnctions. E—Towewei T you do agree, yowar ‘[hﬁ‘l bondto

’ co:miy Tﬂlh this I'ESEICLJOP

Ay I a‘v'o]{a Jﬂs co—lsemj Im Wit rwv at any time. However, any use or msc]osu:ﬁ

"I U:dérs‘i_a:ld that
ﬂns date I 16\/01(3 this conse*u is '1DL affecied.

, II.'I
" that occm'radp—_l T'Io

e

| Signedthis \%5 - day-of mmmfw 20'1@

?ﬁn‘i?&‘dﬁn‘LNema' : ?\ Ve uk‘,{ A Qmﬁﬁfw
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AUM Student Health Services ™ - o .
Medical Information Release Form :
(HIPAA Release Form)

Date of Birth: {2 | 22/c

Name: Nicoirrxe  Yhoeian

Release of Information

[ 11authorize the release of mfonnauon including the diagnosis, records;
examination rendered to me and Clalms mformahon This information may be re]eased

To:

[ 1Spouse ) '
£

[ 1 Child(ren)

1 3 Other

P

[4 Information is not to be released io anyone.

r -

T his Release of Information will temain in effect until ferminated by me In writing. -

1

Please {]my home [ ] my work JTmy ce i Numbcr { ;x,ﬂ_‘,\) Gt~ Lg=T s

17 unable to reach me:

j/jy/qu may leave a detailed message

- -
[ ] please leave a message asking me 1o return your call

[] - ' .

The best time to reach me is (day) oY s drM PR be’fween (time f@wwﬁ:ﬁjw%_
Sjgned /]/M M(,V{//(j]{/ 5@“&/1 /”/// Date: 2 / \5/ li -

Revised 2/14



