AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT) , ‘ ‘

pate: 1-5 = T Are youan AUM student? YES®O )Student ID #
e\ MNeono T

Social Security Number: BirthDate | 2 — ]Ct - GO’
Local Phone Number:__3 5l 3k P 8T8 Attornate Number:
Local Address: 2.9 O] . ‘::““3{—@\\0/\ Pork BoxNumber

City: (\/\q‘&%ﬁ@ mWV> State: A“ / P | Zip Code: KS é ” é
7 < ’ ’ .

Permanent Address:

Zip Code:

City: K State:

Marital Status (Please Circle) S»in‘g]e) Married Divorced Widowed Other
Sex (Plelase Circle): :‘Male @/

Primary Physician: “f _ W oo Q§\ C1@4Vw\%@ﬂ@ Phone #:

r— . N
Work #:

Patient’s Employer:

T g 3 O
@ 6r Spouse’s Name (Circl ewhlch) Qo\é‘ (AN A \:Gf\(;\’]\)hone 4 l Q/ X [ (S }
C}ia/re)t;m Spouse’s Employer: f%&, {\/\ ’ Work #: :_% '7” (2, Za(
Emergency Contact: ,\/\m\\“¥ @L\Qbr’) (\.RBI&UODSth %CN/\& Phone #: ?\Lk L{ %l ?) X

How did you hear about the Climic? Frlend [j Faculty/Staff L] Orientation O Other_

| ~ INSURANCE INFORMATION ]

Do you have health msurance?&ﬁé) -NO :
If yes, please give your card to the receptionist in order for a copy to be made for

your chart.

Insurance Company [% Q KSA lw’ Name on Card Q:;@\t \/\9/\ /\\/’\\5\@1‘1@; d\' :

Policy Number {)O A b D\ 260§ er Gx'oup Number 0)7 C 5SS
Ls %O hw\’ ‘\/\Qg\,lgc/“\.;wn\/\ J‘L—C)b\ -

Insurance Company Adch ess

%3 VO (\rﬂ\(\q\\,\q/m) /\Y L 3 ZZ—\ L,L

Revised
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Afﬁﬂ STUBENT BEALTH CENTER
" CONSENT FOR SERVICES FORM

f%\X{AQQ "’\C*adq/_ | Date of Birth _\_‘_’2:/ fii_@

Patient Name .,E/L Ch

General Consent for Treatment

T 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,

laboraiory procedures and medication admiﬂjstraﬁoq- ,

T understand that excluding emergency or extraordinary circumstances, no substaniial procedure

+will be performed withoui provading me an opporiunity to give me informed consent 107 that
procedire. Informed consent means that the medical-pr DV_ldET Toust isclosg it or_maﬁo—l to me

ncludimg benefits and :ms]_s of a particular procedma “and/or treaimen.

Pavment

T am responsible for all bills mcwred 21 the Sdent Health Cenier. Payment 1
that services are Tendered tmless prior artangements have been :n.ada

T have read the consent form, or it has been read 70 me, and I am satisfied thai 1
s. My guestions have been answered 1o my satisfaction.

- 5,1 (
Date of Signature

Signature o Pﬂna:m ‘ A
: o

Q /\( s~ \*" - ' '\‘CAN/L\QF

Relationship to Patient

Signanme cTiSLagal Repressptative (If patient unable 1o sign)

nnderstand 115 contents

0} |



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). 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 mvo]ved inmy

treatment);
» Obtaining payment from third party payers (e.g. my insurance company);
» The day-to-day healthcare operations of your practice.

1 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. T under stand that you reserve the right to
change the terms of this notice from time to time and that I may contact you at any time to obtain the

most current copy of this notice.

I 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.

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

Signed this S’—W\ day of S«”f—\e o bel™ 20 \7
Print Patient Name {, \O\ f/*\\k e\ C\/ »%_.
Signature & //ﬁg \%‘u P /

Relationship to Patient O\ X\ \/\ Q5
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AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

~ \ \ ‘ .,
Name: %7\@& jhr\\éwc‘\f\%‘&f” - Date of Birth: )Q,l ’ﬂ/ @ })

Release of Information

(M | authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released

{o:

[ ] Spouse

[ ] Child(ren)

[ Other ® - Q/\\/S

[ ] 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,‘f}@ my home [ ] my work [ ] my cell Number:

If unable to reach me:
M you may leave a detailed message

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

[]

o
The best time to reach/me is (day) (»,f\u NN between (time) g o™\ 5 (ﬂﬂ“

Signed: *% LWJJ\) pate: 4 /S 17

=
t) o
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‘Whatisyourgender? What is your sexual orientation?
@ Female "g] Heterosexual {Straight)

[j Male DGayorLesbian

] Transgender D Bisexual ,'

Ll other Clother

AbuseHistory

As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse [ Yes @] No

Physical Abuse O Yes 8 No

Sexual Abuse O Yes [f No

DrugHistory

Do you tzke recreational drugs? ] ves K{ No

How much? How often What type? Marijuana Cocaine Meth Heroine Spice Other

Sexual History

Sexually active? [ ves mNo DNotcurrent]y

partners [ 1male [1remale []Both

Birth Control/Protection-Pleasecircle:

Abstinence BirthControlPills CervicalCap Condom Diaphragm Implant Injection 1UD Patch

Post-menopausal Rhythm Spermicide Sponge Surgical Vaginal Condom Withdrawal Othersee commments None

Last Menstrual Cycle Last PAP Normal Abnormal (Circle)
Comments:
Tobacco Use History .
Alcohol Use History
L] Currenteveryday
O current everyday
[ current some das

[_Jcurrent some days

1) Former smoler
[ Former dinker

Ll Heavy tobacco smoker
] Heavy drinker

[ Lighttobaccosmaoker
) [ social drinker
% Neversmoker :
. E] Never drinks
[[1 passive smoker - never smoked Pleasecircle:
Pleasecircle:
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liguor
Packs/day: 0.25 05 1 15 2 3 Drinks/day: 0.25 05 1 15 2 3 4 5
Years: 0.5 1 2 2 4 5 10 Years: 0.5 1 2 2 4 5 10




