AUM NURSING CARE CENTER

PATIENT INFORMATION (Print Please)

Date: ’Hf‘é ID 9,

Name: :Sm\{ €. L % L A

StudentID#: 559 94 1394 Birth Date: © 4 bﬂ/l%”?

Local Phone Number: 334% -2 )0 =4S by Alternate Number: 33473122 095

Local Address: - (340 G ainscooed Box Number:

City: [\( o1 4“3 O € rj State: YL Zip Code: 3@ (17)
Permanent Address: [\ bo v-&

City: State: Zip Code:

Marital Status: Sing[eD MarriedE Divorccdl:] WidowedD Other

Sex: Male[] Female <]

Primary Physician:Df\ llk’(r'\"fl_.', Lz ‘iﬁt--u‘ N * €5 City: M 0 mlj omee r \I Phone #: Jb 5%‘55-7 /
5) ~

Patient’s Employer: N A Work #:

e (mat Sl iy Y
Parent’s orkSpouse S Name (indicate which one) / \'II chael T Free nan _ Phone#: & )0~ q S_f-J

Parent’s orkpousc s Employer: So wkheea v \l m&\‘ ¢ Sou «Jr_\,- nS Work#: (p|3~-4©00
Emergency Contact: i\~ icha ok treeman RelahonSO ov S Phone #: 3(2-2089 /(f 15-7000

How did you hear about our clinic? FriendD Faculty StaffD OrientationD Other: | '€ HCT for (C‘/ﬂrﬁ-"/u

INSURANCE INFORMATION

Do you have health insurance? Yes[] No[] Ifyes, please complete the following information.

Name of insured: Midl \ ok C [Y€€n~ecn  Relationship topatient: _ 3 D ou S
]

Insurance Company: |5 (. (55 of AL

Policy Number: (24 Glkol q4434 Group Number: 4 895 [

Insurance Company Address: 15 (' Cive vc hasel)c LuH) Zriiahs

City: kﬁ)\ < oy w.'_r\_r} N A~ State: AL Zip Code: M
CONSENT FOR TREATMENT

I am requesting care for myself or my above named dependent and give my consent for treatment. I am
responsible for all fees for services incurred at the Nursing Care Center.

i
SlgnamreXLJ [LLLL C Pl 5 g P e e
Slgnarure of patient or parent/guardian, if patient is a minor

Revised 12/01



Patient Bill of Rights

AUM Nursing Care Center (AUM NCC) exists primarily for the purpose of providing high quality care that meets or
exceeds accepted slandards for care. AUM NCC believes thal each client is worthy of respect and understanding and has
certain rights and responsibilities related to the care he/she receives. In accordance with this philosophy, AUM NCC wishes
to advise you of the following rights and responsibilities and to assist you in understanding and exercising these rights.

As aclient of AUM NCC, you have the right to:
1. Be treated with dignity, courtesy, and respect.

2 Obtain from caregivers relevant, current, and understandable information concerning diagnosis,
treatment, and prognosis.

2k Know the identity of all caregivers involved in their care, s well as when those involved are students or
trainees.

4, Know the immediate and long-term financial implications of treatment choices, insofar as they are
known.

5% Make decisions about the plan of care prior to and during the course of treatment and to refuse a
recommended treatment or plan of care to the extent permitted by law and AUM NCC policy and to be
informed of the medical consequences of the action. In case of refusal, the patient is entitled to other
appropriate care and services or to be referred to another health care facility.

6. Receive competent, individualized quality services from AUM NCC regardless of age, race, color,
national origin, religion, sex, disability, being a qualified disabled veteran, or any other category protected
by law.

7 Expect confidentiality of all clinical records and access to your records on request. Information will not be
released to anyone without your written consent or unless required by law.

8. Have family or guardian exercise these rights on your behalf if you are unable to do so yourself.

9.

Voice grievances about care which is or is not provided, recommend policy/service changes, and make
complaints without fear of reprisal or unreasonable interruption of care.

I also understand 1 have a responsibility to:

18 Provide accurate and complete information to AUM NCC regarding medical history and current
condition and medications, and to promptly inform AUM NCC of any changes in this Information.

2. - Agree to accept all carepivers regardless of age, race, color, national origin, religion, sex, disability, being
a qualified disabled veteran, being a qualified veteran of the Vietnam era, or any other category protected
by law.

3k Participate in planning, evaluation and revising my plan of care to the degree that I am able to do so and
to take responsibility for my actions and for the impact that those actions have on my health and recovery.

s Adhere to the plan of care which I have participated in developing.

% Treat AUM NCC staff with respect, courtesy, and consideration.

I have read and understand the above Patient Bill of Rights and agree to the contents thereof.

=Tl )
Date: ¥ g

Patient Signature: \__,.v Cop
¢

Prepeed by AUM Neinp Gare Cesler
Adopted ws of 030797



SERVICES CONSENT FORM

—

NAME: :YLL\IL C Tv—e€meen
DATE OF BIRTH:__= Jo7 1145 °)

| AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND
GIVE MY CONSENT FOR TREATMENT. 1AM RESPONSIBLE FOR ALL BILLS
INCURRED AT THE NURSING CARE CENTER.

sioNATURE Letee C T s

SIGNATURE:
DATE: U 2k 8 e DATE:
SIGNATURE:OWQQ ( ]L/u"oc——’" SIGNATURE:
DATE: J tel20]07 DATE:
s16NATURE: (Jter C Tt — SIGNATURE:
DATE: 5/3/[10 DATE:
SIGNATURE:__C/W(M C JL frn. e SIGNATURE:
DATE: SERN IO DATE:
SIGNATURE: ( S lin C.JJL/( LA SIGNATURE:
DATE:_ 046 Dol DATE:
SIGNATURE:C:LU,L ' A ———SIGNATURE:
DATE:. G IMB112 DATE:
SIGNATURE: SIGNATURE:
[l 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




Date 4-“@ ‘O/) Name

]

LA i LA N A FOR PO

AADOLESCENT/ADULT HEALTH HI®SORY

WHhat 1s the reason lor your visit loday? PAUI S1ciA E V*CLM({‘,')«*’/‘I T TL\'-(' //{t’ (V?]/L v f’foc/a“/h*\

2 s |here anything aboul you and your health that we neeg \o knovj’; B 5‘1LOOL"O> 1S
"3 List megicine drugs. or lood you are allergic to Demero |
‘e Lisl any megicines or drugs you lake \”z."rﬂ/-‘rr‘l"ll. Calelunn
S Have YOU or anyone in your lamily had any ol the lollowing (clrcle)
nerve or mental problems
hear!l diseasa diabeles/sugar luberculosis asthma
C—Me blood preblem or disease birnh dalec!s dled belore age S0
slroke cancer'z menlal retardalion other “lamily” dlsease
@r‘mo\'{/ﬁ-‘? r "J’\\{De.r‘{'ﬁ’ns ion, Me-Me lH 00 AN 4
6. Heave you ever been in the hospllaﬁ Why? qr\de’Y\‘EJFT :DS\S }'\\] Stevectomy
7. Have you ever had surgery?_;)ui&_wny? /ﬁyé{srfﬁf‘omw =
8. Have you ever had a sarlous accident? no
5. Have you had serlous or recent problems with:
ears or throat @ CES cough ((O YES kldneys ((6\ YES gallbladcer G YES
allergies NO) YES Ihyrold ) YES weight loss KTQ YiEE llver YES
lung inlections @ ES skln problems NQ' YES ulcars @ YES depression % ES
headaches YES
10etave yolileverinad atsatziiralconvilsion ot [aling o Ul s pE] L s e el b e T e e @ YES
WEREave v otiiave dad aibl 0 0d el oo b g A g O e W BB e e e e B @ Y.ES
2128 ve Vo llfevarsmpoRaoicion tall8a 0 US e moR e |0 S Si e D BCTOZE A0 ot s e ot P O iy e 4O ) YES
If yes, ara you an. Ex-smoker? Smoking now? Oo you smoke (less) (more) than a8 pack a day?
How much smokeless tobecco do you use a cay?
*13. How oltan ge-you drink bear, wine, wine coolers, or liquor?
Never Qre\ 1-2limes a week 3-4 limes a waek 5 or more limes a weesk
Il you drink teer, wine, wine coolers, or liquor, do you have.
(less) (more) than Sdrinks a day?
SIASS Havaiv ol eve iU edema ) I A e A oA e KO (O A G a0 8 R £ s e WO/ YES
B R T T VT AT AR R Yo b VG FATT L P Sis. el e M Sl oo | 6 S T el S S e ey ey be 4 P T NG IRy T SO g)l YES
165 iHaveivoUlaverhadia’blood frans b siomles b o e e o e e s (e e S oA, e S R e e N i Q) YES
1R D0y ol haYara Ny A 00 STy A e TR R et o e i S L et M A e e Y b WES
I8 s Have Vouiele haBnilre 8180 Ora v a6 B oIS Ba 6 fit . e s e o N e oo e et o st e IR b e e, YES
19. Have you had more than one 38x pariner in the PAIUS yBBIS? L.\ iuuiiuit e it aaie e s s s aals ase b anian anaas ... NO) YES
20 Have ycuiavar hadiaexivilhia memberioliy oUGOW NI SEXT e s i el e et JEYES
BV O a0 De 8 iAo N 83 0 Y0 (A LI a8 1 L ES 2 e R, e e L OUNES
WISWotHdly oUrisex oariner(s)ianswar resilora nyio et e s 1] on SRl a= 0 2 e L e G @ YES
FOR FEMALES ONLY
A How old wera you when you started your periods? ~ bS5 25 pareial your last pariod? A I‘i\' I’\'V")_}t" Edb “*J"i
How often do you have your parlogs? Are they regular? /
How many days do they lasl?
Do you havse (circle) bad cramps bleading or spolling belwean pariods unusual discharge
8 Do you have any problems with your breas!s (lumps, dlschargs, of O1her)? ... .oiin ettt iinaiiainesmsuosnns TES
Do you check them regularly? ............... N e A A TN e | E e R e O e NO
*C. How many times have you ever bean pregnant? _é__ How many children are llving? =
Have you ever nad ny children born dead: any stlbirtns, priscarriages or BBOMIONST o ..o\ oo'i o ees e XE
Were any of your children premature? ....... e a \_—__g/ ......................................... ES
How D}E weare you when your lirst child was born? 3 |
D Haveyoueverused (circle NO/YES) birthconlrolpills? NO (¥ES) foam? (NOJ YES. condoms? @g}) YES. YiEST
diapHrogm? NO (YES
Did you have problems wilh any of lhese methocs? S e R ST e AR e b i ST YES
F  Have you ever had an abnormal PAP smear? ........ e e e - ................................ YES




