


AUM STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM
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Patient Name -

M:?"@%}iiz*fw& ' Date of Birth & /22162 -

ngeral Consent for Treatmént

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,
1aboratory procedures and medication administration.

T understand that excluding emergency or extraordinary circumstances, Do substantial procedure
will be performed without providing me an opportunity to give me ioformed consent for that
_ procedure. Tnformed cONSENt IMeans that the medical-provider must disclose 1 information to me

Edlﬁiﬁg‘béﬁéﬁts‘ and Tisks of 2 PHIIICIﬂZI jﬁfgéédﬁré ‘and/or treatment.

Payment

T am responsible for all bills incurred at the Student Health Center. Payment is due at the ime
+hat services are rendered umless prior arrangements have been made.

1 have read the consent form, or it has been read to me, and I am satisfied that
wpderstand its contents. My guestions have been answered to my satisfaction.
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Signatirel Date of Signature
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Signature of Legal Representative (if patient unable to sign) Relationship to Patient



AUM Student Health:Services - g
PATIENT HIPAA CONSENT FORM

_.exﬂ“"\-

1 understand that T have certain rights to privacy regarding my protécted‘hea]th information. These

health mformation to carry out:

Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Tunderstand that by signmg this consent T authorize you to nse and disclose my protected

- Treatment (including direct or indirect treatment by other healthcare providérs nvolved m my
treatment); :

- Obtaining payment from third party payers (e.g.

TIY INSUTANCE éompany);
- The day-to-day healthcare operations of your practice.

T have also been informed of and given the right to review and secure 2 copy of your Summary of the
FHIRPA Fiivacy Ruleswhich.containg a:more complete descripition 6f the Ees &id diselastires of my
. protéctsd health-information anderyights under HIPAA. Tunderstand that you reserve theTight to
¢ 3o iChangetheterms of this roticexfndim timis 10 time and that I may cdntact you at any time to obtain the

1most current copy of this notice. :

s Tmderstanddhat T ha/ethang

ifosrequest resirictions onhow my protected health nformation 15
.« Asedsmddisclosed thioarmz guiteetment,payment and-health care-operation s bt thatyouere not
Tuirsdie;agreetothase Tagh

irictions. However, if yon do_agree, you are thenboundfo =

cormply with this Testriciion. '
.. .J mnderstand that 1 may sevokesthis Gonsent, in wriiing, ai any fme. However, 20y use 01 disclosure

that occurred prior to the date J revoke this consent i1s not affectsd.
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AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

I‘\

-
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Nameﬂ‘%ﬁ,\/u; ‘ \”:?i C&o CoiTA_ - - Date of Birth: <2 172705/

Release of lnformaz‘io.n

[\] | authorize the release of m{ormauon including the diagnosis, records;
&xamination rendered to me and clalms mformatlon This infermation may be re]eased

to:

FDSpouse  )awesrs SZ-Gtad)

[ 1Child(ren)

[ 1 Other

7 -

[ 1 Information is not to be released 1o anyone.
This Release of Information will remain in effect untll ierminated by me in writing. -
oS ' ;

Vlessane
A P LS MU
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IT unable to reach me:
fﬁyou may leave a detailed message

13 please leave a message askmg me to return your call
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- between (fime)

Date: #+ 125 71Le
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