— -

_ .UM STUDENT HEALTH CEN. R
TRAVEL HEALTH HISTORY

Date g&//é Name ﬂma/g// L{fpﬁ/%z?c :r’

T
2.

3.

: e g ! / :
What is the reason for your visit today /i m, 2a @y &0t
List allergies you have to medicines, foods or iodine: s .

List any medications or drugs you are currently takmg (this would include herbal and over-

the-counter as well as prescription drugs): £ hs ¥, - — 2@/ D
7 7

o

) (@I evns

Have you had any of the following: (circle if this applies to you;):
Heart disease
Kidney disease

- Stomach/Gastrointestinal disease - - -

Diabetes/sugar
Are you immunocompromised? (Is there a problem with your immune system) Yes N@/L
Thymus disorder ( Myasthenia gravis, thymoma, thymectomy)

Spleen removed

Transplant recipient

Cirrhosis of the liver

Cancer
HIV

. How often do you drink beer, wine, wine cooler, or liqwle&seﬁrde)\
Never / Rarely / 1-2 times a week / 3-4 tlmes a week / 30T more times a week )

Where are you going on your trip? "2 4,/ e oA

How long is your trip? Months L Days_/">
When are you leaving on your trip? /N g, / 7
C/ . :

FOR FEMALES ONLY
. Date of your last period? Have you had a hysterectomy? YES NO
Are you currently pregnant? YES NO
What is your due date?
Do you plan to become pregnant in the next 3 months? YES NO
. Are you breastfeeding? YES NO

(Adopted by NCC 7/08)
Revised2/11)



AUwl STUDENT HEALTH CcNTER

PATIENT INFORMATION (PLEASE PRINT)

Date: i ,Z / / é : Areyou an AUM student? YES @Swdent ID#

Name: ﬂ @&na /;// J&VFL /%74? byts
Social Security Number: 404 - 22-04£29 Birth Date_ 9 / s /7 7?4/

Local Phone Number: 33 ¥/~ 7{/“5*-4 Yo7y AvemateNumberyn2 ~ 730 -383C
Local Address_YYs £ / 00 Lnaht/ 2 Box Number _ -
City: ‘%, [ a state: LA/ Zip Code: 3L 20 /
Permanent Address: 4W . .:
City: E State: Zip Code:

Marital Status (Piease Circle): Sing@ Divorced Widowed Other
Sex (Please C]TC]C)@ Female ~ '

Primary Physician: C. Oz mc&m/ we— City: ﬁp// /( & Phone#:
Patient’s Emp]oyer ,l P2V - %/;?Z"SQN/ Work #: 53V -85~ P20

Parent’s orName (Clrcle which) M A Phone #:})9 9 ~2ys- ‘/07/(/
Parent’s or Spouse’s Employer: Work #:

Emergency Contact: éﬂ :{2 & bz g Relatlonshlpfg ) @ Phone #: ?? -2y £0) 2 4

How did you hear about the Clinic? Friend | Faculty/Staff O Orientation E6ther_42 6@

% __—JNSURANCE INFORMATION

Do you have health msurance'@s) NO
If yes, please give your card to the receptlomst in order for a copy to be made for

your chart.
Insurance CompaanZ: Oz 2 g " Name on Card &MM
Pohcy Number__ Group Number

Insurance Company Addx;ess

813



AUM Student Hea]th%Services '
PATIENT HIPAA CONSENT FORM

it

1 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 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

Ll ,}; b sHJIRPA Privacy Rule;swhich.contain§ a:more complete des&iption of the ises a7id distigstires of my TETEBL P

,,;.._\,» i1 a 4 protéctetthealth-information andmyyrights under HIPAA. ] understand that you reservetherightto - -
10 ;" ilsui johanpeithe terms of this Hoticefnbin:tinie. to time and that] may cdntact you at any time to obtain the

1nost current copy of this notice.

sirwhene o Lamderstand thatd hasierthefmmghtttoréquest restrictions on how my protected health information is

anend et a:sadfmdddnsciosed_tbtoam gutirzatment, _paymentand-heahh-care-@perattens—but-that—ymz-arern@t————‘qﬁ

o thoeers Téquiredito;agreestothese reghested restrictions. However, if you doagree yon.are thenboundio _ ...__iu
comply with this restriction. e

- «l.understand that I may revoke:this consent, 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 z%ay of Hpprh_ 20 /L.
Print Patient Name /VL X%/ //

Signature ﬁw é/

Relationship to Patient S—(’M

Revised 2/14



- ' -~
AUM Student Health Services * - |

Medical Information Release Form
(HIPAA Release Form)

Name: &M@Dm of Birth: __2 |5 | /S5~

Release of Information

o0

M
i

}éﬁaﬁtﬁonze the release of mformatlon including the diagnosis, records;
examination rendered to me and clalms lnforma’non This information may be released

to:

)ﬂ:{pouse . '
F

[ J Child(ren)

[ 1 Other

[1] Information is not to be Teleased to anyone.

This Release of Information will remain in effect until terminated by me in writing. -
lessages ' -

Please call [ ] my home [ ] my WOrW'ceH Number: 7&9" 50 — ?Sé__(

I unable to reach me:

Mmay leave a detailed message , : i

%
. [ 1 please leave a message asking me to return your call

[] - | "

,
to reach me,is (day) @~y o’\/ 2> between (fime)

The best tim

Revised 2/14



AUNM STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM

Patient Neme_ Lpancs Y K&/VL Massre | Date of Birth 2 &2 //Z¢7

General Consent for Treatment

1 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,

laboratory procedures and medication administration.

T understand that excluding emergency or extraordinary circumstances, no substantial procedure
will be performed without providing me an opportunity to give me informed consent for that
procedure. Informed consent means that the medical-provider must disclose information to me

including benefits and risks of a particular procedure and/or treatment.

Payment
1 am respomnsible for all bills incurred at the Student Health Center. Payment is due at the tne
that services are rendered unless prior arrangements have been made.

1 have read the consent form, or it has been read to me, and I am satisfied that I
understand its contents. My guestions have been answered to my satisfaction.

. ) 252 /g_

Date of Signature

Signature of Patl ent

.

Signature of Legal Representative (if patient unable to sign) Relationship to Patient




