Confidential Medical History Form
AUM Student Health Services
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Name.u...%/ﬁ/!..f{zi,...- R/ S e

v
PAST/ CURRENﬁPERSéNAL MEDICAL HISTORY: Have YOU EVER had any of the following?

___DateofBirth 1/((9/ {7

Heart/Lungs " 1 Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
OAsthma OCeliacDisease OAnemia O Difficult intubation OChlamydia
OHeart Disease (valve, Olrritable Bowel Syndrome OBleeding Disorder's CIMalignanthyperthermia DGenitalHerpes
vessel, rheumatic, efc.) O Stomach/Duodenal Ulcers DBIOF)d Clots/Clotting OPostOpNauseaor OGenital Warls
OHeart Murmur ; o ) Disorders »
OUlcerative Colitis/Crohn’s Vormiting (PONV) OGonorrhea
OHighBloodPressure OOtherLiver, Stomach,or OCancer O Pseudocholinesterase OHPV
[High Cholesterol Bowel Disease O Radiation Therapy Deficiency
i ) O0therSTD
0 Pneurmonia Neurological Orthopedics [ Spinal hegdache _
. 7 Y ,
Endocrine rConcussions ClArthritis Surgien) History OB/GYN Hl_Sw;U
isord OConvulsions/Seizures 00 Endometriosis
PAdrenalDisorders TiMigraines/Severe DFractures/Broken 0 Appendectomy
ODiabetes g . OPregnancies#:
; Headaches DAdenoidectomy
- | OPolycysticOvary ; i Infectious Diseases
Syndrome (PCOS) 0 Multiple Sclerosis . . OEarTubes Exercise History
I OMuscular Dystrophy 0 Chickenpox/Varicelia (1 Gallbladder Removal
OThyroid Disorder OHenatitis Tyoe: O Lack of exercise
O Stroke/TIA P ype: OKnee ACLRepair -
. OHIV Infection L R OExercisingregularly
Kidney Mental Health : .
OChronic Kidney or ental hea O Infectious Mononucleosis OKnee Arthroscopy Moderate Exercising
Bladder Disease DADHD 0 Malaria L R Walking briskly, water aerobics, etc.
—i -] ] NA . aall . ¥h y
fIRidney Stones HAlcohol Abuse aMumps nOrg an Transplant 3¢ essthanstimesperweek——
DAnorexja (Enating Disorder) 01 Tuberculosis DOvarian Cyst Removal O3 ormoretimes perweek
Ears/Eyes/Nose/Throat Anxiety Disorder . OSplenectomy .
. ) Lo . OTyphoid Fever OTonsilleclom Strenuous Exercising
OChronicSinusinfections O Bulimia (Eating Disorder) Yy Runmine. swimmine laps. et
) ‘B.Depression ) D'Weight Loss Surgery o’ & s et
OEye Disorders (other than 7 Skin OlLess than 3times perweek
glasses or contacis) 0 Drug Dependency OEczema OtherPriorSurgeries
[OHearinglLoss 0 Other Mental Health Hea- 55U ra Qg"./{ 7/@() O3 ormoretimes perweek
3 - Problems DPsoriasis ‘ )
‘}T_QNasal Allergies/Hayfever ;
OHives

Allergies

Other History

Have you ever had an allergic reaction? [ ves No

MedicationAllergies:

[ previous Hospitalizations

CJOTHERHealthPro

Food Allergies:

Dther Allergies (latex, bee stings, etc.):

blems .

Alcoholism

MPa.rent Deééésed '




AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

Call, (o '
Name: { L’Ii /f//( . Date of Birth: O} 1161 B
Release of Information

[4 I authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released

{o:

[]Spouse

[1 Child(ren)
(] Other MoVhar

[ ] 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 [ ] my home [ ] my work [§ my cell Number: 534 326 760° 5
If unable to reach me:

[ﬂ you may leave a detailed message

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

[]

1 =L el
The best time tojreach me IS day) A&M\ between (fime) 6 -
/ZZ Date: [ 0 / 119

Signed:

Revised 2/14



