


w AUN[ Student Health Semces
| | 5;-PATIENT E]I’AA -CONSENT FORM

I understand that I have cértzin nghts o pnvaoy regardmo my protected hea]th mfonna‘uon Tbese
- Tights are gifen to me under the-Health Insurance Portability and Accountability Act 0f 1996 .
(HIP AA).Tun derstand that by signing this consenﬂ authonze you to use and dlsc]ose my protected

‘ health mfonnatlon to cany out

. Treatment (mcludmg dlrect Or mleﬁC‘E treatment by other healthcare prowders mvo]ved inmy

treatrent);
. Obtalmng paym eni from third party payers (6 g my msurance company)

= The day—to day hea]ﬂqcare opera‘u on$ of your praotlce

Ihave also besn informed.- of and gwen the right to review and SECULE A COpY of your Summmj/ @ fihe

R HIPPA Privacy Rule, +which comtains a more complete dcscnp’oon of the uses and disclosures of my -

o ipmtectgd health Information andmy rights under HIPAA. Tunderstand that you reserve thenghtto. -

E change the terms of thismotice from time to time and thatI may contact you at any timeto obtaln tha o

o ;most cunent copy of ﬂns notme

_ -I understand thaL I ha ve’ﬁhe nvht to request Iesmc‘o OmS on how my.protected health information is
_ usedand disclosed to carry out treatmert, payment and health care operations, but that you are not
- required io agree 1o these quuestod restr CU ons. H owever, it you do agree, you are ﬂﬂen bound to

co-npiy erh this regmcuop

'I Imdmstand that 1 may Ie voke thls COmsernt, m wmtmg, at.an y time. Howa’va any use or GISC]OSUIB
that occured prior to the date Irevoke this consent 1S not. a‘recuad .
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'S1gnad @15 o day of /7’&'{/554/5/ 20 /(/” .
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: 'rg}R'ela‘cionﬂship’.T'Q Patient
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AUM Student Health Services -

Medical Information Release Form S
(HIPAA Release Form)
Name: /. okt Do - Dateof Birth: /A9 | =z

Release of Information

[ 1Tauthorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released

to: :

P THAE e [5en
1 Spouse < '
LI5S ’

e TRChild{ren)

{1 Other

-

[ 1Information is noti to be released to anyone.

This Release of /nformation will remain in effect untll ierminaied by me in writing. -

o - Yy S gr—
K FTLsT //97/’@.6 4 30'5’5

Please call [ 1 my honﬁéﬂﬂ my work [ my cell Number:

IT unable to reach me:

[ 1 youmay leave a detailed message

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

[] - .,
=EEEEERe besttime to regch- meis{day) _— ’”“DeﬁNe en(?/me) s
W (2 oo .
olgned: Za N 7 2:«:4&%\ Date: § | 8T For#
' & e T - .
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}E‘{Tfﬁ STUBENT BEALTHE CENTER
" CONSENT FOR SERVICES FORM

f’V/sz/f e ' Date of Birth /7 7/7 >

. J
Patient Name L oA/

General Consent for Treatment

T request and awthorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and in my best interest. This may mclude routme diagnostic,

Iaboratory procedures and medication admimistration.

T understand that exclnding 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 medi cal-provader must disclose mnformation 10 me

inclnding benefits and nsl_s of a partictlar procedure and/or treatment.

Pavment

T zm responsible for all bills mmcurred at the Student Health Center. Payment is due at the fime

that services are rendered umnless prior arrangements have been made.

i haveread the consent Torm, or it has been read o me, and I am satisfied that I
wnderstand its contents. My guestions have been answered to my satisfaction.

. A Z@:" {‘f/j@“‘“\ AN AN da
Slzﬂﬁﬂﬁ' f atient _ ‘ . Date of Signature

3 i . . . .
Signature of Legal Representative (if patient unable to sign) Relationship to Patient
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P. O. Box 244023
40

Montgomery, AL 361

Carol Stewart, C.RIN
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AUM NURSING CARE CENTER

A PROBLEM VISIT RECORD
pare_@ 1|14 mE230 PT. HISTORY REVIEWED / UPDATED . /.
PATIENTNAME: o7, h) | elsen DOB: AGE-
PR.E'S]"NTCOI\fﬂ’LAINT Fire._ant b.Hes a/nc/ [ead Limo e Lropte A = —7{4%”@/%
o b mest oot He rec chms,, Hecf Jest- Aile , /-/ o
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AUDIT DATE: . COMMENTS:

PREFPARED BW AUP NCC

BEVCE .
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" AUM NURSING CARE CENTER

RN T 2
7;/,//r,/ e ‘OLESCENT/ADULTHEALTHH181 Iy

Date Name Lot [Uie /Jf/"l

o iy A g ]
1. Whatis the reason lor your visit today? /'“’f{/f” Al é// ZJ. '

2.- Is there anything about you and youi' health that we need to know?

3- List medicine, drugs, or food you are allergic to:

4. List any meaicines or drugs you take: Lot frap 142 S

5. Have YOU or anyone in your family had any of the following: (circle)

nerve or mental problems

heart disease _~diabetesisugar tuberculosis asthma
high blood pressura blood problem or disease birth delects died before age 50
stroke @;@ mental retardation other “lfamily” disease
6. Have you ever been In the hospital? el Why? /‘Zd’“"f/f roovpved
7. Haveyou.ever had surgery? < Why? //’ cesiceedd [ ofon bl Shr sl (b
8. Have you ever had a serious accident? et “)
9. Have you had sarious or recent problems with:
ears or throat qNO YES cough O YES kidneys O NO-2¥ES?  gallbladder NO YES -
allergies NOCYES™ thyrold KO YES  welghtloss NO” YES  liver MNO> YES
lung infactions. - “N©O YES skin problems ~ NO YES ulcers NG, YES .7 depression cNO». YES
L . ' el headaches NO @
10, Have you ever had a seizure, convulsion, or "falling out” spell? ... .. SO R O S A S T o NO  YES
11, Have you aver had a blood clot in your lungs, legs or anywhers? ..., i iiiinmy RV TTERNEE NO : YES
*12. . Have you ever smoked cigarettes or used smokeless tobacco? ... i iy e R TS e NOs YES
I1f yes, are you an:  Ex-smoker? Smoking now? Do you smoke (less) (more) than a pack a day?
. How much smokeless tobacco do you use a day? i
.*13. How often do you drink beer, wine, wina coolers, or liquor?
: Never Raraly 1-2 times a week: .~ 3-4 times a week .. 5 or more times a week
If you drink beer, wine. wine coolers, orliquor, do you have: i g
(less) (more} than 5 drinks a day?
*14.. Havae you ever used marljuana, cocaine, crack or other drugs?. ..o i aviv e iiads R AP Sovdin S ieNeeiv e e N,O' YES
*15.. Have you ever used L.V, drugs? .. .. ST el e e e e e Feieriian Ceeeiiiee RO . NO: YES
16.. Have'you ever had a blood transfusion? ... . oovaiannna, T T A R LN R NO.' YES
17, Do you have any tattoas? .., .. .. R L O AR TR DT SR Vi e R T Jivoo NOCYES
18, Have you ever bean treated for a vensraal disease? /... ... . i i PO P i erveaiaie s NOUYES .
19, Have you had mora than ona sex partner in the past 5 years?- ...::.40s B P P R S NO YES.
20; " Have you sver had sex with @ member of your OWn 88X7 ... .vur.vssrivvieseivias B A N R . NO YES
21, Have you had or been around anyone with hapatitis? .. ... TR S S Cer i e NOOOYES
22, Would your sex partner(s) answer Yes to any of the questions 14-227 ..., e v e G e i AFNRRIE PR NO YES
FOR FEMALES ONLY
(35
A. How old were you when you started your perlods? /[ Date of your last perlod? )ﬂ £e J ” F ! /
How often do you have your periods? ____ €25 Vgl 7Are they regular? e 5
How many days do they last? 2
Do you have: {circle) /gﬁﬁrynpz'? bleeding or spotting betwean periods unusual discharge .
8. Do you have any problems ‘with your breasts (lumps, discharge, or other)? .......................................... (NBD YES
Do you check them regularly? ..................................................................................... YES NO
*C. How many times have you ever been pregnant? —— & How many children are llving? .

’ Have you ever had any children born dead; any stillbirths, miscarriages, or abortions? ............... Ceeeiraes Vediaees NO YES
Were any of your childran preamialire? ... e eieie s o iiieatsetrneroseetntatnsanensosssiarserasissaisbsaraisnasass NO YES
How old were you whan your first child was born?

D. Have );}ou'everused: (circle NO/YES) birth control pills? NO ~IYES» foam? NO YES; condoms? NO YES; 1UD? NO YES;
diaphtagm? NO YES .

E. Did you have problems with any of these Methods? .....v.v.evrerrnsoreoreeonns et et NO  YES

F. Have you ever had an abnormal PAP SMBAIT .. .vvvervevernrens e suertnssssisaseistatstieseanstersssieesinnsssnriecns NO YES




