AL . STUDENT HEALTH LeNTER

|PATIENT INFORNVIATION (PLEASE PRINT)

Date:, %) ;7 } /’ 7 Are you an AUM student? YES /NO f Student ID #

Name: WﬁT sy %LWL/

51@0} </ Birth Date__|@]30 )1 Y %5/

* Alternate Number: 1} | ;ﬂf

Social Security Numbf;r: H }

., Local Phone Number: (T;i:;aj?;ﬁ U\) 5 ! < 2 QC;O {

’

TLocal Address: 'a\\ ’E}U\ ‘5@/‘” fvﬁ’\‘ .'_\X\J%Z.\ v Box Number

State: ‘f\ y - Zip Code: U}(D m { [1

SAame as Aoul

City: YW\ Dy 'T(l} H AN

Permanent Add}ess:

City: . State: Zip Code:
Marital Status (Please Cizc]e)_;-. @@?Mamed Divorced Widowed Ofher |
Sex (P]easa Circle): Ma]a . Feﬁ]e A ’
(53 (157505,

Primary Physician: %(\ QY SV\ L el I Cﬂ)’ LA on LQ@C\/V\k 6%07

work 3234 ) 20 (8 R

Pij@l‘@r Spouse’s Name (Circle which) L;\‘:. h € —TF;'\Q{\/\ Phone :< ;:%33} ] 9% —~5§'g/ 3 A /

Pztient’s Employer: (’f}? o (5 L.,\ (e

Parerit’s or Spouse’s Employer: ) / Lr’:\ ‘ Work #:
Phone #{334_) SAd (=27 ™yr
NG A

Wotheo. 0L -

Emergency Contact: R\ \,’”\ﬁ\,\iﬂ/vl'zg_ ‘\r) mr)‘)ngelat'_ionship: Sy o

How did you hear about the Clinic? Friend U aculty/Staff D Orientation

INSURANCE INFORMATION W

NO
to the rec pilomsi in order for a copy to be made for

your chart.

Do you have health insurance? YE
If yes, please give your car

P

"Name on Card

Tusnrapce Company

Policy Number / \\\ Group Number

Josurance Company Acidress [/ \\\

TRevised
813



. - AUM STUDENTHEALTH (ENTER
- " CONSENT FOR SERVICES FORM

._‘_Mﬂﬂ/ " i 7 .
A /74 . ) S e o P o o Pl
X'ateni Name [ VAA L Y Y ' Datear 8Buth U728 17 8%
Geeneral Conse:m_f for Xreatment = - (j : . :

T remiest and avthorize health care services by my provider and his/her designees(s) smy -
provider may deem advisable and m my best wierest This may mnclude routme diagnostc,

laboraiory procedures and medicalion admimstration. A , ‘

T vmdersiand that exclnding emergency or extraordinary circmmstances, no substantial procedure
il be performed without providing me an opporiuniy fo grve me nformed consent 1or that
procedire. Informed conseni means that the medical-provader roust

disclpse miommation 1o me
Sncinding beneifiis end Tasks of a parficular procedure and/or treatmenrt

FPayment
1 =mTesponsible Tor all Dills mowred zi the Sindeni Health Cemer. Payment 15 dus ai the Tme
services ers Tendered 1mnless pror amengements have beenmade.

Siomaiire Oof Painent /

P . . . '
Signzime of Legal Repressmiative (f patient unabls 1o sign) Relationship io Patent



-

AUM Student Health Services
PATIENT HIPAA CONSENT FORM .

1 understand that T have certain rights to privacy regarding my protectedvhealth mformation. These
rights are givén to me under the Health Insurance Portability and Accountability Act of 1996

(HIPAA). Tunderstand that by signing this. consanﬂ authorize you to.use and disclose my protected .~
health mformation to carry out: :

» Treatment (including direct or indirect trﬁatmcnt 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

HIPPA Privacy Rule, which contains a more complete description of the uses and disclosures of my
protected health information and my rights under HIPAA. 1 understand that you reserve the right to
change the terms of this notice from time to time and that I may cdntact you at any time to obtain the

most current copy of this notice.
T understand that I have the right to request restrictions on how my protected health information 15

used and disclosed to carry out treatment, payynent and health care operations, but that you are not
required to agree to these requested restrictions. However, if you do agree, you are then bound fo

comply with this restriction.

T understand that I may revoke this tonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected. .

5

Signedthis V] | dayor  JV] (Lt (/20 177

Prini Patient Na (\ l[ YA/ YDC n/(//
Signature }’( ,// //l\ /&Qj—j

Relationship to Patlen’[ J’f i i

Revised 2/14



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

Name:

.
{; /\ (. {DCI\ . . pateofBith: o 170 1/q5Y
- | _

b

Release of Informatiqn

[ 11authorize the release of information including the diagnosis, records;
. examination rendered to me and claims information. This information may be released

to:

[ ] Spouse -

[ 1 Child(ren)

[ ] Other

[ 1Information is not to be released to anyone.

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

Messages

o~

Please call [ ] my home [ ] my work [{ my cell Numbe& Sy ) T8 A5 ﬁ _
If unable to reach me: ‘

Myou may leave a detailed message

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

[] /A : .
Morn e Coh

The best {i 1}0 reach me 1S (d;y) /]/)f YX’L be’(ern (time) %; l 2 P

il [ |  pae S 7017

Revised 2/14



