AU .1 STUDENT HEALTH CeNTER

PATIENT INFORMATION (PLEASE PRINT)

Date- O{ 210 ; Areyon an AUM student? YES(I}LB? Student ID #

Name: e ese P cagpdon
[

Social Security Number: “H¥-eT 830 Birth Date C"/i 3|3

Local Phone Number: 5 SY) 18¢ ! 1 X"?:ff’\ Alternate Number:

Tocal Address: 720 | Q\\)qu)ﬁ,u« ’;m | Toce, Box Number ’

City: L bl {;\@:\ State:_ ‘ | Zip Coder 300 ¢ ;

Permanent Ad@ress: ’6@.{’\/\%2, T ' :.
- State: Zip Code:

City:

) TN
Marital Status (’P;ea_sa Czrc]a) S}rg]e Nmed/vaorced Widowed Other

o (Please Circle): T\fa1° Fema]at
Primary thstaB \ko ka U e (du\h | Ci’t‘y:‘g[\/\”\\'l’/;u{ ' Phone #:
Patient 5_1:'—1]3]03/:31 C}Jﬂ ojr = L(’ - : Work #:
Parent’s On\gpm_s_. gT\'ﬂ”’;‘ A Lhc]e which). ,}u?/k \»\"nu O\LAJ, V) Phomne #: %gfh{\ 39 Q&g Z5
Pareni’s or Spouse’s Employer: S«Q/\:{ R Work # N

- ‘ ¢
A Relationship: \(\u&lf)( v\(ﬂ Phone #: ‘

Emergency Contact: Sl

How did you hear about the Clmic? Friend L Faculty/Staff DOnantahon/D Other_ v\)a 14 &_M

”
D o INSURANCE INFORMATION J
P Do you have health insurance? « YES/ NO ’ . . .
I yes, please give your card to the recepflomsi m order for a copy to be made for
your chart

" Name oﬁ Card f\}\éh@u VN QQL@\Q/‘L\‘:Q.D

Josurance Company P~>‘C\L~g> -

:‘\‘:I

# Policy Number PP 10848567 Group Number \S W% Ql

Insurance Company Address S \\/\((\/\ { f\&r

Reviscd
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AUNM STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM

Date of Birth & /3 /(.

Patient Name ;U\queﬁo L\gy\ 1 c\’u&k@\:

Geeneral Consent for Treatm ent

T request and authorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and 1o my best interest. This may mclude routme diagnostic,

laboratory procedures and medication administration.

T undersiand that excluding emergency or extraordinary circumstances, no substantial procedure

will be performed without providing me an opportunity to give me informed consent 1ot that
procedure. Tnformed consent means that the medical-provider must disclose mformation fo me

including benefits and nslj of a pariicular procedure and/or treatment.

Payment
1 2 responsible Tor all bills incurred at the S‘ude—u Health Center. Payment
thai services are Tendered 1mless pror arrangements have been made.

is d‘llc at fbx: fime

i have read the consent form, or it has been read 1o me, 2nd I am satisfied thai I
wndersiand its contents. My questions have been answered to my satisfaction.

O N\ pudlon AL
Slzjemra of Patieht , . Date of Signature
P - ) . . .
] Relationship to Patient

Signaimre of Legel Representanive (3f patient unable 1o sign)




ATUM Student Health Services’
. ‘PAT]EN T EIPAA CON SENT F ORM

mE 1 uﬂdemnd ﬂ]at T ha've cf:rtam nghts to prwacy regardmo my protected heal th mformatlon These -
- Tights are gﬂ,@n to.me 1mmder the Health Insurance Portabﬂﬂy and Acc;ountabﬂﬂy Actof 1996 ..
“(HIPAA). T understand that by si gmn gthis consent T authonzﬁ you to use and dlsc]ose my pro‘cected

- ' hea]fh mfom]atlon to canjy out::

- Treafm et (mc]udmg dxrect or mdzrac’f trf;ahnent by other heah‘h care prowders mvolved mmy -

T i_mdér.ﬁaﬁd that I may revoke thi$ conseni, m wriing,
that occurred prior to the daje Irevoke ihis CDDSE'_lL s 1DL auamad

* Signed this 7. - d@, of %Anlrmw

: : ‘ © - treatment);
e Obtammg paymant from Thlrd party payers (a g mymsurance company)

. The day—to day heal’[hcare opcra’u ons of your pracuce

. Ihave 3150 bfjcn inforrmed: of zmd gwen the right 1o review ﬁnd secure a coPy of your Szmzmavjz Q/ the -
-+ {"HIPPA Privacy Rule, ~+which contains a more complete dascnp‘uon of the uses zmd disclosures of my - -
R 3'protected héalth information andmy 11 ights undérHIPAA 1 understamd that you reserve theright fo. -
: ,Chfmga the terms of f fhismoetice from time to fime BJ_‘ld ThaL 1 may contact you at zmy timeto obLam ﬂ]B NS

T :‘mos’[ cumzrﬂ copy of ﬂns nouca

~I undursmand T_haL I have’ﬂhe 11 UhL IO raqu:;s‘t Testrictions on ho W Iy p:rmemca he ald1 Iniormation 1s

© usedand msclon:C ip carry out traatmumfpa;mem and health care operations, bt that you are ot
- required io agree to these _quuu_smd; restrictions. However, i you do agree, you are then bound o

" comply with this restriction.

Timg, at. a7 y fime. However, amy use or msc]osmrﬁ »

20y -
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AUM Sz‘udem‘ Health Services - |
Medical Information Release Form
- (HIPAA Release Form)

-

Name: M&\i@g« '(i_\;\@@,goffuim_,- - Dateof Birth: <1 (> 1/(,

Release of Information

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

to: :

[ 1Spouse ) ]
F

[ 1Child(ren)

B’ Other @m{{\ 5/2‘ L/LC%:”&.

7 -

[ 1 Information is not to be released io anyone.

"This Release of Information will remain in effect until ierminaied by me In writing

jilccsaoec
\Ju‘\.j R W

>3 T

Pilease call [ 1 my horﬁe.{] my work .my cell Number: K- €SS

IT unable to reach me:

Kj youmay leave a detailed message

—

[ ] please leave @ message asking me 1o return your call

[] - : S
._meﬁ"/} - between (time)

The best time to reach me is {(day)

Ay ~ . :
;;:Sign\e‘d‘g N \;.QJU/&Q H&Qs _

- Revised 2/14 '




