AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: i/, /! 7- /) Areyouan AUM student? YES @j} Student ID #

Name; f!g;é;)/ /é;éy

Social Security Number: Y 2/-17- %5 7Y, Birth Date Of- 18 757 %

Local-Phene-Number:—35-2-Y = x?,f - G =7 Alternate Number—— 35— 2 {5~ A

Local Address: é/{ 2 § / /5/ j; £, / /(fua @f/ Box Number

City: / ¥ ,/ f :/ﬂ(fj/’ State: /7// /2 | Zip Code: § /e s

Permanent Address: | |

City: . . State: Zip Code:

Marital Status (Please Clrcle) Smcr]e{j M;}ed,fDlvorced Widowed Other |

Sex (Please clrcle(Ma o) Female

Primary Physician: ﬁv{«; /7 {Z//u e"/L(‘ City: //Z& 7 /E/é ff'y;fj’ Phone #:

Patient’s Employer: % /@/ / }// MJ,{ 7 Z/fi f;ﬂ Work #: 3 ;7 K3y - [ $o L

Parent’s @&Eﬁ (Circle wh/wh) /%jé’( //% /X Phone #: % 3 “/ DE52-FYz 3
S /

Parent’s or@:&s?gﬁmp]@zﬁeﬂrﬂ:} Z/ )( (j; W T /} ' Work #: 202 225 56/

7 ;{/// R ¢ . v . ]
Emergency Contact: /fj/zi‘//%% Ay lﬁ‘;/ Relationship: [ ;”K(’“ Phone #: 7
7 : B — .

How did you hear about the Clinic? Friend B/}.5acu]ty/8’caff U orientation 2 Other_ ‘

r INSURANCE INFORMATION

Do you have health insurance? YES NO
If yes, please give your card to the 1ecept10mst in order for a copy to be made for

your chart.

-

Insurance Company ' Name on Card

Policy Number__ Group Number

Insurance Company Addxjess

Revised
B3



AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

Pl

T understand that I have certain rights to privacy regarding my protected health information. These
rights are giVen 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.

I 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. ] understand that you reserve the right to
change the terms of this notice from time to time and that I may dontact 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 is
used and disclosed to carry out treatment,.payment 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 to

comply with this restriction.

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

. 1/!',’ o . )
Signed this | 11 dayof ek~ 20 ;7

Print Patient Name., ﬁ i LZ//,, /év

&
Signature //m./ / / e

:///} //'“‘\.

Relationship to Pafient

Revised 2/14



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: gu ff/y /(Wf’i’// Date of Birth &/ / /8] 1975

Release of Information

[v]/lauthorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[ ‘{’}]fgpouse: /%ﬂﬁ///’?ﬁi@ g(; é,?/
[ 1 Child(ren): 4

[ ] Other:
[ ]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: ( 3 3Y)- 3(s - Jj9&7

If unable to reach me:
[z;f]”glou may leave me a detailed message
[¢] please leave a message asking me to return your call

[ ]other:

The best time to reach me is (day or days) Gy 7’/75%'\ 4 between

I —
e

) — / ]
o D 1110 B ——times.-

/4
Signed: ,,\; /1/ /

Date:// / /7’/ [%“”7@,»! y




-AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name //j / ¢ x/ ‘\ v ks \,»/ Date of Birth &/ 17571 /975

General Consent for Treatment

I 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.

I 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

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

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

/K,{ ﬁ/ K/ )/ 1170 2007

1gna’mr /f Patient // Date of Signature

/cw

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



Liley

Name

Loby.

—— ————y —

AUM Student Health Services

. Dateof Bll’ih__j/_!{_j . 6;"'_ A

PAST/CURRENT PERSONAL/]\([EDICAL HISTORY: Have YOUEVER had any of the following?

Heart/Lungs " i Stomach/Bovwel Hematology/Oncology AnesthesiaHistory STDs
OAsthma OCeliacDisease - O Anemia [ Difficult intubation OChiamydia
OHeart Disease (palve, ) Olitable Bowel Syndrome O Bleeding Disorders OMalignanthyperthermia OGenitalHerpes
vessel, theuwmatic, ec. OBlood Clots/Clotting .
M . O Stormach/Duodenal Ulcers - g CPostOpNauseaor O Genital Warls
Oheart Murmu OUlcerative Colitis/Crohn’s Vormiting (PON
i ; DCancer omiting (PONV) OGonorthea
BDnghBlood Pressure 00th erle?r, Stomach, or [0 Psetdochdlineslersse OHPV
%igh Cholesterol Bowel Disease 1 Radiation Therapy Deficiency
B i - naiheadache 0 0ther STD
0 Pneurmonia Neurological Orthopedics FJSpma ‘ cadal ' -
- _iEndocrine OConcussions CArthritis . - OB/GYN History
i Convulsions/Seizures <, SUpical BRI O Endometriosis
OConvu s/Seizure S 7 3
pAdrenal Disorders DMQn L sno,ré %raclur i ‘Appendeciomy
gDiabetes igraingsioevere F " OPregnancies#:
OPolycysiicOvary Headaches CAdenoideciomy
Syrdroe (PCOS) 0 Multiple Sclerosis Infections Diseases OEarTubes Exercise History
. OMuscularDysirophy 0 Chickenpox/Varicella O Galibladder Removal
O Thyroid Disorder - OLack of exercise
OHepatitis Type: . *
1 Strokef/T1A OKnee ACLRepair
Kidoey ORIV Infection L R DExercisingregularly
OChronic Kidney or Mental Health 0 Infectious Mononucleosis DKnee Arthroscopy Moderate Exercising
Bjadder Disease OADHD 01 Malaria L R Walking briskly, water nerobics, etc.
HRidney Stones {3Aleohel Abuse Tivtumps O0rganTransplant Fkessthan3timesperwesk
DArorexia (Eating Disorder) O Tuberculosis [1Ovarian Cyst Removal %‘3 ormoretimes .
erweek
Tars/Eves/Nose/Throat D Anxiety Disorder . O Splenectomy N P
i OTyphoidFever Tonei Strenuous Exerdsing
OChronicSinusinfections 1Bulimia (Eaiing Disorder) OTonsillectomy . AT )
b : OWeight Loss Surgery Rurmiing, swirmming laps, eic.
OFye Disorders (other tharn U Depression Skin . Olessthan 3 times perwesk
glasses or contacts) U Drug Dependericy MEcems 0therPriorSurgeries nesp
DOHearingLoss O0Other Mental Health ;KB\DTIT]DFETJI’DES perweek
) Problems OPsoriasis 4
ONasal Allergies/Hayiever
OHives

Allergies

OtherHistory

[T previous Hosprtalizations

Have you ever had ansliergic reaction? [ ves ;@ No

MedicationAllergies:
Food Allergies:

[JOTHERHealthProblems .

Sther Allergies {latex, bee stings, etc.):

Does YO

UR IMMEDIATE FANMILY have any of the following?

(1 Adopted (Family history unknown)

Breast

E
{ 2{ Colon

i 81 Melanoma

|__ [ Other Cancers (LIS Type)

Parent Deceased




“Whatis your gender? ‘What is younr sexual orientation?
. P :
[ remale E‘;‘:lj\eterosexual {Straigh)
;@\iMa le Il GayorLeshian
[ 7ransgender - [ Bisexual .
Ulother [ other
Abuse History
Asviolence is 2 problem in many families, we ask these questions to ALL patients.
£ Werbal Abuse | Yesgf r;! ) : '
Physical-Abuse H-Yes i Ne
Sexual Abuse [ Yes F~No
DrugHistory
Do youtake recreational drugs? 1 ng@fh]o
How much? How ofien What type? Marijuana Coczine Meth Heroine Spice Other,

Sexnal History

QSa'uaHyact'rve? @&es [Mne D Noteurrenily

/
Pariners | pasle jiz]{:zmale i_iBoth

BiuthControl/Proiection-Pleasecircle:
aAhssinence  Birth ComolPills CervicalCzp Condom Diaphragm dmplart Injection 1UD Paich

post-menopsusz] Rhythm Spermicide Sponge Surgicel VaginalCondom Withdrawal Otherses commierits Npne

Normal Abnorms! {Grdle)

§ 1=t Menstrusl Cycle =51 PAP
LoOmimenis:
3
Tobacco Use Hostory - _ )
Alcohol Use History
Clourremeveryday ' :
[ current every day
Ueurrent some 65 : \i
Cu rrent sorne days
A Irormer sroker
3 ] Former oiier
i Heavy tobacco smoker
] Heavy drinker
[ lighttobaccosmoker
[ 1 social drinker
[CINeversmoker
A [ Never drinks
¥ .
%asswesmoker—neversmo}:ed Pleasedirdle:
pleasecircle: .
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liguor
packs/day: 0.25 g5 1 15 2 3 Drinks/day: 0.25 ps 1 15 2 3 4 5
Years: 05 1 2 2 4 5 10 Years: 0.5 1 2 2 4 5 10










