AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

; .
Date:_/ Q-7 Are you an AUM student? YES. Student ID #

Name: /At E(/xa\é/b“&- 0@ //Wﬁ
Socm] Security Number: A//C’ 763G 7 Birth Date /O -3 ~CD

Alternate Number:

?9%“5?(5“7<}5@ i ,3'\/’5?3“/@Cﬁ7qﬂ

Tocal-Phone-Number: T

Local Address: ? 9 sl VC""‘I')L o~ (Q "—Q Box Number A

City: //%0 -UTSCM&E Ny State: AC | Zip Code: 57(0 17
Permanent Address: : ( Sance S %bou&\ |
City: - State: Zip Code:

4

Marital Status (Piease Circle):. Singl@} Divorced Widowed Other

Sex (Please Circ}e@ Female

Primary Physician: RV@W /!’{UU'?O(‘&/_ City: /2/30 A= 5 Phone #:
Patient’s Employer: (7) & - CJL/,U /45?Oc,al£3 U‘()/lf' C\/A&% =23¢- 379- 9333

Parent’s O@Name (CII‘C & which) CO\M/ //C ﬁ ////’5 Phone#: 334 -233-723C

Parent’s or Spouse’s Employer; home e Work #
Emergency Contact: Q}LM, e ﬂ/b’/// /%5 Relationship: ¢ /L.& Phone#: 3349 -a33-743C
{ - — :

How did you hear about the Clinic? Friend u Faculty/Staff U Orientation [Z(Other_ :

r INSURANCE INFORMATION

-~

Do you have health msurance@&‘y NO
If yes, ple’tse give your card to the 1ecepuomst in order for a copy to be made for

your chart.

Insurance Company @:Q SC " Name on Card

Group Number

Policy Number

Insurance Company Address

Revised
an3



AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

Pl

I understand that I have certain rights to privacy regarding my protected health information. These
rights are gi¥en 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.

1 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. I understand that you reserve the right to
change the terms of this notice from time to time and that T may dontact you at any time to obtain the

most current copy of this notice.

Tunderstand that I have the right to request restric‘tions 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. '

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

Signed this 9  dayof D@ff@mb&fzo '
Print Patient Name _, A/lé\ t QLI A /)5
Signature // lyscr Q

Relationship to Patient

[

Revised 2/14



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: //lé\’n“ @t«f LM{)CD Date ofBirth/O =y (o

Release of Information

[ L1 authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

CySpouse: ﬂam!(/@_ az,l/(/ﬂ&

] Child(ren):

[ ] 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 [V]m/ycell number: (334 )- 3 9@7 /@Cﬁ 7

If unable to reach me:
[mjay 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) Mo - ?P,QQ-M between
! peon /] and 5 ﬂ A times. !

s/ / Zw OMQJM

Date\é\/(,)




. AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name M zﬂ;q‘ Q[/LZ {,( ,i,fﬁ Date ofBirth/ >/ _6’/ (/

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.

1 have read the consent form, or it has been read to me, and I am satisfied that I

u??ﬁnd its con iM@wSﬁ s have been answered to my satisfaction.
o L fo 1 G (7

Signature of Patient éj Date of Signature

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



Name —

TV ALLE AR CACEA LAV AL LSS ] R VA KR

AUM Student Health Services

__..Date of Birth.

PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU YOUEVER ! had any of the following?

Heart/Lungs Stomach/Bovwel Hematology/Oncology AnesthesiaHistory STDs
DAsthma DOCeliacDisease - 0 Anemia 0 Difficuli intubation OChlamydia
OHeart Disease (valve, Oirrilable Bowel Syndrome [ Bleeding Disorders OMalignant hyperthermia DGenital Herpes

1, thewmatic, et i )

Hz;esser\,ﬂr heumatic, elc.) O Stomach/Duodenal Ulcers DBI[D)]O[Z) (;lots/CIoﬁmg DPostOpNauseaor CGenilal Warls
OHeartMurmur OUlceralive Colitis/Crohn’s Sorcers Vormiting (PONV) OGonorthea
CHighBloodPressure DOtherLiver, Stomach,or OCancer O Peeudodholinesierase OHPVY
[High Cholesterol Bowel Disease 0 Radialion Therapy Deficiency

. 3 DO OtherSTD
0 Pneurmonia Neurological Orthopedics vl'JSplnaliheadad}e y
Endocrine OConcussions OArthritis — - OB/GYN Histary
OMigraines/Severe DFm’tumﬁlBrd(en Bon&c 0O Appendectomy
ODiabetes grainesioeve . OPregnancies#:
OPolycyslicOvary Headaches ) OAdenoideciomy
Syndrome (PCOS) O Multiple Sclerosis Infectious Discases OEarTubes Exercise History
. CiMuscular Dystrophy O Chickenpox/Varicella 01 Gallbladder Removal )
OThyroid Disorder OHepatitisTyne: [Lack of exercise
O Stroke/TIA paulis Type: OKnee AGLRepair -
- OHIV Infeclion L R OExercisingregularly
Kidney )
[ Chronic Kidney or Mental Health [ Infectious Mononucleasis DKnee Arihroscopy Moderale Exercising
Bladder Dissase DADHD O Malaria L R ‘Whlking briskly, water aerobics, etc.
T IKidngy Stones BAleohel Abuse Eitunps ”Oma-nTtaﬂS.plam BkegSthan3limesperweek
L‘_‘lAr)o.rexja Gaﬁ77 o Disorder) 0 Tuberculosis O Ovarian Cyst Removal :%: moretimes perweek
Ears/Eyes/Nose/Throat O Anxisty Disorder OTyphoid Fever D Spleneclomy . B
OChronicSinus Infeclions [ Bulimia (Eating Disorder) OTonsilleclomy 155 ?;i?gswfﬁ;?;";ip e
g ; 1 Depression i OWeight Loss Surgery e’ .
DEye Disorders (other than Skin ) DOlessthan 3 times perwesk
glassesor contacis) 1 Drug Dependency OEczema OOtherPriorSurgeries
OHearinglLoss O Other Mental Health 03 ormoretimes perweek
. Eroblems OPsoriasis
ONasal Allergies/Hayfever
OHives

Allergies

KD A

OtherHistory

Have you ever had anallergic reaction? [ ves No

MedicationAllergies:

ANodvde__

1 previaus Hospitalizations

Food Allergies:

Ao A4)e —

Sther Allergies (latex, bee stings, étc.):

[JOTHERHealthProblems .

AN A B
A

Does YOUR II\IM:EDIATE FAMILY have any of the {ollowing?

Alcoholism

Breast

Colon

8| Melanoma

—Other Cancers (List Type)

ParentDéceésed




‘Whatisyourgender? ‘What isyonr sexual orientation?
[ repate [ Heterosexual (Straight)
Male [ Gayorleshian

[l Transgender D Bisexual .

[other [ other

AbweHistory :

Asviolence is 2 problem in manyfinilies, we ask these questions to ATL patients.
{Werbal Abuse 1 ves M / ‘

Sexual Abuse [ Yes %D

DrugHistory

[es

Do youtake recreational drn 257 No

What type? Marijuana Cocaine Meth Heroine Spice Other

How much? How often
Sexnal History
Sexuallysctive? No [lnoren rrently

Partners O male Fpmale T soth

Ver vects

Birth Control/Proisction - Pleasa circle:

Abstinence

/O

Birth Control Pills CervicalGep Condomn Diaphragm  implant Injeciion 10D Paich

pPosit-menopausal Rhythm Sperrnicide Sponga' Surgical Vaginal Condom Withdrawal Otherses conmpiezris  Nong

Normal Abnormal (Grole)

i Heavy tobacco smoker

o

] lighptobaccaosmaoker

rversmoker

[ passivesmoker-neversmoked

pirasecircie:

Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew

Packs/day: 0.25 g5 1 215 2 3

05 1 2 2 4 5 10

Years:

jlast menstrual Cycle 1351 PAP
Comments: )
Tobacco UseHistory - -
Alcohol UseHistory
Cleurrentevery day
[ Currenievery day
Ueurrent some dgs
[ Jcurrent some days
S Former sroler
U Former dirter

[ Heavy drinker

[ sociptrinker
Qér drinks

Pleasecircle:

“Type used: Beer Wine Liquor

Drinks/day: 0.25 05 1 15 2 3 4 5

Years: 0.5 1 2 2 4 5 10




