AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: 19\/ \Q! 1"l Areyouan AUM student? YES(NO} Student ID #
Name:_ GTACE  EWEH £y \ P

-

Social Security Number: BirthDate_ i1 | 15 ! O\ N
Local-Phone Number: I Alternate- Number:

Local Address: 5 W75 \Jéx’\/\c?)\r\\{“\ ROAA Box Number _

City: MQ"(\E’\"CKD‘(V\@\( ~ State: VAL Zip Code:_H\0 W]
Permanent Address__ SQAME. % QDO |

City: ] _ State: Zip Code:

Marital Status (Piease Circle): Singlé Married Divorced Widowed Other

Sei (Please Circle): Male (Female)

Primary Physician: DEO TCUAMOUNN City: MONTAOMEYY Phone #:

Patient’s Employer: %’\ \)\C\Q\f\\ {‘“ ' Work #:
Parent’s\or Spouse’s Name (Circlé which) | (:\”\s‘x Q \"" VWA OS  Phone#: \l)fé\“\!;\} %q% -1l
Parent’s or Spouse’s Employer: OB~ GMIN AASYOORQNSS Work #: “\O\ ”:323‘:}

OF uwoﬂ*ﬁbmem .
Emergency Contact: CAMIALE DS Relationship:_M QY™  Phone #: (377"\\3 rZFD)) R EAVS)

How did you hear about the Clinic? Friend L aculty/Staff U Orientation ‘Other;—ﬂ: /o\\\/V\Q‘(

f

INSURANCE INFORMATION l

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

your chart.

Insurance Company "Name on Card

Policy Number__ Group Number

Insurance Company Address

Revised
8/13



AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

2

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.

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 dontact you at any time to obtain the

most current copy of this notice.

T understand that I have the right to request 1‘estric‘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. A

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

Signed this  \Q dayof DE{eMpney 20 \¥1
Print Patient Name 6((](,@, UM Py PS

Signature ﬁ/f/@(’/@ f/w/l/ 1 %/%M/W

Relatignship to Patient

LLWQMQ)

Revised 2/14



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: G{ACL e PYyWAPS  Dateof Birth\ L / Lo/ 1)

Release of Information

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

[ ]Spouse:

] Childfren):
A/// ( \

\JOther: e A (T — M&“H‘ QL/L\ ( @

[ ]Information is Aot 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 [\Mmy cell number: BEA )j(?? (bG7

If unable to reach me:
[ ]you may leave me a detailed message
[ 1please leave a message asking me to return your call

[ ] other:

The best time to ch me is (day or days between
times.

Smed / Z/LW ( JM@NQ

Date: \ | / <-e/ )




.AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name G{QCE uve PN es Date of Birth V2 / \g/ 17)

—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 that I
understand its contents. My questions have been answered to my satisfaction.

Al ELlem TRz D/ b1

7/17 ture of Patﬂ& \&J % I Date izl ature

ture of ] Legal Represent\ﬁve (if patient ur a\)le to sign) . Relation? ﬂ}WJ\Paﬁent

J
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AUM Student Health Services

Name e = e ... Date of Birth P
PAST/CURRENT PERSONAL MEDICAL HISTORY Have YOU EVER had any of the following?
Heart/Lungs Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
[Asthma OCeliacDisease : 1 Anemia O Difficult intubation OChlamydia
OHearl Disease (valve, Oirrilable Bowel Syndrome O Blegeding Disorders OMalignanthyperthermia DGenitalHerpes
wvessel, Theumatic, elc ) O Stomach/Duodenal Ulcers 1 Blood Clots/Clotling HPostOn Nauseaar OGenilal Warls
OHeart Murmur . -, , Disorders ostOpNausea
DOUlcerative Colitis/Crohn's Vomiling (PONV) OGonorhea
[OHighBloodPressure [0ther Liver, Stomach, or Cancer 0 Pseudodholinesierase COHPV
[High Cholesterol Bowel Disease J:LR\adia!jon Therapy Deficiency
. \ . 0therSTD
0 Preurmonia Neuralogical ( Ortlopedics QSplnalheadad}e :
Endocrine OConcussions thitis — ]> st OB/GYN History
ettt et e - aurgical-Hisory )
OAdrenalDisorders DConvulsmns/SEIzurg" B - B g ’ O Endometriosts e
LiDisbetes CMigraines/Severe DFracturE/Brd{en Bones 0O Appendectamy OPregnandiesit:
OPolycysticOvary Headaches OAdenoidectomy .
Syncrome (PCOS) OMultiple Sclerosis InfectiousDiseases DEarTubes xercise Hish
g . . LXETreIse KHISLO.
(I Thyroid Disorder OMuscularDystrophy O Chickenpox/Varicella O Galibladder Removal Alackof ry
s . of exercise
O Stroke/TIA OHepatitisType: OKnee ACLRepair
Xidney OHIV Infection L R OExercisingregularly
NChronic Kidney or Mental Health U Infectious Mononucleosis OKnee Arthroscopy Moderate Exercising
Bladder Dissase OADHD O Malaria L R Walking brislly, water agrobics, etc.
—F eiidEy SIores SAleohol Abuse Btdumps OOrganTransplant Btessthandtimesperweak
OAnorexia(Eating Disorder) O Tuberculosis 0O Qvarian Cyst Removal .
O30 i {
Lars/Eyes/Nose/Throat 0 Anxiety Disorder . DSplenectomy rmorefimes parwsek
. ] OTyphoidFever - Strenuous Exercisin
OChronicSinusInfections 1 Bulimia (Eating Disorder) OTonsillectomy Rusine, st glap .
k . Tirng, Swimming laps, etc.
DEye Disorders (oiher than t1Depression Sldn OWeight Loss Surgery Olesstranaii
o omtacts) .y . essthan 3 times perwesk
glassesor ¢ [1Drug Dependency OEcz NOtherPriorSurgeries
OHearingloss O0ther Mental Health ema 03 ormoretimes perweek
. Problems OPsoriasis
ONasal Allergies/Hayfever
OHives

Allergies

Nowve

Have you ever had anallergic reaction?/%] Yes
)0 e
N ®

MedicationAllergies:

OtherHistory

1 previous Hospitalizations

Food Allergies:

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

[JOTHERHealthProblems .

__Does YOUR IMMIEDIATE FAMILY have any of the {following?

[ Adopted (Family history ¢
dopte ‘_1"51,1:11 history unknown

Breast

Colon

Melanoma

Omer Cancers(List Type)

Ty

i (Rleaseexpld

ParentDeceased




‘What isyonr sexual orjentation?

What/isﬁf‘ourgend er?

‘D’ﬁ;ma]e [ Heterosexual {Straight)

[Inate [ Gayorleshian

[ Transgender [ Bisexual . .

[other O other

Abuse History .

Asviolence is 2 problem in man ilies, yve ask these questions to ALL patients.
i Verbal Abuse [ Yes V - Sl '
Sexual Abuse [ ves L—J/N{J/ :
DrogHistory

Do youtake recreational drugs? [es [ANo

How much? How often What type? Marijuana Cocaine Meth Herolne Spice Other,

Sexnal History
Sexually active? [ yes B} o DNutcurren‘tly

Pariners O rzle T remate U] 8oth

‘Birth Control/Proiection - Pleass circle:
Absiinence  Birth Corrirol Pills CervicalCap Condom Dizphragm  dmplant Jmjeciion 1UD Paich

] . . :
J Posi-menopausal Rhythm Spermicide Sponge Surgical Vaginal Condom Withdrawa) Othersez conmaeszis  None
} .
i 1ast Mensirual Cyclz iasi PAP Wormal Abnormal {Grole)
% Commenis:
Tobacco Use History - - .
 Aleohol UseHistory
Courrermevery day ’
[T current every day
Ceurrent some das .
U current sorme days
A I Former stoler
1 Formerdinier

smoker
i [ Heavy drinker /

zversmolker

[:I Passivesmoker-neversmoked Pleasedircle:

pleasecircie:

Type used: Cigareties Pipe Cigars Hookah E-cigs Chew “Type used: Beer Wine Liquor
Packs/day: 0.25 ps i 1.5 2 3 Drinks/day: 0.25 ps 1 15 2 3 4 5
5 10

5 a0 Years: 0.5 1 2 2 4

Years: 05 1 2 2 4




