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AU STUDENT HEALTH CERTER

f PATIENT INFORMATION (PLEASE PRINT)

o U Are you an AUM student? @SXNO Student ID #

-

Date: Hf)
Name: '\3 ) TS AYAN J‘V/{ &'\W/\f\@”
el [ i 7o L 2N S e o,
Social Security Number |5 (-/ ~ Y-G90  mimmpae Do Dypo F0)
Loca] Phone Number: { ) fS P ﬂ 239 Alternate Number:
T2y > < PRI RN i( X N " \

Local Address: . '3 ToNer \/JL/L/cf WAL Box Number
City: V\J&/‘%NY s State: "%Z;\Y'{w/ Zip Code: e 13

i ] : ’
Permanent Address: .
City: State: _ o Zip Code:

) I o . / Y ] ) '

Marital Status (Please Circle): Single Marmed /Divorced Widowed Other -

) R J
Sex (Pla!ase Circle): -‘Male Eemale—"

Primary Physician: City: Phone #:

Patient’s Emp]oyér 2“%/(5, 15 % """ S@ﬁibw (bwvf <. y"'\{ \\\,@; i> Work #:

Parent’s or .?\Vous;«sjj\ame (Cm:]e wh]cn) L‘\ébﬁ %ﬂ/’\ \w Che u Phone #: {3 VSL_{?‘; 5o ) 229
Parent’s or Spouse’s Employer: '\"\‘\ L corce ' Work #:

452 =139

Rala’[iDnship:"ls;%\f{/m%iﬁaW/tPhone :'( 3:5&(3 (52

Emergency Contact: \;\;\f i‘&k ‘%/%\ { /5\(/ 3 d

_How did you hear about the Clinic? Friend 0 Faculty/Staff r U orientation E0 Oﬂjer

E~ : _—INSURANCE INFORMATION

Do you have health insurance”(‘{};s/ NO

If yes, please give youl card to the receptionist in order for a copy to be made for

your chart. @(Ox{“ﬂuﬂj u \

wll
el

., N \“
W(M,S.Qia;’.j

Insurance Company T(& U,{\ﬂ(:

"Name on Card \{\‘\[ nn T VU& H‘

Group Number

Policy Number

Insurance Company Address
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L AUM Student Health Seerces
o -;;-PATIENT HIPAA CONSENT FORM

- ":,I understand that I have certain nghts o pnvacy regardmo my protected heaith mformatlon These

; rights are given to.me under the-Health Insurance Portabdlty and Accountability Act of 1996 .

. (HIPAA).T understand that by signing this consmt] authonze you to nsé and dlsc]ose my protected
hea]th mformatlon to cany out:: e T e _ S L

- Treatment (mcludmg dlrect or 1nd1rect treatment by other healthcara prowders mvo]vcd mmy

¢ treatment);
. Obtammg payment from third party payers (e g my insurance company)

= The day—to day hea]thcare oDerattons of your practlce

: Ihave also baen mformad of zmd gwen the right 10 review and secure a COpY of your Summa?ji of z‘he '

i HIPPA Privacy Rule, which céntains a more complete description of the uses and disclosures of my - -

L -protected heéalth information and my rights undér HIPAA 1 understand that you reserve the n ght to. -
ch:mge the terms of thismotice ﬁom time to time and thatI may con Lact you at any timeto obtam the _

o ;most current oopy of ﬂ'llS notme

o I undersmnd that I havﬁ'&ﬂjﬁ noht to raquast resirictions on how my protected hea]th formation 15

- r;RElatlons}np to Patlmt

~used and dzsclosed to carry out treatmem _payrnent and health care operations, but that you are not
- Tequired 1o agree to these Teques Lfid, restrictions. H owever, it you do agrae youare the*x bound to ‘

Co—nply wnh this reshouop

. ‘I Imderstemd that I may re voke ﬂ’llS consert, in W_L_Tlg, at. BIJ}’ time. Hor WEVEL, aIry use o1 d1so]osue
that occtmad prior 1o the date I revoke this consent is not. auECIBd : o
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AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

;
Name: %\51 nn M i MM . . Date of Birth: Lo~ 106 12 2

Release of Ihformation

[L]’l/authorize the release of information including the diagnosis, records;
. examination rendered to me and claims information. This information may be released

to:

[Fspouse IMarthawd WA e gl

[ ] 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 [y cell Number: /%E%‘*i)q% 21239
If unable to reach me: | '
[ ] you may leave a detailed message

J&]/ﬁlease leave a message asking me to return your call

[]

The best Ume to reach me is (day) !

1515 = (Y00
between (fime)

¢

Signed: MA {M/W"—“ {\vfi/ I J%Q  pate 13K T

Revised 2/14



. AUM .STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

)

kN ' ,{' ! ,
Patient Name \D VO /qﬁv”%&% %;C Jl” Date of Birth |2 /06 /] 2

(74

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.

Paviil ent

T 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 counsent 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.

L Wode w00 N e
Ao Maelull |2~ 1§ 7

Signature of Patient Date of Signature

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



