AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: /-9-/8 Are you an AUM student? YES §I0° Student ID #
Name: Zg/ﬁ'/'&/( p@ 44 >/ lOM

Social Security Number: #26-25- /2¢ / BirthDate_ //= /35— "1/

Local Phone—Number:—é%—d——&&@——é‘;‘—g—@——,&]tem

’

I

Local Address;__ 2040 Coosa_ Mive— /@( BoxNumber_ % ;

City: O&xféuz/ le State: %}/ . Zip Code: 340 22 |
Permanent Address:__ 29 40 Coosa /Q/ o /&aa( .
City: 0@12/,_ / é ‘ State: % / . Zip Code: 360 &

Marital Status (Please Circle): Sing[eivorced Widowed Other

Sex (Please Circle) Male Female

Primary Physician: .5;@4/44',’ éé City: _Méwrﬂ/t Phone#_ Sé& 7 - 7,? 50

Patient’s Employer: /4/0, aﬁg oW Work #C }

, , - 734
Parent’s orame (Circle which) S 'ﬁp/\a:o\/ e /C);w« Phone #: g 5_0 - '70/}
Parent’s or Spouse’s Employer;_ £ /e re éw/ {/ ‘ Work#: s 7 —// 90

Emergency Contact: S /‘ :f/oha,u Z Relationship: w/& ' Phone #:_ 350 - 79/ Z

How did you hear about the Clinic? Friend o Faculty/Staff U Orientation WOther

_~JNSURANCE INFORMATION

Do you have health msurance‘7(/YES) NO
If yes, please give your card to the receptionist in order for a copy to be made for
your chart.

Insurance Company B/é &85 " Name on Card lg 90{ Y 0// ID @\w“
Policy Number SC¥ ZSéﬁﬂg ézg Group Number__ 600 S—2

Insurance Company Address__ 450 /g Ve, r@buxs[ )ﬂar A wau

_&g A M/Walta»/l /4/&4«/\4@. 35 2 ('/‘L/

Reviscd
3



AUM Student Health Services’ A
PATIENT HIPAA CONSENT FORM

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

I understand that I have the right to request restrickdons on how my protected health information is
used and disclosed to carry out treatment,.pgyment 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. '

I understand that I may revoke thi8 consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date ] revoke this consent is not affected.

Signed this A day of_Jow 20 (3 .

~

Print Patient Name o&
Lot P
Signature

Relationship to Patient

Revised 2/14



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: M/'QZL }D Dﬂw/ Date of Birth //_/ 1S/ 7/

Release of Information

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

Ms/pouse: 5 /l WAM/\A OW

[ ] 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 [}my cell number: (324 )- 330 - 5440

If unable to reach me:
ou 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) between
and times.

Signed: /W/ &/‘/\—/ | ‘

pate: / / 9/ /%




. .AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name /2% /V\/L* Date of Birth//_//%/ 7/

—(eneral 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.

1 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.

Z//aﬂu /1 21 73

Signature of Patient Date of Signature

Signature of Legal Representative (if patient unable to sign) Relationship to Patient
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AUM Student Health Services

Name, ZW_(_QW .

I e .. Date of Birth
PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following? .
Heart/Lungs * 1 Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
pAsthma OCeliacDisease . D Anemia O Difficult infubation OChlamydia
OHeart Disease (valve, Dirritable Bowel Syndrome DiBleeding Disorders CMalignanthyperthermia OGenitalHerpes
vessel, theumatic, elc.) [1Stomach/Duodenal Ulcers DBlo?d Clots/Clotting OpNauseaor OGenilal Warls
OHeart Murmur . - ) Disorders OPost |
DUlcerative Colitis/Crohn’s Vomiting (PONV) OGonorthea
DOHighBloodPressure OOtherLiver, Stomach, or OCancer oHEY
OHigh Cholesterol Bowel Disease O Radiation Therapy
0 Pneurnonia - DOther STD
Neurological Orthopedics : -
Endocrine DO Concussions nAﬁhfﬂlS OB/GYN History
P DmeBrdenBo:m |:I endeclumy
ODiabetes OiMigraines/Severe App OPregnancies#:
OPolycysticOvary Headaches OAdenoideciomy
Sjm’ y (PCOS) O Multiple Sclerosis Iofectious Discases OEarTubes Exercise History
I OMuscular Dystrophy O Chickenpox/Varicella OGalibladder Removal
OThyroid Disorder OHepatitisType: & DLack of exercise
O Stroke/TIA epatiis 1ype: OKnee ACLRepair
OHIV Infection L R DExercisingregularly
Kidney Mental Heal
DOChronic Kidney or cotal Health O Infectious Moronucleosis | DKneeArthroscopy Moderate Exercising
Bladder Dissase DADHD O Malaria L R Walking briskly, water aerobics, etc.
tIRidney Siones DAlcohol Abuse Eivtumps [0r nanltansplan. L l§tessthan3timesperweek——
: a(Eating Disorder) | O Tuberculosis DOvarian Cyst Removal mre times perweek
Ears/Eyes/Nose/Throat DAnxiety Disorder . OSplenectomy .
o OTyphoid Fever : Strenuous Exercising
OChronicSinus Infections O Bulimia (Eating Disorder) OTonsillectomy Ruurming, suimming aps, elc.
0 Depression ; DOWeight Loss Surgery o L
DEye Disorders (other than Skin . Dlessthan 3timesperweek
glagsesor contacls) O Drug Dependency OEczema OOtherPriorSurgeries
OHearingLoss OOther Mental Health o 03 ormoretimes perweek
. Problems DPsoriasis
DONasal Allergies/Hayfever
DOHives

Allergies

OtherHistory
[ previous Hospitalizations

Have you ever had anallergic reactign? [ Yes E{No
MedicationAllergies: v

Food Allergies: ARG

[JOTHERHealthProblems .

dther Allergies (latex, bee stings, etc.):

DoEsYOURmﬂ\&tEDIATBFAI\m..YhaVean'of thei’ollowm ? C] Adopted (Family history unknown

G e e e e R e R R e G s e e
Alcohohsm
HrRlooHECloClotin Disordersini pis B s S L) i i z

5 Breast :

S| Colon it e N .
3| Melanoma

_Om‘é‘r‘CﬁT:'e_rs‘(ETéh )

Hi gh Blood Pressure

I O T e
Mental lliness

ﬂistr-a -Q‘L..n-;f L 7 i v e ]
Sudden Cardiac Arresl undera ge 50

m L ..;..ml’

AR e B

‘@W
R e BT I N o e T e o

Parent Deceased




‘Whatjsyour gender? ‘What isyour sexual orientation?
[J remale _ BHeter/osemml (Straight)

me ) [JGayorleskian

) Trensgender - D pisexml ... . -

Clother Ooter
AbuseHistory .

Asviolence is 2 problem in many families, we ask these questions to ALL patients.

| Verbal Abuse 0 ves EN/D" )
Physicatabse————FYes- BNlo—<
Sexual Abuse 0 Yes
DrugHistory
Do youtake recreational drogs? Oyes Plno
How much? How often What type? Marljuana Cocaine Meth Heroine Spice Other, '
Sexua] History )

Sexually sctive?

S} No [ Notcurrently
partners [ Male Female [ Both

Birth Control/Proiection - Pleasecircle:
Abstinence  Birth Control Pills CervicalCap Condomn Diaphragm implant Injection WD Paich

Post-menopausa] Rhythm Spermicide Sponge' Surgical VaginalCondém Withdrawal Othersee conomenis None
. normal  Abnormal (Grele)

1ast Menstrual Cycle iast PAP
Commenis: :
Tobacco Use History - .
i Alcohol Use History
Ocurrenteveryday
[ Currentevery day
Ocurrent some as
O current some days
Y00 former sToler
[3 Formerditer
| Hesvy tobacco smoker
: O Heavy drinker
[ 1iighttobaccosmoker
[ social drinker
] Neversmoker
) {1 never drinks
[ passive smoker-neversmoked Pleasecircle;
Pleasecircle: -
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liquor
Packs/day: 025 05 1 1.5 2 3 Drinks/day: 025 05 1 15 2 3 4 5
Years: 0s i 2 2 4 5 10 Years: 0.5 i1 22 4 5 10
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- AUM STUDENT I—IEALTH CENTER
TRAVEL HEALTH I—HSTORY

Date / C{ /{) Name %y//&/V

What is the reason for your visit today e ,‘A)g\ ‘/ 1005
List allergies you have to medlcmes foods or 1od1ne /{/ﬂz\/ <

List any med1cat10ns or drugs you are currently taking (this would include herbal and over-

the-counter as well as prescription drugs) o~ &

- Stomach/Gastrointestinal dlsease e e s ot e e

o2

Gl ) o

Have you had any of the followmg (c1rcle if this apphes to you;):
Heart disease
Kidney disease

Diabetes/sugar
Are you immunocompromised? (Is there a problem with your immune system) Yes No i
Thymus disorder ( Myasthenia gravis, thymoma thymectomy)

Spleen removed

Transplant recipient

Cirrhosis of the liver

Cancer

HIV

How often do you drink beer, wine, wine cooler, or liquor? (Please circle)

Never [(Rarely/ 1-2 times a week / 3-4 times a week / 5 or more times a week

Where are you going on your trip? /ﬂw,, o }Q R
How long is your trip? Months__ 77 Days ¢
When are you leaving on your trip? o (15
- FOR FEMALES,ONLY
. Date of your last period? Have you had a hysterectomy? YES NO
Are you currently pregnant? YES N@»:
What is your due date?
. Do you plan to become pregnant in the next 3 months? YES NO
Are you breastfeeding? YES NO

(Adopted by NCC 7/08)
Revised2/11)






