o o
UM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Dete: /-3 =/, _Areyovan AUM suudent? YES {O) StudentID #

Name: Ol'lf\l\} (’f_ph// M“l A ) ,
Social Security Number: 57l ‘&6’"?5’ 317 Birth Date /U o e 75

Local Phone Number;_254( - 59 ‘ ,_-rcré i Alternate Number:

Local Address: 25/7 WO 7L /D Box Number, |

City: MoAJ';../-w-;; se: A— | Zip Code: 74 / ﬂ‘?
Permanent Address: SA'M & A”S A”’;é VE r‘
City: | State: Zip Code:

) Meamed Divorced Widowed Other

Maritz] Status (Please Gircle), Sing]
s o o -

Sex (P]ejasa Circ]e)@ " Femazle

Primery Physician: Haseld (oY~ city: Moab uneny  Phoves:

Patient’s Employer A‘DA‘W‘S LAt Ha}ﬂ s Work#: 33Y- G o vC 7%
DT Spouse’s Name {L,m:]r: which) nfv\ A’T(wr‘ 5 Phone & 3? ‘{ ﬂ0$.7- 3('{ &5
Parent’s or Spouse’s Employer: >lm Y 'L\G'ﬂ CCJq{w’h i citie 4 'Zgg 4}3/

; A , e
Emergency Contact: ’S}‘ e A’ﬂ(ﬂlm p) Relationship: f@//;‘(’/ Phone #: 657‘ g({ &S

How did you hear about the Climic? Friend o Faculty/Staff U orientation 1 Other_

)

| % INSURANCE INFORMATION J

Do you have health insurance? YES NO .
If yes, please give your card to the receptionist m order for a copy to bem

vour chart.

-

" Name on Card

" Ipsurapce Company
b Policy Numb er\ /(pNumber

R

Insurance Company Adds
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813



AUN STUDENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Chartstaplber Adnon s vaeotsin ly19175

General Consent for Treatment

Patient Name

1 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.

T 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 1isks of a particular procedure and/or treatment.

. Pavment

1 am responsible for all bills incurred at the Student Health Center. Payment is due at the time

that services are rendered umless prior arrangements have been made.

1 have read the consent form, or it has been read to me, and 1 am satisfied thai 1
understand its contents. IVly questions have been answered to my satisfaction.

-

UreofPetemt -

Signati Date of Signature

Signanre of Legal Representative (if patient unable 1o sign) Relationship to Patient




M

AUM Student Health Semces
PATIEN T EIPAA CON SENT FORM

By I undcrstand that I have certam nghts to pnvacy l’cgardmo my protccted Yl th > fGrmatmn Thesc L
“ rights are given to me under the-Health Insurance Portability and Accountzbility Act of 1996 :

: (HIPAA).T understand that by signing this conscnt] auﬂtonz,c you to use and chsc]osc my protected
hca]th mformat:on to carry out:- ; o :

= Trcahncnt (mcludmg direct or mdirect trcatmcnt by othcr healthca:c prmndcrs mvo]vcd nmy

treatment);
- Obtaining payment from third party payers (e. g my insurance ccmpany)
~=The day- to—day healthcarc UDCTEIUOHS of your practice.

1 Ihavc a]so bcen informed of and given the right to review and secure a copy cf your Summanz 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 fo.
changc the terms of this notice from fime to time znd that I may contact you at any time to obtam the

© Tmost current coPy of th:s notice.

¥ undcrstand that I haac’ﬂhc Tight 1o request Iestnc‘h 0TS On how oy protected hcalth information is

 used and disclosed to carry out treatment, pgyment and health care operations, but that you are not
- Tequired 1o agree to these requested restrictions. i—T owever, if you do agree, you are ﬂwcn bound to

comply wzth this restriction.

i umdcrstfmd that 1 may Ten voke ﬂlws consent, In wrrmg, at any time. However, any use or G]_SC,] osuTE
that occurred prior to the date 1 revoke this consent is not affected.

: S:gncd thS , S da;y of 3u 20 | (,
7 | Print Pa‘ﬂcm Ol’\ P~ /‘W)W Ai\
| ‘ -Signaturc T = "Z.-—-""""

-chlationShip to Patient

Revised 2/14



m

AUM Student Health Services - |
Medical Information Release Form
(HIPAA Release Form) | » 3

)
8 eﬂ«h

Name: O{’\ rL Mﬁlmx - _Date of Birth: /7 [ 1S
Release of Information | o

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

to:

I1 Spouée ) '
£

[ 1 Child(ren)

[ 1 Other

o=

mnformaﬂon is not to be released o 2nyone.
"This Release of Information will remain in effect until ferminated by me in writing. -

Please call [ ] my hon;le'[] my work B{my cell Number; 3 36/'52/-% ‘5677(}7 |

IT unable to reach me:

[ j you may leave a detailed message

7 .
Mplease leave a message asking me io return your call

1S (day)j/] .:_F ~ between (time) 2_/4#/’ ’J(j/"””?

The bestw
ii,Sigﬁ\Yéd: B e : Date: 7 / /5/ /6

Revised 2/14
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