AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: :/,g )/20 T‘) Are you an AUM Studept‘? \QE} NO Student ID # 0082 “ 06‘ 3

P

Name: <T \ QF L@{) ‘ :
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Sex (P]Base Circle): Ma]ej Female
Primary Physician: City: Phone #:
Patient’s Emp]oyér: Work #
Parent’s o‘r Spouse’s Name (Circ]é which) Phomne #

Work #

Parent’s or Spouse’s Employer:

Emergency Contact: Relationship: _Phone #:

How did you hear about the Clinic? Friend 0 Faculty/Staff L Orientation Othef' :

INSURANCE INFORMATION : I

Do you have health insurance? &ES} NO .
Ifyes, please give your ¢ard to the receptlomst in order for a copy to be made for
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AUN STUDERT BEALTH CENTER
7+ CONSENT FOR SERVICESFORM

Patient Name 6(;\\ | HOVW %f LQ ¢ . Date of Burth i/z_g_ /_(_‘(/7_[( ‘{f\

General Consent for Treatment

T request and authorize health care services by my provider and histher designees(s) as my
provider may deem advisable and 1o my best mterest. This may mnclude routine diagnostic,
laboraiory procedures and medicafion admimstration.

T vnderstand that excluding emergency or extraordimary circumstances, no substaniial procedure
wwill be performed without providing me an opporiumnity to give me 1nformed consent for that
“QTOCEHE“E_ Tnformed consert means T__h.a_t the medical-provader oSt d_gdogg ot omto-x TO me

including benefris and 11sks of a parficular PIDuEdU._ﬁ and/or freatment

Payvment

T amesponsible Tor all bills mowred a2t the Stodent Health Cemier. Payment 15 dus 21 the ime
+hai services are rendered 1mless proT arrangemenis have been made

7 haveread the consent form, or it has ba:x read 10 me, 2nd I am satistied thai 1

u:ad El’ld its contents. My qnestions have been answersd 1o my sabsiachon.

Gi ML ) s eag

o

Signatre of Pabent ) o ‘
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Signzaoe of Legal Repressutaiive (31 patient nasble 1o sign)

Relationship to Patient



AUM Student Health Services -
PATIENT HIPAA CONSENT FORM N

1 understand that I have certain rights to privacy regarding my protected. health information. These
rights are givén to me under the Health Insurance Portability and Accountability Act of 1996

(HIPAA). T 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 i 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. 1 understand that you reserve the right to
change the terms of this notice from time to time and that I may cdntact you at anty time to obtain the

most current copy of this notice.

1 understand that I have the right to request restrictions on how my protected health information is
used and disclosed to carry out treatment, payynent and health care operations, but that you are not
required to agree to these requested restrictions. However, if you do agres, you are then bound to

comply with this restriction.

1 understand that 1 may revoke this tconsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent 1s not aifected.

Signed this g \ 7 | dayof \A 0\/ 20 IW
Print Patient Name 6( | \” 0\ | 04,
Signature G{ l H 9')/7%/ L % Q

Relationship to Patient
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