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AUNM STUDENT BEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: I e I \ \o Areyouan AUM.student? YES Student ID #
Name: /\i‘“ ’“\1 \‘\'\dg.o n
Social Security Number: -SS‘\ 1% \A|_ BithDate_ | / b I 70

Local Phone Number:_3M 270 ()[)1 a Alternate Number 334 39K 3\‘1 vk
Local Address: |\ 1 I:Dq a\M - ‘\’\'b Mow Tc Box Number _
ci__Dit- e odd‘tdu staie:_ AL . Zip Code: 31024

Permanent Adg’lress. S o~
City: L State: \L Zip Code: b‘/ '

Marita] Status (Piease Girc]e)::. Sing]ivorced Widowed Other
Sex (Please Circle): Ma]e ' '

anaryPhysmlan B(‘ \ M\'(S | City: Mont. " Phone & Q\L)\’GBW\-'
Patient® sEmp]oyer [N ‘2/0‘»&. X:WL\; B&t\hﬁ\‘ﬂ/ Work#_ 395-Lb9S

Parent’s or Spouse’s Name (Cm:]e which) l\r Oa-n HudSM Phone #: 39 % 02%S
Parent’s or Spouse’s Employer: w L‘Lw DU\.\‘\S\*\-’ Work #: 2)015"“00'5

\ .
Emergency Contact: DW\ \)(V\ASW\ Re]at;onshnp. sguwk, Phone #: 31 0185

How did you hear about the Clinic? Friend O Faculty/Staff O Onentation l]éther £a.§hm Hﬂls WS g

ra e _—~ INSURANCE INFORMATION

Do you have health msuranc:e?@ NO :
If yes, please give your card to the receptlonlst m order for a copy to be made for

your chart.

- s
Insurance Company YV (¢ Lo/v\ \M‘tg 1\5 -00'.Name on Card 1 amm\ \’\"40‘50 n
N . . .
Policy Number S AMDYLY 2 od Group Number ‘
Tnsurance Company Address Po Boex 1LY Ahdi 50 . TY  7sos|-jLa¥

Dlme ¥ 8LLT45- 8744 s D0)-3§7-90177

Revised
813



AUM STUBENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Patient Name /Y‘(m M \b(\d\&m\ | Daeof Bith | AL/ 70 -

General Consent for Treatment

I request and authorize health care services by my provider and his/her designees(s) as my
provider may deemn 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 opporhumity to give me informed consent for that
procedure. Informed consent means that the medical-provider must disclose information to me

including benefits and risks ofa  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 unless prior arrangements have been made.

I have read the consent form, or it has been read 1o me, 2nd I am satisfied that I
understand its contents. My questions have been answered to my satisfaction.

\W 4,0,
: ] Date of Signature

Slgma‘mre ofBatient

P . .
Signature of Legal Representative (if patient unable to sign)

Relationship to Patient



: AUM Student Eer'zilthi Sérxddéé'
o ;%PAT.[ENT HIPAA CONSENT FORM

oy

AT I understand that'.[ have certam nghts to pnvac}’ regardmg my protected heaith mformatlon These i
" . Tights are gifen to.me under the-Health Insurance Portablhty and Accomatabz]ny Actof1996 . R
" «(HIPAA). 1 understand that by signing this consent]authome you to use and dlsc]ose my protccted. R

) ' hea]fh mformatlon to can'y out::

- Treatnent (mcludmg drrect or mdrrcct ﬁ'eatmentby m‘her hea]ﬂacare prowders mvo]ved mmy . '

- ¢ - treatment); -
. Obtammg payment 'Irom thu'd parly payers (e. g my insurance company)

: . The day-to-day hea]thcare overa’aons of your pracbce

" f{have also been mformed of and gwen the right to review and SECure a copy- of your Swnmmy of the

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

L protected health information andmyn ghts under HIPAA. I understand that you réserve the byl ght io.

K3 ‘change the terms of this notice’ ﬁ'orn time to time and T.hat] may contact you at any time'to obtam ’ﬂ’ja o

'. . most cmrent copy of ﬂ]lS notice.

. I understand that I haydf,ﬂje -ncrht to request resmch ons on how my. protected health mforrnatl onis
" used and disclosed to carry out freatment, payment and health care operations, but that you are not
- required 1o agree to these rcqnested, restrictions. However if you do agree you are then bound to ‘

o comp]y with this restriction.

: 'I lmdersrznd “that I may revoke thzs consent, in ‘vmtmg, at any time. However, any use or dlsc]osure
" that occmred prior to the date I revoke this consent is not affected. . .

Signedrbi‘s'\\o' : dayOI Svol/ 70~IL>

Pﬁnt_PaﬁentNarne ' mmq MSM
"Siglla‘ure 4 5 w___—

qRelatmnshrp to Patrent ) SJA\ o

Revised2/14 -




AUM Student Health Services * - ‘. | .

Medical Information Release Form -
(HIPAA Release Form)
Name: l G """] M&D/\ : ._Date of Birth: | 1170

Release of Information

[ 11 authorize the release of mformatxon including the diagnosis, records;
examination rendered to me and claxms mformation This information may be released

tor

[ Spouée Bw\ \‘\M\S"’\ : :

Child(ren) fo\q\nr %N\\\quo_ Z,W,Mm 6"“‘4‘”’3’ Wson
[Mer MO‘H\U’ - \S&MCC £, SJ—mu(, '

[1 Information is not to be released to anyone

This Release of Information will remain in effect until ierminated by me in writing. -

flessages ' -

Please call H/{y home F1my i«mr@ cell Nurnber: Scl\‘s' -2u4¥

IT unable to reach me:

[W¥you may leave a deiailed messége
%" :
[ 1 please leave a message asking me 1o return your call

] - ' . |
The best time to reach me is (day) M’]’W’L—' - between (time)

=;,.Signed: ﬁw\/b\"f"‘" 3} Date:_ %\ / )b b

Revised 2/14



.AUM STUDENT HEALTH CEN _ R
TRAVEL HEALTH HISTORY |

Date -"\ll IL’/.]L; ‘Name . —_‘TaMQﬂ H‘udSD.f\

1. What is the reason for your visit foday HQ,A—, \/a ceap ot by / /m&b aa 7Ll-f'“>~a
2. List allergies you have to medicines, foods or iodine:

3. List any medications or drugs you are currently taking (thls would include herbal and over-
the-counter as well as prescription drugs):  [gestsria , Clonopin / ot helty ~»—<-\ Fremstdof
\ X o\&ew(\), /5\3 w:f‘ul/ y C/lir:'HA (O "M’;L | x AJ—U'}.

4. Have you had any of the fo]lowmg (circle if this apphes to you;):

Heart disease
Kidney disease
-~ Stomach/Gastrointestinal disease-—--=-=- = o
Diabetes/sugar ' :
5. Are you immunocompromised? (Is there a problem with your immune system) iesh Nl
Thymus disorder ( Myasthenia gravis, thymoma thymectomy)
Spleen removed i

Transplant recipient
Cirrhosis of the liver
Cancer
HIV =
6. How ofter ou drink beer, wine, wine cooler, or liquor? (Please circle)
Nevex/ Rarely/ 1-2 times a week / 3-4 times a week / 5 or more times a week
7. Where are you going on your trip? I_l- et

How long is your trip? Months Days () /4 A
9. When are you leaving on your trip? _Q¢ct 14

o0

= . o ]
+ FOR FEMALES,ONLY
A. Date of your last period? wai&() Have you had a hysterectomy? YES NO \/
B. Are you currently pregnant? YES NO
What is your due date?
C. Do you plan to become pregnant in the next 3 months? YES NO_
DEATeonlbreasiiecdineZaE S TSSO BN Za

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






