AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: O{/O{S//ZO{% Are you an AUM student? @§) NO StudentID # b-@"O %S’S{?’%"is
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Permanent Address:

City: . State: Zip Code:

Marital Status (P'Iease Circle): S@JE)’Married Divorced Widowed Other

)
Sex (Please Circle): ~@a}é © Female

Primary Physician: City: Phone #:
Pgﬁg‘nt’s Employer: Work #:
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How did you hear about the Clinic? Friend | Faculty/Staff ™ Orientation - Other_ :

B INSURANCE INFORMATION

Do you have health insurance? YES NO ' :
If yes, please give your card to the receptionist in order for a copy to be made for

your chart.

Insurance Company " Name on Card

Group Number

Policy Number

Insurance Company A(jdljess
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AUM Student Health Services’
PATIENT HIPAA CONSENT FORM

2

T understand that I have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Tunderstand 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

treatmernt);
+ 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 acopy of yourSummary 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.

T understand that I have the right to request 1‘estric‘tions on how my protected health information is
used and disclosed to carry out treatment,.payment 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 thig consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signedthis & dayof :Y(,ffi/m 20_(¥
Print Patient Name
Signature

Relationship to Patient
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INSURANCE INFORMATION ‘l
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your chart.

Insurance Company Name on Card
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AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Nameiﬁe\‘;\m,\,\& C@'V\Q\ Date of Birth _ﬁ/l/ﬁfi7

General Consent for Tr\eatment _

I request and authorize health care services by my provider and his/her designees(s) as my

provider may deeni 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 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.

I 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.

s

C’jw'“?/)f (@g@u(/l CANRIEY

Signature of Patient 4 Date of Signature

i~y

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



AUM Student Health Services
PATIENT HIPAA CONSENT FORM

T understand that I have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). ] understand that by signing this consent | 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.

[ 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 [ may contact you at any time to obtain the
most current copy of this notice.

I understand that | have the right to request restrictions on how my protected health information is
used and disclosed to carry out treatment, payment 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.

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

Signed this 4— day of ,\(‘/W\ 20 i%
Print Patient Name :K?QHL'ML} Q’O NGy
N~
Signature /1&//&@3 é @\9’3
Y 7 (£

Relationship to Patient
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_ AUM Student Health Services
Summary of the HIPAA Privacy Rule

HIPAA s a federal [aw that. gives you rights over your health information andsefs res
and limits'on who can Jook at and receive your health informaton. -

Your Rights

You have the nght fo:
: Ask to see and get a copy of your health records
- Have corrections added to your health information.
- Receive a notice that tells you how your health information may be used and

- shared

- Dedide if you want to give your permission before your heafth mformahon @n bL

" used or shared for ceriain purposes, such as marketing.
- Get @ report on when and why your Heald information was shared for cerizin

PUIpDSES.
-Iryou believe your rights are being denied or your healt mmfmatxon ist being
protected, you can-

-File & complaint with your provider or heslth insurer, or

- FIP z complaint with the U.5. Government

You also have the right to ask your provider or hesith insurer quesnons about you
n’ghls, You also can iearn more about your fights, including how fo file 2 complaint
fom the Web site 2t www.hiis.gov/orr/hipaa/ or by celling 1-856-627-7748.

——~—-————l’”ho‘?V7u5‘t—Fm'z’DW'thvs-taw--
and many umer

- DoCiors, nurses, pharmames hDsp]tals clrnu‘s nmsng hom
<7 healthcare providers.
- Health insurance companies, HVIOs, most employer group health plans.
Certain government programs that pay for healthcre, surh as Memcare ang

Medicaid.
What- Infornﬂaﬁon is Protected?

- Information your doctors nurses,. and other healthcare providers ]DU"C in your

medical record. .

. conversations your doctor has had about your care or Ueatment with nurses and

other healthcare professionals. - '

- Iformation about you in your health Insurer's computer system.

. Biling information about you from your ¢ linic/heafthcare provider.
- Most other health mforma‘mon about you, held by those who must Toilow this law,



“ Summary of the HIPAA Privaey Rule{continued)
Providers and health insurers who are required to follow this law must keepyour
" information private by:

- Teaching the people who work for them how your information may and may not

be used and shared;,
- Taking appropriate and reasonable steps to keep your health information secure.

To make sure that your information Is protected ina way that does not interfere with
your healthcare, your inforrmiagtion can be used and shared: ‘ A

- - For your treatment and care coordination; - -
-To pay doctors and hospitals for your healthcre, o
- With your Tarmily, relatives, friends or others you identfy who are involved with
your healthcare or your healthcare bills, unless you object, -
- To protect the public’s heaith, such as reporting when the fly is In your ares, or

-To make required reporis to the police, such 2s reporiing gunshot wounds.

Your health information cannot be used or shared without your writiess permission
unless this law allows it. For example, without your authorizetion, your proviger
generally cannot:

- Give your information 1o your employer.
-1se or share vour information for marketing or adverising purposes, OF

- Share privare nnres ahout your mental health counseling SeSSIons.
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- AUM Student Health Services
Med/cal‘ /nformatlon Release Form
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