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4 7 3 Q’w MEDICAL INFORMATION FORM
AUBURN UNIVERSITY -

(CONFIDENTIAL) ) ) B

MEDICAL LEGAL DOCUMENT — Property of Auburn University, Medical Clinic.%lnfomlation may not Bereleaged to a third

proper acceptable authorization is furnished to the Medical Clinic. This release must comply with State an ral’

Incomplete or inaccurate informatior may delay your clearance, cancel your registration, or cause improper decisions of your
care, ‘

349

BEFORE YOU MAIL THIS FORM, be sure to COMPLETE BOTEH PAGES...Sign...Have one of your Parents/Guardians Sign

MAIL, FAX or E-Mail TO; Auburn University Medical Clinic Phone: (334) 844-4416
ATTN: Medical Records Fax:  (334)528-6780

- 400 Lew Morrison Drive E-Mail: aumemedrecords@eame.org
wa Auburn University, AL 36849-5349

JENERA] ORMATION

\ | a0H4sle
Name: gom T(Q L\ou\c. Socidl Scourity # - -
Last First T Middle AU User ID/GID _ { ZA ~
- f ",
Home Address; Vo W G Xine (e T lao fon 2203 Student’s Cell Phone: ( q > Of 3/

City: Kl@l%l&_u P g(’; . State:; : Hb\ 12(?' Zip: [P(b! 940
Date of Birth; 'ﬁ_’,lg / 07 ,_{ 7? 7 Sex (circle one} @ F /\nbujrn Email Address:
Emergency Contact — Name: _Clu_&umgé 29«5/} Relatiioxtship:_[hﬁé@f ‘ .
Telephone fis Hom:(ﬁ'lé )- [300h)-_Gea7 work: (Jo& 5477 - ctif CELLULAR: (48 6 - 13d0 . h1%b07
Address: Y X?&aﬁm (HuBes - dllotq
Street/P.0. Box 2,20 City { State | Zip
bl /} [ -\'_(P

Authorization for medical clinic to treat a minor student (mder 19 years of age): 4. i ‘ : Qu @«_ﬂqﬁ[ Zovw.q

} [ (Sign::aturc of parent or leg:\l]guardian) r
List Alergies to medication or other items ] N ‘ )

Student Starting School: 7 O

Semester Year

REQUIRED: '

{.  TUBERCULIN SKIN TEST (PPD): This is required within six (6) months prior to the first day of elass of the semester you enter school. Having a chest x-ray is

NOT an acceptable alternative unless otherwise stated in Appendix A. Anyone with a new or previous positive PPD fest, please refer to Appendix A on this form
concerning Tuberculosis protocol. ’ :

Date PPD given: 08[o 9 ! ! 6 Date results read (must be no earlier than 48 hours dnd 1o Iater than 72 hours):___ & &/ o / ol

Results of PPD (MUST BE DOCUMENTED IN MM ~ NO EXCEPTIONSY) 5 Y min PLEASE, DO NOT WRI ‘{kﬁﬁﬁﬂ%
Documentation / Evaluation

M.D. Printed Name T i sd

&

T

| TN
M.D, Signature ; 7_‘?&3’@%‘
/ b i 2y Q&\\\‘
. i U S
REQUIRED: A copy of an immunization record with your MMRs documented will be acceptable. ‘ -
; /‘4.1/
2. MEASLES: Measles vaceind, L?ve, Attennated IS required if harg after 1957, Last dose must he sinee 1980, &
Date__oy [ o¢ Wb /s 11206 Type (eitcle): MMR MR M &

M.D. Printed Name :r“\} oy H‘-N{\ﬁ\ ‘
; W o
M.D. Signature E :

hY )
***(OPTIONAL)**‘{***(OPT.IONAL)******(OPTIONAL)*******(OPTION AL)# % vk

3. Tetanus Toxid ~ Date of fast series or booster 4. M

ing al Meningltis Vaccine ~ Date,

5. Heputitis B Series - Dates of Series

In the event this documentation is not easily obtainable, all of the above services can be provided at the Auburn University Medical Clinic for a fee
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-Who s the poliay holder?

Auburn University Mediéa! Clinic
400 Lem Morrison Dirive
Auburn University, AL 36849-5349

TELEPHONE: (334) 844-4416 FAX: (334) 528-6780 E-Mail: aumemedrecords@eame.org
Hours of Operation: Monday —Friday 8 a.m, ~ 6 p.m.
Except Thursday 9 a.m. — 6.p.m,
Saturday 8 a.m. — 12 p.m.
(Hours Subject to Change)

WWW.AUBURN.EDU/MEDICAL

INSURANCE INFORMATION

What is the name of your insurance company? :
Subscriber# Group # ! Plan#
What is your insurance company’s claims add

Gender: (circleone) M F
DOB of Policy Halder

What is your refationship to the policy holder?

Does your plan require a co-payment? - If's0, how much?

What are the limits (age, fall time status, atc.) on the policy for your coverage as a student?

Does your plan provide for “out of area” coverage for you? . DoES yOUE plan provide prescription benefits?

Please attach a legible copy of the front and baek of your insurance card. If yotil have more than one insurance coverage, please
provide both clearly stating which is primary and which is secondary, We will also need each policy holder’s name, date of birth,
gender and relationship to file the secondary (nsurance. i

!

BILLING INFORMATION

FPatient's Relationship to billing Person(s):  Sclf &( Spouse [] Child (] Other (N

Name of Billing Person(s): ;\tel\w Q‘”\.Q
{First) (Middle) (La}t)

Telephone #s Home: (_‘_{‘2&_) 124 ’07L -ﬁéo ? Work: ¢$ {7 - [7-,2107217 - Qév? Cellular: ( )- -
Address: Fan/‘}&m fgu Wan \:)r:\ Xao (?u 7% hoo /.Gu l"fi}; Xlk‘h% YGAQ;; HVI IZQ! [P{F{N‘o

($reet / P.0. Box) 3201 (City) (State) (Zip)

T hereby authorize Aubum University Medical Clinic (AUMC) to releass information from my medical records as may be required or requested by my
insurance company, employer, or any other persons liable to AUMC for payment of all or pait of the charges pertaining to my office visits. I also authorize
AUMC to act as my agent when filing insurance claims on my behalf. T directly ussign'to AUMC all insurance benefits and agree that any benefits
payments sent to me will be promply forwarded to AUMC. [ understand that I am responsible for all charges incurred at the Auburn University Medical
Clinic regardless of the degree to which my insurance covers the services rendered. ) .

Billing Disclosure - If I have insurance, | understand balances will be filed with insurance!companics under most circumstances. Ttems not fully paid or
otherwise accounted for by an insurance company will be billed to me or my designated responsible party.  After a period of time, uncollected balances may
be collected through a collection agency including any additional costs related to the collection process. Holds may be placed on my registration/graduation.
Any outstanding balances are my responsibility. If any cheeks are returncd, there will be a “returned check” fee assessed for a minimum of $30.00
and I may he referred to the “Worthless Check Unit” at the Lee County District Attorney’s Office. Failure to comply by these financial policies
and/or recurving instances of colleetion activity could result in dismissal from the practic;’e.

t

Lunderstand that some or alf of my expenses at Aubum University Medical Clinic may not be tovered by my health insurance. | understand and agree fo
pay all co-pays at the time of service. | also understand that after 60 days, any patient AND/OR insurance balance becomes my responsibility, You agree, in
order for us o service your account or to collect monies you may owe, AUMC and/or our agerits may contact you by telephone at any telephone number
associated with your account, including wireless telephione numbers, which could result in charges to you. We may also cantact you by sending text
messages or emails, using any email address you provide to us. Methods of contact may include using prerecorded/artificial voice messages and/or use of
automatic dialing devices, as applicable. If I choose to decline signing this document, | understand that a hold will be placed on my records for Graduation or
Registration until all balances are paid in full. 1agree that this agreement pertains to all visits to the Auburn University Medical Clinic. 1 acknowledge and
understand that at all times 1 can receive a copy of my patient rights and responsibilities along with a privacy notice on the clinic's website and the
paticat portal. If [ do not have internet access, I can receive a printed copy of the patlent rights and responsibilities and privacy notice at the clinic,

‘(f%\ ff’\,;(&}ib, 43"’“'01/ X\‘Q_ Lawa/\r/ 7/\91,[ A?/\%/

PATIENT SIGNATURE | DATE
Form: CL-PC-32 Revised 04/13
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Immunization Record for JIEHANG SONG

Immunization Type Immunization Order Date Medication ‘ Funding | Comment
HPV #1 HPV9 (90651) 2/7/2017 3:29 PM | Gardasil 9 Private

HPV #2 HPV9 (90651) 34420/ 2017 1:3%9 | Gardasil 9 Private

Human zall’"'oma"'rus 9-valent HPV9 (90651) 2/7/2017 3:29 PM | Gardasil 9 Private

Human Papillomavirus 9-valent 4/20/2017 1:39 : :

vaccine #3 HPV9 (90651) PM Gardasit 9 Private

TdaP (7 years and up) 2’5157[)1(57) years and up) l%‘l%4/14/2016 1:14 QcéaGc/e(l), 55~2-15.5LF~ Private

01/04/2018 03:25 pm Allscripts Page 1/1




Sﬁﬁ’@eﬁiﬁg Qheckﬁﬁgt PATIENT NAME

DATE OF BIRTH __/ _______

for Contraindications S -
to Vaccines for Adulis /

For patxents The following questions will help us determine which vaccines you may be given today. Ifyou
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

os N don't
7 ° know

1. Are you sick today? OJ v O

2. Do you have allergies to medications, food, a vaccine component, or latex? O O ‘B/

3. Have you ever had a serious reaction after receiving a vaccination? O \LJ ]

4, Do you have a long-term health problem with heart disease, lung disease, asthma, 0 B/
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? :

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? [ '/

6. In the past 3 months, have you taken medications that affect your immune system, _ /
such as-prednisone, other steroids,_or anticancer drugs; drugs for the treatrment of l 1 L
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?

7. Have you had a seizure or a brain or other nervous system problem? U E_;_I/ J

8. During the past year, have you received a transfusion of blood or blood products, E /
or-been gi\/::xn immx|_ne_(_g,a_m,ma,)_g,|o,b,u,[im,or an_antiviral rirljg;’ D D D

9. Forwomen: Are you pregnant or is there a chance you could become pregnant o O .
during the next month?
10. Have you received any vaccinations in the past 4 weeks? & O ™
: P
FORM COMPLETED BY \SIQH/‘AVH()}I Cond) DATE (3/( I\ )028
4
FORM REVIEWED BY 1 (\/ / DATE
Did you bring your immunization record card with you? yes (1 no E

It is important for you to have a personal record of your vaccinations. If you don't have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.

immunization
action coalition

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota » 651-647-9009 - www.immunize.org - wwwaccineinformation.org
www.immunize.org/catg.d/pd065.pdf « itern #P4065 (10/16)

immunize.



