- AUM STUDENT HEALTH CERNTER

PATIENT INFORMATION (PLEASE PRINT)

Date- Areyouan AUM student? YES @Smdani ID#

Name: } n‘ ,
Social Security Number: 42() LA S LOI 8 Birth Date {‘)’7 / Z/‘) / XI_Q
Local Phone Number: ' Alternate Number: ( 70(0)77§ ‘37? K

Local Address_(95S5 (1 arnmuf Y lame Box Number _ |
City: MDWJFI/\//WLMM Staz. AL | zip code (g [[ L0
Permanent Address: 50/ Q [(, + Ae ; __
ci_ (A PVH’ | staie:_ AT Zip Code: (0§75

T

Memed Divorced Widowed Other

Marital Status (Please Girc]e)_;:. Sing]

Sex ('P]ea:r: Circle): Ma]n * Fgmale

Primary Physician: D@ H\I ' (')IM< o~ C'Iy ‘AL‘QW}]DDE e
L
Patient’s Employer: '6/}4 p‘bé’f {S’n .’“, : Work #:

FPhone #:

Parent’s or Spouse’s Name (Circle which)

Parent’s or Spouse’s Employer: Work #:

Emergency Coniact:ib{ﬁ]_ﬂ_A%AlL Relationship: M Phone #: ( 'Z') 53" 1] [ 5 7{7{3
)ZGT}]BTM

How did you hear zbout the Clinic? Friend 1 Faculty/Staff [ Orientation

L

i INSURANCE INFORMATION B

. Do you have health insurance? YES NO .
If yes, p]ease oive your card to the receptionist m order for a copy to be made for

your chart.

" Name on Card

Insurance Company ~—

% Policy Number

Insurance Company Address

".“-_;

Revised
813



PN . O

AUM Student Health=SerVices ' :
PATIENT HIPAA CONSENT FORM

._rm“n-

1 understand that 1 have certain rights to privacy regarding my proiéctﬁd-hca]th mformation. These
Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protecied

health in_fonnaﬁ on to carry out:

» Treatment (including direct or indirect trcatmcm by other healthcare prowdcrs mvolved in my

treatment);
» Obtaining payment from third party payers (e.g. my insurance company)

- The day-to-day healthcare OPPTanm, of your practice.

1 have also becn mnformed of and given the Tight o review and secure a copy of your Summary of the
i 5IRPA Piivacy Rule ;svhich contain§-amore complete descrition of the ses 250 &iztlgstes of my
. protécted- heatth-information apdmyymghts under HTIPAA ] undarsmnd that you reserve theright to - -
lmi ichanpeiheterms of this nHoticexivbirtimie 10 ttme and that I may contact jOU at any tine to obtain the

most current copy of this notice.

e ¢10; Lomderstend dbat d hasigtheimighitiorequest restrictions onhow my protecied health information is
b svsedemdsdisclosed 1h:narryr guriddeeatment payment and health care cperaiions but thai you PP
-_réauiredio;zpreetothese Tequesia u"ramm;ls__bowcvar iTyou do_agree, you are then bau_d Bie T

cormoply with this restriciion.

.- .1 undersiand that I may revokethistonsent, In writing, at eny time. However, any nse or disclosure

thazt occurred prior to the date 1 revoke this consent is not affecied.

Signed this fZ_o') dey of N JVembic20 (U
Print Patient Name | -EAHK m( ﬂ-I

Signature N\, Tf‘f\v/\,

“Belationship o Patient!” (\( \(/ '

S i

Revised 2/14
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AUM Student Health Services - . -

r\ - . ‘.:,,\

n
i eql'k

Medical Information Release Form

(HIPAA Release Form)

Name: ﬂ”@%ﬂl : -_Date of Birth: ()7 12§} &Q

Release of !nformaﬁon

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

b {2

[ 1Spouse

[ 1 Child(ren)

13 Other

| B

[ 1 Iniormation is noi io be released io anyone.

This Release of Informaiion vgi,l] remzin in €ffect vnill ierminaied by me in writing. -

xa A~

filessgnes
‘-—’I—-l_v R N

Piease call [ ] my hDﬁ-']E‘i] mmy work J my cell Numbef:(7ow>773"37qg/
; — :

17T unable o reach me:

[ J youmay leave a deiailed message

’__‘
[ 1 please leave a message asking me o return your call

- between (time) Z;é} D

[] e
The bestiimetor (day) \ ﬁ‘s DD
 Signed: if ,,j})m S
- : (ﬁ“ W
l

REVEEd 2.’14



™

AUM STUDENT HEALTH CENTER
"~ CONSENT FOR SERVICES FORM

Patient Name —7

"“m H/HVUU _ Date of Birth (J7 / _Z_§ F K -

General Consent for Treatment

T request and authorize health care services by my provider and histher designees(s) 2s my
provider may deem advisable and in my best mterest. This may mclude rowtine diagnostic,

1aboratory procedures and medication admimistration.

1 understand that excluding emergency or extraordinary circumstances, no substantial procedure

~will be performed without providing me an opporiunity 1o give me informed consent for that
procedure. Informed consent means that the medical-provider must disclose nformation o me

including benefits and nsL_S o1 2 particular procedure and/or treatment.

Payment
1 zm tesponsible Tor a1l bills mewred S“uderw‘i Health Center. Payment is due at the ime
angements have been made.

+that services are Tendered 1mless prior ar

i baveread the consent foxm, or it has been read fo me, 2nd 1 2m satisfied that 1
ndes sta:u its conients. My guestions have been answered 1o my satisfaction.

4ﬁm'\/~ IIJLQ /'-(ﬂ
) Date of Signatme

Qb

< ‘ ,
Signznre of Legal Representative (if patient unable 1o sign) Relan DnSl“ﬁ:Ei“EO Patient




Confidential Medical History Form
AUM Student Health Services

—

Namel ey o,

N

A

e o PateicfBipihy

PAST/CURRENT PERSONAﬂ I\IEDICAL ]'ﬁSTORY Have YOU EVER had any of the following?

Heart/Lungs " | Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
OAsthma OCeliacDisease OAnemia O Difficult intubation Dchlamydla
OHeart Disease (valve, Oirritable Bowel Syndrome DBleeding Disorders OMalignant hyperthermia DGenitalHerpes
vessel, rheumatic, etc.) O Stomach/Duodenal Ulcers OBlood Clots/Clotting SostOptia e OGenital Warts
OHeart Murmur Ulcerative Colitis/Crohn’ Disorders )
; OUlcera .lve oliis/Crohn’s CCanoer Vomiting (PONV) OGonorrhea
OHighBloodPressure DOtheergr. Stomach,or O Pseudocholinesterase OHPV
OHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
_ O0ther STD
O Pneurmonia Neurological Orthopedics OSpinal headache :
Endocrine OConcussions CIArthritis Surgical History OB/GYN History
: : - 0O Endometriosis
OAdrenal Disorders ghcﬂgnva5|;:1ss/Setzures S — B O Appendectomy
ODiabetes s e . DPregnancies#:
DPolycysthvary Headaches DAdBnoldeCtOmy
O Multiple Sclerosis Infectious Diseases OEarTubes Sz
Syndrome (PCOS) ! . Exercise History
s OMuscular Dystrophy O Chickenpox/Varicella O Gallbladder Removal
OThyroid Disorder OHepatitis Type: OLack of exercise
O Stroke/TIA P P OKnee ACL Repair
: DOHIV Infection L R OExercisingregularly
i Mental Health . 3
OChronic Kidney or O Infectious Mononucleosis DOKneeArthroscopy Moderate Exercising
Bladder Disease OADHD O Malaria L5 R Walking briskly, water aerobics, efc.
~ 1 OKidney Stones QAleohol Abuse —[EMumps OQiganTransplant Stessthan3timesperweek
D Anorexia (Eati i . O Ovarian Cyst Removal
s e.x:a(. gimg Uitevder) O Tuberculosis Sol O3 ormoretimes perweek
Ears/Eyes/Nose/Throat O Anxiety Disorder : DO Splenectomy :
OTyphoid Fever i Strenuous Exercising
OChronic SinusInfections O Bulimia (Eating Disorder) OTonsillectomy i XErC
: unning, swimming laps, etc.
DEVe Disorders (ather O Depression : O Weight Loss Surgery .
ye Disorders (o i Skin . ; DOlLessthan3times perweek
glasses or contacts) O Drug Dependency e OOtherPriorSurgeries
OHearingLoss OOther Mental Health " D3 ormoretimes perweek
Problems DPsoriasis
DONasal Allergies/Hayfever
OHives

Allergies

Other History

[ previous Hospitalizations

Have you ever had an allergic reaction? [ Yes %o

MedicationAllergies:

Food Allergies:

[JOTHERHealthProblems :

Dther Allergies (latex, bee stings, etc.):

Does YOUR IMMEDIATE FAMILY have any of the following?

[] Adopted (Family history unknown)

Alcoholism

lood:Clots/Clotting Disorders

Breast

Colon

Melanoma

Other Cancers (List Type)

Sudden Cardiac Arrest (under age 50)

‘Other (Please explain)

Parent Deceased




%male

™\

Whatisyourgender?

gh} is your sexual orientation?

Heterosexual (Straight)

Verbal Abuse
Physical Abuse
Sexual Abuse

O Yes %o
O Yes No

0 Yes 9/(0

O male O Gayorlesbian
O Transgender [ Bisexual
[Jother Ol other
Abuse History

As violence is a problem in many families, we ask these questions to ALL patients.

DrugHistory
Do you take recreational drugs? [ ves No
How much? How often

What type? Marijusna Cocaine Meth Heroine Spice Other

—-——Pleasecircle;— —- —-——

Sexual History

Sexually active? Olyves CIno [ Not currently

Partners [ Male [Female [Both

Birth Control/Protection -Pleasecircle:

Abstinence Birth ControlPills CervicalCap Condom Diaphragm Implant Injection IUD Patch

Post-menopausal Rhythm Spermicide Sponge Surgical VaginalCondom Withdrawal Otherseecomments None

U Heavy tobacco smoker

Last Menstrual Cycle Last PAP Normal Abnormal (Circle)
Comments:
Tobacco Use Histo
44 Alcohol Use History
OJ Currenteveryday
] Currentevery day
[ current some as
[ current some days
[ Former smoker

[ Former dinter

= Heavy drinker

B el T (e . Sk
= "'h‘ttO‘bBLLD::mum:r

I Neversmoker

[[] passive smoker- neversmoked

Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew
Packs/day: 0.25 @50 Th S 2 3

Years: 0.5 1 2 2. % ‘B 40

[ social drinker
[ Never drinks

Pleasecircle:

Type used: Beer Wine Liquor

Drinks/day: 0.25 G5l 152053 4 5

Years: 0.5 1 2.2 4 5 10




