AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: O 1/05/ 21§ Areyouan AUM student? YES NO  Student ID # S’ 73U
=

Name:__/8AM . SHPIVAR DAAN
Social Security Number: .Birth Date’ Or%/ 1€ / 195

Local Phone Number: "2 $Z, - LD - D7 L'{Q\ Alternate Number:

Local Address: (9 [ IH L\/%Mﬁ»lw Sl Box Number
Ay ey’ BBV State: ,4/(/1,'/,—(14-,4/\0( Zip Code: 36] { Z

City:
Permanent Address: [, Alp- §-T -1 1€, F . Ne é} Mall ,;'/(a»%;"w'm ﬂ/mﬁ/

City: H/Y/;éz:ﬂza L Stat&wm Zip Code:500nL6
Marital Status (Please Circ]e):@ Married Divorced Widowed Other

Sex (Please Circle):{ @alé‘) Female

Primary Physician: City:

Phone #:

Work #:

Patient’s Employer:
@r Spouse’s Name (Circle which)Pm_ P Adm énu,‘:;z i 1 NPhone #: 4+ L5 L5250 §L7

Work #:

Parent’s or Spouse’s Employer:
Emergency Contact: P2 [/ R yAROH A, Relationship: Sg@:ﬂ@ Phone#: 408 -3 7-REIE

How did you hear about the Clinic? Friend u Faculty/Staff @/Orientation U Other

( INSURANCE INFORMATION 1

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.

Name on Card

Insurance Company

Policy Number Group Number

Insurance Company Address

Revised
B8/13



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

g
Patient Name /Ds'//;).;Q,s:{pV\ (5[‘1;2[(/;%3/2 D4 #AJ Date of Birth 6% /1&6/ 1995

General Consent for Treatment

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

provider may deem 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

] 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 satistied that I

1017

~understand its contents- My questions-have-been-answered-to-my-satisfaction:

W ol | 05 1201 &

Signature of Patient Date of Signature

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



AUM Student Health Services
PATIENT HIPAA CONSENT FORM

I 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). I 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 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.

[ 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.

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

#

. o -7
~=day-of ==/ q ey

Signed-this =&~

Print Patient Name /D VA 2AM SH/ZH/;‘/—}-E DES ELN

Signature Q,f%;/b/;;

T

Relationship to Patient j(y L/
ia

Revised 2/14



S - ) AUM_S’cudentH_eaiﬂ].Sex;vices
- Summary of the BIPAA Privacy Rule

HIPAA Ts a Terleral faw that:gives you rights over your health information and sets rul
and limits on who can Jook at and receive your health informaton.

. Your Rights

You have the nght to:-
: 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 informiation may be us_d and

“shared. :
- Dedde i you want 1o give your permission before your heafth mfonnahon @n bD

" used or shared for certain purposes, such as markeing. -
- Get @ report on when and wiy your feali information was shared for certain

pUIPDSES.
-Tryou believe your rights are being denied or your health mwrma‘uon ST being

protected, you can:
- Fle 3 complaint with your provider or heslih insurer, or

: -FIP 2 complaint with the U5, Government

You Biso have the right o ask your provider or hesith insurer uesions about your
2 complamt

gh5 You also £an ieam more about your Hghts, including how fo file
5 }13)' Gu]ri "256 527 _—7An

fom The Web site 3t www.hhis.gov/ocor/hipas/

- oSt Fofiow ths taw?
- Dociors, nurses, phamames hDSp]BlS chnics, nwsmg hon and many other
“*= 7T helthcare providers. - T e
- Health insurance ccmoames HMOs, most employer group health plans.
- Ceriain government programs that pay or healthare, such as Memcarn and
Medicaid. . ,

Wbaf Infonﬁ artion Is Protected?

- Teformation your doctors nurses,. and other healthcare prowders pu*t n your

medical record.

- Gonversations your doctor has had about your care or treatment with nurses and
other healthcare professionals. - )
. Iformation about you in your health insurer's computer System.

. Biting information about you from your clinic/healthcare provider.
- Most .other health mrormahon about you, held by those who must Follow this law.



—=Giveyourinformaion o-youremployer

. " Summary of the HIPAA Privacy Ruje {continued)

Providers and health insurers who are required o follow this law must keepyour

- information private by:

- Teaching the people who work for them how your information may 2nd may not

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

To miake sure that your information Is protected ina way that does not interfere with

your healthcare, your information can be used and shared:

"~ - For your tregtment and care coordination; S

-To pay doctors and hospitals for your healthcare, o

- With your family, relatives, friends or others you ideniify who are involved with
your heatthcare or your healthcare bills, unless you objedt, :

- To protect the public’s heafth, such as reporing when the flg is In yoOUT ares, or

-To make reguired reporis io the police, such as reporing gunsiiot wounds.

Your healih information cannot be used or shared without yourwritiesn permission
unless this law 2ljows it For example, without your authorizstion, your provider

generally cannot:

-1se oF share your information for marketing or adverising purpeses, 07

- Share private noies ahou your meniel heslth counseling SE5SI0NS.

peised 2/149



. 'UM Student Hea I h ,Serwces




ADM NURSING CARE CENTER

. / (/ ) ADOLESCENT/ADULT HEALT%HISTORY
pate O /DS 2018 Name _[2\vil@am_ SitRIVAR DE AN
1. Whatis the reason lor your visit today? 78 . 5/(-‘;/) 5 ZJ\f %
2. Isthere anything about you and your health that we need lo know? @ _ Wi

*3: List medicine, drugs, or food you are allergic (o —
*4. List any meaigines or drugs you take: . 2

5. Have YOU or anyone in your family had any of the following: (circle)

narve or mental problems

hear! disease diabetes/sugar tuberculosis asthma
high blood pressure blood problem or disease birth defacts dled belors age 50
stroke cancer menial retardation other "famlly” diseass
Ales
6. Have you ever been In the hospital? —A/D_ Why? .
; 7. Have you.ever had surgery? 2 _Why? ; :
! 8. Have you ever had a serious accident? )
% 9. Have you had serlous or racen! problems with:
: o s Ve
ears or throal :}J YES cough "NG YES kldneys , Ny YES galibladder ND/ YES
allergies O YES thyrold NO YES  welght loss# NO, YES fiver NO. YES
lung infections ND YES skin problams NO YES uicars NO YES = depression N‘lé/ YES
i - headaches NO YES
. ) 4
10. Have you ever had a seizure, convulsion, or "falling out” spell? ......... Ciresia, Cereer i, Vireerersiranies... NO YES
11. Have you aver had a blood ciot in your lungs, iegs oranywhera? ................ N Veerianenaeaas NJ6 YES
*12. Have you ever amoked cigarettes or used smokelass tobacco? .............. Crateren s e anas reraesirraes NO.. YES
If yes, are you an; Ex-smoker? Smoking now? Do you smoke {less) {more} then & pack a day?
. How much smokeless tobacco do you use a day? )
."13. How ollen do you drink bear, wina, wine codlsrs, or liquor?
Never Rarely 1-2 times a waek 3-4 limes & week 5 or more limes a weak
It’;)"ou drink beer, wina, wine coolers, orliquor, do you have: '
{laas)——{more)—than-S-drinks-a-dey?
*14. Have you ever used marljuana, cocaing, Grack or other druga? uu.e..vivereneerennns R N;CS— YES
*15. Have you ever used LV, drugs? .......... e e e e - YES
16, Have you ever had 2 bIood Iransfusion? ..ot orei it it e i cmreaieas . 2 YES
17. Do you have any talHo057 ,......0.cveree. Ceieanann et eaeen Cevaaciieaa, e ieee e cvereen NDYES
16. Have you ever baeen treated for a vensreal disease? ........ e e e [ ceverrreeeeeenn . NO O YES
18, Have you had mors than ong sex pariner in 1he PAST 5 YEAIST .. uuueuuiurunnsenrreesssreessresnressnnens b eareeinay ? YES
20. Have you ever had sex with a member of your own s8x? .........c..00s. et ea ey e sierveseenny NOOYES
21. Have you had or besn around anyone with Repatilis? ..o..eeirsivs i iirriiriirrnireeenes, et N6 YES
22. Wouid your sex partner{s) anzwer Yes o any of the questlons 14-22¢ ............ e riie e N’é YES
FOR FEMALES ONLY ~
A. How old were you when you staried your periods? Date of your Iast period?
How oflen do you have your parlods? —— Ars they ragulsr?
How many days do thay las{? ' ‘
Do you hava: (circle) bad cramps bissding or spotting betwsan periods  unusual diacharge
B. Doyou have any problama with your breaats (lumps, discharge, or other)? ............ Cearerear ey eeemrre s NO  YES
Do you check them raquiarly? ..., feeiraens ke ea e ar s et PR PN RN YES ' NO
*C. Mow many times have you ever boan pregnanl? How many children are living? .
Have you evarhad any children born dead; any stlllbirths, miscarsiages, or aborions? .o.ovvveren.s. v ereenean Loee NO YES
Werea'yolyourchildrenpramalura’l b et e i AR e e e et h A ks e by P . NO YES
How:)Z were you when your firstchildwas born?
D. Have you'ever used: (circle NO/YES) bidhconirol pills? NO YES; foam? NO VYES: condoms? MO YES; 1UD? NO  YES;
dizphragm? NO YES
E. Did you have problems with an;r ol these methods? ..... b eeaetaaaenarreae, s errevneen e ranearans NO YES
F. Have you ever had an abnormal PAP smear? ....... e e nies s e e s reren e et byt NO YES




Health Center Check-In

Student name; /Dﬁ’/il/? A8 \5/*//2/‘ VARDHAN

Student ID: __ a0 & 7311

Date: @7/@ 6/,') T =

Student should return; __

Date student completed testing:

Signature of Health Center Official:




