AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: 1. / = / [} Areyouan AUM student? YESNO StudentiD# DN 3R C (L

Name: 0 Hu )q (AN lu ¢ Z’L MM 6’/}( Ul

Social Security Number: Birth Date’ 2// A // 29
Local Phone Number: - | & £, ?226 i{ ~7 L Alternate Nuxnber:"P@P& Z (ff/(;)é/?() |7] ¢

Local Address: . Box Number

City: / ey dl (7 ) EI Ay State: / [ U Opn & Zip Code:
Permane_nt Address:

City: : State: , "~ Zip Code:_

Marital Status (Please Circle): @i@le Married Divorced Widowed Other
v |

Sex (Please Circle): Male \Fémale

Primary Physician: City: Phone #:
Patient’s Employer: Work #:
Parent’s or Spouse’s Name (Circle which) _ Phone #:
Parent’s or Spouse’s Employer: ' Work #:
Emergency Contact: Relationship: Phone #:

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

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

Policy Number Group Number

Insurance Company Address

Revised
B/13



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name_(Yecd [ Dovs by Mkt Date of Bitth .9 /[3/]99 ¢

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.

I 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.

G U Velew on | / /
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

[ 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). T understand that by signing this consent I authorize you to use and disclose my plotected
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. [ 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, lfyou do agree, you are then bound to

comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date 1 revoke this consent is not affected.

Signed this day of 20

Print Patient Name (Ogref [ Jovna b, IMEkw cun . =

Signature _ (0. { 5. Mejeio ot

Relationship to Patient

Revised 2/14



_ AUM Student Health Sefvices
Summary of the HIPAA Privacy Rule

HIPAA s a federal law thaLg ves you rights over your health imformation and se‘B rules
and limits-on who can Jook at and receive your health informafion.

Your Rights

You hiave the 7 ght 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

‘shgred.
-Decide 7 you want To give your permission before your health m‘onnahon Gan bb

" used or shared for certain purposes, such as marketing. -
-Get a report on when and wiy your heaft information was shared for cestsin

PUIPOSES,
Ifyou believe your rights are being denied br your health 1mormanon st being

protected, you can:
- Ale 2 complaint with your provider or heslih insurer, or

- FIP 2 complaint with the U.5. Government.

You also have the right To ask your provider or healifs insurer ques—ong about you
ngh5 You also £an jeam more about your rights, inchuding how fo file 2 complaint
c377748.

(..

fiom the Web site af wwiw. uus gowv/ocr/hipas/ or by mling 1-856-52

Mﬁnﬁ*;vsr—i: How s tsw?

- DoCiors, NuUrses, hEITI]El(jES, hospitals, £linics, nursin hom. nd many ume:
R . AU - e L .

7T healthcare providers.
- Health insurance ccmaames HMOs, most employer group hedlth plans
- Certain government programs that pay Tor healthcere, such s Medicare and

Medicaid.

WhafInforrﬁaﬁon 15 Protected?

- Tformation your doctors, nurses,. and other healthcare PFDV]dETb poc in your

medical record. o

- conversations your doctor has had about your care or treatment with nurses and
pther healthcare professionals. )
- Tformation about you in your health Insurer's computer System,

. Biing information about you from your dinic/heafthcare provider.
- st other health mrormahon about you, held by those who must Tollow this law,



" Summary of the BIPAA Privacy Rule{continued)

Providers and health insurers who are required to follow This Taw must keepyour
_ " information private by:

- Teaching the people who work for them how your information may and may not
be used and shared;

- Taking appropriste and reasonable steps To keep your health information secure.

_To make sure that your information Is protected ina way that does not terfere with
your hea]thmre, your information can be used and shared: ‘

- For your tregtment and care coordination;
- To pay doctars and hospials for your healthcare,
- With your family, relatives, friends or others you identify who are involved with
your heafthcare or your healthcare bills, unless you object,
-To protect the public's health, such as reporting when the f] fly is In your areaJ or
- To make required reporis to the pohce such 2s reporiing gunshol wounds.

Your health information cannot be used or shared without your wﬂﬁea DenTission
nless this law allows it For example, without your authorizetion, your provider

generally cannot:

- Give your information to your employer,

-1Jse pr share yous Ifonmaston Tor marketing or adverising purposes, o
-Share privare nnites ahout your menial heslth counseling 5255005,

pevised 2/14






