U' A} UNIVERSITY
- _ T MONTEOMERY

WARRAWK mﬂ SERVICES

Patient InformationfUpdate Form
(Please Print fegibly)

_ Date: _I_L} , 4{ 20 2{) Are you an AUM Student? Yes ]No Student Number:

Name: Zk l (q SK}J‘ j[—aj “l ] !Q!Hcﬁ%referred - Birthdate: 63 /Ig/ég_—
Phone Number: 7060“5% 5‘),2)(’ Email: M 4! Z)—@q,u,medu_

- Local Mailing Address: , ?5 I q’ p €/[ 2N 7oﬂ/~€/ i i Box or APT#:
City: /Y\d\rr\'u W@u | State: 74’!.( Zip Code: 3 (PIO?

Marital Status: SlngIeI:l Marrled %vorcedD WicbwedD Other:
Primary Physician: 30!\\44 W City: Mdvﬁzﬁm&q Phone #:

Emergency Contact: Mﬂaﬁl@ﬂ CMW Relatibnship l’\, WS‘%YLUL Phone#ﬁ-sq' S jf -38 /

_Insurance Infgrmation

Do you have health insurance? Yes [ Ne[]
if Yes, please give your card to the front desk in order for a copy}o be made for your chart.

Insurance Company: F}(‘ /% m/ Nanfe of Policy Holder: %l’p
e
Policy or Contract Number: leg&)&% ‘W?‘D Group Number: 31 (06'6_-

insurance Company’s Address: L—P‘)' 0 R’\%Y()ﬂﬂ‘)’b ﬁfk.\\/bh{ 5513‘1/

?)wvv\ma\«am . 25 24T
Medical History

Do you have any new allergies, medical conditions, or procedurps: (Include hospitalization, illnesses, and surgeries)

Are you taking any medications regularly at the premssut time {i Iudmg allersy injections, antidepressants,

contraceptives, over-the-counter dng{ )2 Y N
If yes, please fist YA 0zl YO YWip M‘\’g ins /DD rnq K \O ho@ % 67’1?
Wizedime, BD v &\\ﬂfm

Preferred Pharmacy and Phone number:

July 2019




!

AUM Warhawk fiealth Services

Medical Inform§tion Release

Form (HIPAA Rg¢lease Form)

Name: -ﬁ’“l}l&M CfW '

Release of Information

' Da% of Birth@/lz;_g\

D | authorize the release of information including the diagnosis, records, examination

rendered to me, and claims information. This infor|

|:|Spouse:

mation may be released to:

[ Ichild(ren):

Other:

Information is not to be released tg

anyone.

This Release of Information will remain in effect ur‘til terminated by me in writing.

Messages

Please calll___:l my home l___lmy work&my cell nurgber: ( 70@ )-32‘/7— - 59/25-P

if unable to reach me:

Eyou may leave me a detailed message

E'please leave a message asking me to retu#n your call

Dother:

The best time to reach me is {day or days)

between

and

times.

Date: &/ _l_l‘b_w 20




AUM Warhawk Hgalth Services
CONSENT FOR SERWICES FORM

Day  Month Year

Patient Name: ﬁ/ﬂb}@ﬂ C MW ' Date of Birth:%./ﬁ/_g

General Consent for Treatment

1 request and authorize health care services by nfy provider and his/her designees(s) as my
provider may deem advisable and in my best int§rest. This may include routine diagnostic,
laboratory procedures, and administration.

] understand that excluding emergency or extradrdinary circumstances, no substantial
procedure will be performed without providing e an cpportunity to give me informed
consent for that procedure. Informed consent rjeans that the medical provider must disclose
information to me including benefits and risks ofa particular procedure and/or treatment.

Payment

| am responsible for all bills incurred at the Stullent Health Center. Payment is due at the
time that services are rendered unless prior arfangements have been made.

| have read the consent form, or it has been redd to me, and | am satisfied that | understand
its contents. My questions have been answerejl to my satisfaction.

ﬁ%‘ [Z )4, 2020

Month Year
Signature of Patient Date of Signature
Signature of Legal Representative (if patient is unable $o sign) Relationship to Patient




- AUM Warhawk Health Services
CONSENT FOR SERVICES FORM

Patient Name: fH me C()\M pate of Birl:ﬂ: 03 / /{/ /7?;\

Day - Month Year

General Consent for Treatment -

| request and authorize health care services by rjy provider and his/her designees(s) as my
provider may deem advisable and in my best intgrest. This may include routine diagnostic,
laboratory procedures, and administration.

| understand that excluding emergency or extragrdinary circumstances, no substantial
procedure will be performed without providing fne an opportunity to give me informed
consent for that procedure. Informed consent rpeans 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 Stufent Health Center. Payment is due at the
time that services are rendered unless prior arfangements have been made.

| have read the consent form, or it has been re§d to me, and 1 am satisfied that | understand
its contents. My questions have been answerdd to my satisfaction.

Aﬁquﬂ\ | ID}/ ¥, ZOZAD.

Month Year
Signature of Patient Date of Signature
Signature of Legal Representative (if patient is unable §o sign) Relationship to Patient




AUM Warhawk He alth'Services
PATIENT HIPAA CONSENT FORM

1 understand that | have certain rights to privacy reggrding my protected health information.
These rights are given to me under the Health Insurdhce Portability and Accountability Act of
1996 (HIPAA). 1 understand that by signing this conggnt | authorize you to use and disclose
my protected heatth information to carry out:

e Treatment (including direct or indireg treatment by other healthcare providers
involve in my treatment) : '
Obtaining payment from third party gayers {e. g. my insurance company)

¢ The day-to-day healthcare operation§of your practice

| have also been informed of and given the right to feview and secure a copy of your Summary
of the HIPAA Privacy Rule, which contains a more cdmplete description of the uses and
disclosures of my protected health information and fny rights under HIPAA. | understand that
you reserve the right to change the terms of this nofice from time to time and that | may
contact you at any time to obtain the most current opy of this notice.

I understand that | have the right to request restrictjons on how my protected health

- information is used and disclosed to carry out treathhent, payment, and health care operations,
but that you are not required to agree with these rgquested restrictions. However, if you do
agree, you are then bound to comply with this restriction.

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

Signed this / [,{«‘f/h day of W 20 ZO .

{day) {last two digits of the year)
Print Patient’s Name: 7ﬁﬂ \\130\/1 ﬁd\.‘(‘\'e/(
Signature: ] \ %

Relationship to Patient {if you are the patient, write E”SBff”): 56,\‘(:

Revised December 2018




