AUHURN UNIVERSITY

AT MONTGODMERY

BRUN

W ABKEY: HEALTH BERVICES

AUM Eaculty or Staff member? i‘res ONo  Areyou an AUM Student? [Yes i¥No

you are currently enrolied: CIFall CISpring 3 Summer
k Health Services? CIFriend EfFaculty/Staf-F [lOrientation [Fiyer Otheri___

Are you an
If yes, please select the semester
How did you hear about Warhaw.

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

pate: Lol 2L Student Number: Birthdate: 7/ 20|81

\C \(\(Aﬂis First Name: &)CLSYT;\ e Preferred:
(2,348 HF e emait:_ Jesroune Lidheedl s 338 rnren L Corr
9931 _sopuanod PDnve o or APTH____

State: BL/ Country: US Zip(:ode:?)_(,,p__ﬂ_"1

Marital Status: Osingle %rted Cpivorced CIwidowed [ Other
Ethnicity: { Hispanic o Latino Race: [ Indfan or Alaska Native O Asian Wtan American [J Caucasian {3 Native o7 Pg%;ﬂ*
1=14AL

ysician: _,(lf )?ﬁ ﬂ‘i Yer MCEWI ' ' State: Q’ | phone Number:
. ; Uw2Sud
Emergency Contact! _Jﬁcmﬂ)%(,\ Q\(,\—\m{s Relationship: fﬁ; 4§h0nd Phone Numper: :
:& Wy eﬁt-j (}A%e/ ___Relationship:_Mz_\b@L____ Phone Number:

Emergency Contact:
__—-_-_—-—w———_—-‘_—.—_

‘ INSURANCE INFORMATION

u have heaith insurance? Mes O No

Last Name:

phone Number:

1 ocal Mailing Address:
City: MW{’(\/\J
Gender: CiMale ﬂ?emaie CITransgender

[] Not Hispanie or Latino

Sex: [IMale El Female

primary Ph

(p3l- S

s s

Doyo
rder for a copy to be made for your chart.

ive your card to the front desk in 0
- X &1 3

Primary Insurance Company: _ﬁ\ug_(;.jﬁ,—————%“cv or Contract Number:
Name on Insurance Card: _, ) O W Q—‘( c\nar(‘\S'

Group number: JH_D_Q—Q—/
]:§ ) Ne's (rl Policy Holder Date of Birth: j
' d 2ua- 314

relationship:

Policy Holder's Employer: m&%ﬁm&cam Phone Number: _=Z

pony’s Addross:

if yes, please g

insurance Com

policy or Contract Number:

ry Insurance Company: -
________.———"_'—‘-—_-

Name on Insurance Card:

Group number: e —
. Ppolicy Holder Date of Birth:

Relationship! - —
Phone Number: _._

Policy Holder's Emplover:
e

insurance Company's Address: -

saconda




A A ENT FOR

alth information. These rights are given to me

| understand that 1 have certain rights to privacy regarding my protected he
Al understand that by signing this consent |

under the Health Insurance Portability and Accountability Act of 1996 (HIPA
authorize you to useé and disciose my protected health information to carry out:

e Treatment (including director indirect treatment by other healthcare
providers involve in my treatment)

o Obtaining payment from third party payers
e The day-to-day healthcare operations of your practice

{e. g- my insurance company)

mary of the HIPAA Privacy

ted health information and
e from time to time and

_ of and given the right to review and secure a copy of your S5um
Rulei which contains a more complete description of the uses and disclosures of my protec
my rights under HIPAA, | understand that you reserve the right to change the terms of this notic
that | may contact you at any time to obtain the most current copy of this notice.

| have also been informed

that | have the right to request restrictions on how my protected health information is used and disclosed

ment, payment, and health care pperations, but that you are not required to agree with these

 understand
ons. However, if you do agree, you are then bound to comply with this restriction.

to carry out treat

requested restricti
at any time. However, any use or disclosure that occurred priof

at { may revoke this consent, in writing,
nsent is not affected.

geaeral Consent for Treatment

provider and his/her designees(s) as my provider may d

st. This may include routing diagnostic, laboratory procedures, and administration.
no substantial procedure will be performed
o, Informed consent means that the

rticular procedure and/or

I ungerstand th
to the date i revoke this c@

sem advisable

| request and authorize heaith caré services by my

and in my best intere
uding emergency or extraordinary circumstances,
me informed consent for that procedur

an opportunity to give
to me including penefits and risks of a pa

j understand that excl

without providing me
medical provider must disclose information

treatment.
Pazment

r, Payment s due at the time that servicesare rendered

bills incurred at the Student Health Cente

| am responsible for all
nts have been made.

uniess prior arrd ngeme

e consent form, or it has been
d to mY satistaction.

C

d that | understand its contents. My questions

} have read th read 10 MEe, and lam satisfie
have been answere

Signature:

print patient’s Name:

u

Relationship 10 patient {if you aré the patient, write wsalf) .



. Warhawk Health Services
Medical information Release Form (HIPAA Release Form)

Name:_¢ Bﬁﬂmvwé’ @\‘( \r\ar@U Date of Birth ﬂ__/j_o_/_ﬁﬂ

Release of In ormuation

% authorize the release of information including the diagnosis, records, examination rendered to me, and

claims information. This information may be released to:
Name: _( b(ﬂﬂk \'. ‘Q{L‘rncb Phone:_mQ'QQ(a Relationship: fHL,LX")Qr(:J
Name: ___ Phone: Relationship: ___
Name: ____ ___Phone: Relationship:
Phone: ___ Relationship:

Name.

[7 Information is not 10 be released to anyone.

effect until terminated by me in writing.

This Release of Information will remainin

Messages

o |
please call Cimy home CImy work [Qr/ny cell number: (éﬂ - 414 5 190

if unable to reach me:
ge to retumn your call

[] please send me an email pFDlease leave me a messa
] please leave me @ detailed message O Other
The best time to reach me is:

y [ Tuesday [ Wednesday
rnoon [ Late Afternoon £f Anytime

[] Monda 1 Thursday [J Friday

1 Morning [ Early Afte

Signature.

ez 1110 /21

e



BuNE

WARKAWK
HeAUTH BEAVICES

Confidential Medical History Form

pOB: o] \7>D| 90/

Name: _()Q\m :ﬂ@ Q.\ (/\’\ﬂas

Have you EVER had any of the following?

Hematology:

Anemia
plood clots
Sickle Cell
Disease/Trait

ooog

Cancer.

[Alcoholism

0 Hypothyroidism
0 Grave's disease
O PCOS

Other!

0 o —

e i
HEENT: Gl Psyeh: 7 No significant health
O Sinus Infections M {rritable Bowel 00 ADHD/ADD problems
0 strep Syndrome 0 Anxiety
O Moo O Ulcerative Colitis O Depression Surgeries:
0 seasonal Allergies (1 Crohn’s disease [} Bipolar
0 Hearing loss O Diverticulitis O schizophrenia O Tonsils & Adenoids
‘ O GERD/Reftux 0 Anorexia O Hysterectomy

Respiratory: O Bulimia 0 Appendectomy
0 Pneumonia GU: . Cholecystectomy
O Bronchitis o UTt Neurology: O Other__
0 Asthma 0 Kidney 5Stones 0 Migraines o
o copPD 0 Endometriosis M Stroke O —

0 Gonorrhea 0 Seizures g —
Cardiac: O Chiamydia 0 Multiple Sclerosis g ——m7m8 ———
0 Hypertension [0 Herpes
0 High chotesterol | O HPV Infectious Disease:
] Heart disease 0 HIV/AIDS
i{ Heart murmur Endocrine: 0 Syphilis

b Diabetes 0 T8

0 Hepatitis

Integumentary:

[1 Eczema
1 Psoriasis

pDiabetes Y
Heart Disease ______________,______,____,_,_,_.__.—_________,__.—-—--—
stroke ________,__.______#___-_______d_______________,_,_.__*__ﬂ____
High Chotesterol ________.—_»—-__.—-——————.a————f—_-—-—-—-*-*-""——"“”’“"'
Thyroid problems _ --*-—-*--""""’F"'/"""“—"F”/ — |
cancer {LIst type) _________._______—-—1__‘_,.——“—-#_.—-—————}___———‘———”"" o]
pepression __________——L_____-—-——____d————__————«——-“"—-—-———“—‘”"
L_,_F_a___’__,_.,_———-——-—._——,—J

e e



Confidential Medical History Form

E{;S)'toke: if sp, how many packs per day? How many years?
Alcohol: if so, how much and how often? _J[QS v ash
[] Drugs; if so, how much and how often? What type?

[J Living arrangements:
[JOn Campus w/ Roommates
CJoff Campus w/ Roommates

] On Campus without Roommates

[] Off Campus w/ Parents O] Off campus w/o Roommates

Sexyrientation?
Heterosexual (straight)
O Gay or Lesbian
0 Bisexual
o Other: _ .

have you often been botHered

.,"‘ L R I
Over the past TWo weeks,
by:

7 Little interest of plaasure in doing things

None of the above

!
ZFeeiing down, depressed, or hopeless |
|

" List current medications, inciuding birth control, over the counter
medications, yitamins, etc. {include dosage and frequency!}

__’____,_,,_—-—-—-—__"___,___ﬂ__.-—.
///“__d_ﬁ——_ 1 Walmart Atlanta Hwy 334-272-2043
< waimart Chantilly 334-272-7114
/—"_—“’“"—“——“""‘”’" O Walgreens Atlanta Hwy 334-409-0611
I _ 7] CVS Atlanta Hwy 334-271-5861
5 publix Taylor Junction 324-200-4507
LOther




