AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: ()5~ A Z /(> Areyonan AUM studen’[?QYES)NO StudentID# o (YOO (457

P

Name:___ )2\ C L §((«Co é; .// L//>V1/ff

Social Security Number: ¢ / /- 35-355 (ﬁ .Bmh Date C> 2.7 - ST

Local Phone Number: {7~ ¢/ 7j;> = L/ """" Alternate Number: 554/ 550 - J950
Local Address: /5 / 7/7/%‘,—; ; <()'J &”&?‘f}“ Box Number B
City_LOed, mﬂ/@ State: AL | Zip Code:_3(, OF

Pennaneljt Adg]fess: 5 /_O/’)(,QJ"’/ i <(§7//79~€. ~/

Cﬂy /()_5).‘/4‘ , }.7,7 W L State: A Z]p CQdEI ?Z()Cr (?

A
Marital Status (Please Czrc]e) Smg]e Mamq_d>D1vorced Widowed Other

Sex (Please Circle): Ma]e /{mﬂ >

Primary Physician: /W/J« City: ' Phone #:

Patient’s Employer: /- a// 7///7 Suc Pl;) 7/ Work #:

Parent’s or @@sq_ws/r\TmF (L,m:]e which) //\) ///) /,é/ (‘(}/ Phone # 40 7%/73 64/5/7
Parent’s or Spouse’s Employer: / ! /F e \/}gg/v 7 al~8 ) Work #: Vo) /_q

Phome #: 5/ 54 7 2 395

_
Emergency ContactfRohin. [ usans.e  Relationship: e o

How did you hear about the Chinic? Friend #* Faculty/Staff . Orientation Other_ ‘

ER 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.

"Name on Card

Insurapce Company
A\
Policy Number

Group Number

Insurance Company Address

Revised
B/13



AUM STUDENT BEALTH CENTER
-~ CONSENT FOR SERVICES FORM

Patient Name

—r ) . ) [ &
'&\,..\6\’")1'\ \“Q‘ e ?CﬁCCL/ L//Z///ﬂ Date of Birth ﬂ// 07)/ '

General Consent for Treatment

I request and authorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and in my best mnterest. This may include routine diagnostic,

laboratory procedures and medication admimistration.

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 mformation to me

including benefits and risks of a particular procedure and/or treatment.

Payment

T am responsible for all bills incurred at the Stadent Health Center. Payment is due ai the time
that services are rendered umnless prior arrangements have been made.

i1 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.

/ /. ) -
ﬁ /m,//,/ [ e 03 )80 /o
7gnanm3 of Patient _ Date of Signature

7
Signatuxe of Legal Representative (if patient unable to sign)

Relationship to Patient



Pt

AUM Student HealthéServices '
PATIENT HIPAA CONSENT FORM

1 understand that I have certain 11 ghts to privacy regarding my protéctednhea]th mformation. These
Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Tunderstand that by signing this consent I authorize you to use and disclose my protecied

health information to carry out:

= Treatment (including direct or indirect treatmem by other healthcare prowd ers mvolved in my
treatment);

» Obtaining payment from third party pdyers (e.g. my nsurance company)

» The day-to-day healthcare operations of your practice.

- Thave also been informed of and given the right to review and secure a copy of your Summary of the
: i sHIPRA Brivacy Rule ;swhich.contain$ aqmore complete dBSCT]pU 651 the 1ises and disclostres of my
protectet: health-information andmynghts under HIPAA 1 undarstand that you reserve themightto - -
i ichangeiheterms of this riotice:fbia:time. to time and that I may cdntact you at any time to obtain the

1nost current copy ofthzs notice.

= v Landerstand dhat ] hasiethefmghiitorrequest restrictions on how my protected health information is
0 b ayded BIid:diSC]OSAd tb-gaf@“;@llt'ﬂiﬁﬂ:ﬂﬁ'ﬂ PB;}ZJTIBHJC_QT"H health care {'\pP‘rQ'f‘:lr\ﬂE‘ “buithat You-2re-not
=._requirsdiioagreestothesezequesiod sestuctions. However, if you do agres, you are ﬂ]ﬁlbﬁund io .

comply with this restriction.

-1 undersiand that-I may revokethis tonsent, in writing, at any time. However, 2ny use or disclosure
that occurred prior to Lha date I revoke this consent is not affected.

Signedthis = dayof [Vt {,/C, 20_ e
T oD
Print Patient Name j Chn (v Ear EACE

Signature a//)ﬂ/ i / (2 M/‘fém

Relationshipto Patient _

N\

Revised 2/14




AUM Student Health Services - |
Medical lnformaz‘ion Release Form
(HIPAA Release Form)

, iy

Name: Q//ﬂ 7/ )//)LLC( C/ - Date of Birth: J¢& /Qtﬁ /C{)
/ . o

Release of Informaz‘ion

[><] l authorize the release of mformahon including the diagnosis, records;
examination rendered to me and Clalms mforma‘mon This infermation may be released

to:

J Spouse__ (1 s :R’,c:aqﬁ(_:[/; ;,

[ 1Child(ren)

I3 Other

-

[ 1Information is not to be released io anyone.

This Release of Information will remain in effect until ferminated by me in writing. -

Jocscane
RSl W uy R

x

)

Please call 77@ my honﬁei[] my work ] my cell Number: //{éﬂé/() 7-4] 75440
IT unable to reach me:
[‘/\ﬁ‘_yqu may leave a detaijled message

_ /M please leave a message asking me 1o return your call

[] - ' .

The besttime to reach me is (day) ' - between (fime)
)\\\ S\ Yy 2
oigned: /“])//Q/(\ /( /C//(/ Date: (O3 /021,9/‘[(()

Revised 2/14



