AUN STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT) | - 1

Date: 7/2 / %é \)u Are you an AUM student? @NO Student ID # > O , QO AFLI

Neme: \\\L{,rx %G %’U\,\ " - |

Social Security Number: KH v 42 DISY  BirnDae O\{/ ! 00 { 1994-
Local Phone Number: (5 /‘{ﬂ 4 L %‘ 2007 Altemate Numbar:g |
Local Addregszz 29 S pense et Do Box Number _
City: [V D W\ "(fé/x) AL *}/ State: fj L | 4 Zip codefe? M 0 C?

Permanent Address: Sa ‘"\/\;..w—“

(.

City: “ State: ¢’ Zip Code:

- t? ] /Iiy-«w> ) ) ‘
Marital Status (Please Gircle){/Single” Marmed Divorced Widowed Other
e i<

Sex (Ple&se Circle): M,a]a;: P?ﬁ\éjg? - N
g YVQ/{ | Crty: MD‘-T\)% - ' Phone #: {! 24) 2751 «(5{2/ \11

Pﬂﬁa:yPhysw]an ( H \l

Patient’s Employer: Work #:
Parent’s or Spouse’s Name (Circle which) Phone 2
Work #:

Parent’s or Spouse’s Employer:

< 2L .
Emergency Contact: L/U \/’\ P} {%%Qv( Relationship: (\’r\i’—ﬂ/\)’ 1 Phone #: ( 24 ) SYHD ~ 274
How did you hear about Ihe Clinic? Friend le Faculty/Staff D Orientation H Other_ ‘
7]
E’e’? . INSURAN CE INFORMATION J

Do you have health insurancey Y@ NO .
Ifyes, please give yourward to the receptionist i m order for a cOpY to be made for

your chart.

-

" Name on Card

Jusurance Company
N

¥ Policy Number Group Number

Josurance Company Address

Revised
B/13



UTvz STUBENT HEALTH CENTER
"~ CONSENT FOR SERVICES FORM

Patient Name (\\m C

@ﬁ( ":‘\v \;& \% | Date of Bm%/_@_\{ﬁﬁf

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 mterest. 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
1 am responsible Tor all bills mewred at the Student Health Center. Payment is due at the fime
that services are rendered unless prior arrangements have been made.

1 have read the consent form, or it has been read to me, and I am satisfied that 1
wunderstand its contents. My questions have been answered to my satisfaction.

Date of Signature

fh/} a/(/i*m/‘d” VO Lo o \/*/\‘ 07 , 21 201 \/

Siguature of Patient

P R . E
Signature of Legal Representative (if patient unable 1o sign) Relationship to Patient



T AUIV,[ Student Health Semces
o & J;PAT[ENT HIPAA CONSENT FORM

oL 1 uﬂderstand that I have certam nghts to pnvacy ragardmU my protected healﬁh mfozmatlon These
A rights are giYen to me under the-Health Insurance Portablhty and Accountablhty Actof 1996 ..
(H]PAA) 1 understand that by signing this consentl authonz& you to use and dlsr]ose my protected

' health mfonnatlon to cany out:-

» T:reatment (mc;ludmg dxrect or mdlrect treatment by other healthcare prowders mvolvcd nmy '

. - treatment); :
~ = Obtaining payment from third party payers (e g my Insurance company)
"= The day—to day hea]thcare operahons of your prac‘mce

: I have also baen 1nf01med of BIld gwen the right to review and Secure a copy of your Symmmy OJ z‘he '

i HIPPA Przvacy Rule, which contains a more complete descnpnon of the uses and disclosures ofmy R

o “protected health mfgnnahon and my rights under HIPAA. Tunderstand that you reserve thenightfo. -

- changa the terms of thismotice from time to time and that 1 may comact you at any timeto obtam the 0

o _:mos’t cunﬁnt coPy of ﬂus no‘tme

; -I underscand ﬂ'lB.L I havé‘&{ha mvht to Iaqm:st restrictions on how my protected heah‘h tormation 1s
- usedand disclosed to carry out treatmem.pa;rmem and health care operations, but that you are mot
- required 1o agree to these Iaqnested, restrictions. E—T owever, 1f you doa Orae, you are then bound to

' comply with this restriction.

o I Imdmstand that I may re voke dms GOH‘SBHg in wmurng, atan y time. Howm BT, 20 USE OF d1sc]osure
that occunad prior to the date 1 re\zoke ihis consem 1s not. a‘femed

| an Paﬁaml\'ame {\A Oy \;@ S (}\L @ dK%{f/f
| SIU‘laTlre M(M/V?” ¥ (V? 5\}/9&/\
>

u\x:

o rg;R'elationship"LD 'Pati ent

Revised 2/14 -




AUM Student Health Services ~ - |
Medical Information Release Form
(HIPAA Release Form)

Y

b

Name: M@Hggﬂi’ g&i%ﬁ{«f‘ ~ - Date ofBirth:OQ() ]Q@l M(M”

Release of Information

11 authorize the release of mformauon including the diagnosis, records;
examination rendered to me and clalms mforma’mon This infermation may be reJeased

to:

[ 1Spouse

[ 1 Child(ren) - o ‘
*é! Other g\/f\ {}E/\/\V‘) j( ”“““:\; %\/{&)/\ 5\;}/\},/’\ \;% {/13 \}{’/u" / s ;;q <0 é/ ézfda 7 \> - | .

[ 1Information is not to be released to anyone.

This Release of Information will remain in effect uniil ierminaied by me In writing. -

DCQ

ocC
FaAAnIT T T

( \3 0% ~20%7

-7

Please call [ 1 my home [ 1 my work T\] my cell Nurmber:;
IT unable to reach me:
Wi you may leave a detailed message

_ [ 1 please leave 2 message asking me to return your call

[ - | -

The best time to reach me is (C/ay) B : beiweeh’ (z‘/'me)

Revised 2/14



