-

- AUN STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT) | - l

Date: 7/L /\\u Areyou an AUM student? @O Stodent ID # 5 OO \,g C@ 4’@@

Name: \V\L{/r\‘v@u %w’* * N |
Social Security Number: H v 42 DI '951 Birth Date OV ! O'@/ 1994-

Local Phone Number: ( 74) % (J L/j g 0P Alternate Number:
Local Address-b Z i S [()@ \ﬂS b Hf\ D () Box Number _
. P P '
City: AB/\ O T 'L(/(J,-( VAL \1’/ State: }ﬂ L A Zip Code? (1/’ & v bi .

Permanent Address: S g —
' (e

. « - L { ¢ N
City: State: Zip Code:

;.', /‘h N
Marital Status (Piease Girc]e)»/Sincrk/)Maﬂed Divorced Widowed Other

Sex (Pleasa Cir c]ﬁ) Ma]e . " T
6{ Y’(\“QJ ' City: !\/\ D\f\\* - " Phope #: (3«24’\ L7G[ - sz ¥ I

Primary Physi cian:
J
Patient’s Employer: Work #:
Parent’s or Spouse’s Name (Circle which) Phone #:
Work #:

Parent’s or Spouse’s Employer:

Emergency Contact: L@/ 0\\A @(}b A Relahonshlp !‘V\D’H/\P( Phone #: ( '_7524 ) 4 (O /24}’7

I—Tow did you hear about tha Clmnic? Friend EQ Faculty/Staff O Orientation [ Other_ '

r N INSURANCEINFORMATION B

Do you have health msurance'?((y NO . .
Ifyes, please give yourard to the recepﬁomsi m order for a copy 1o be made for
your chart. :

Jnsurance Company “Name oxi Card

:‘\\.

Policy Number, Group Numher

T,

Tnsurance C,omp aﬁg‘r Address

Revised
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"Al IM Student Health Servmes
;;PAIT[EN T HIPAA CON SEN T FORM

oy

X I understand that I have oertaln nghts to pnvaoy regardmcr my protected heaith mfonna‘non These R
- rights are gi%en to.me under the'Health Tnsurance Portablhty and Aeoountabﬂlty Actof 1996 . h
(HIP AA). Tun derstand that by signing this consentI authonze you to nse and dxsc]ose my protected

‘ ' health 1nformatlon to carry out:-

& Treatment (moludmg d1reet or 1ndnect treaﬁnent by other healﬂmare proV1ders mvolved mmy - ‘

~1 4 treatment)
. Obtammg payment from fhird party‘payers (e g my msuranoe company)

'Ihe day—to day hea]thcare oneratl ons of your prao’nce

. I have a]go been inforrmed. of and gwen the right to review and SEcuie @ copy of your Svmmary of z‘he
- HIPPA P} wacy Rule, ~+which cdntains a more complete desonpnon of the uses and disclosures of my SR
R PIotecth health mfom ation and-my rights nnder-HIPAA. T understand that you réserve the right to.
S -change the terms of this:nofice from time to tirhe and that I may ton Lact you at a;ny timeto obtam the o

T ;most cunent eopy of ﬂllS notlce

; -I lmderstand that I have’ﬁ”be nUht to requ\:st Tesirictions on how my. pro tected health mIorna‘n onis
' used and disclosed to carry out treannem ~payment and health care operations, but that you are mot
.- required 1o agree to these qunesred restriciions. However it you do agree youare then bound to '

- Compljy Wlth this restnctlon

'I undetstand that T may IE voke d:ns eonse-u_, m wrmng, at. any time. Howew /ET, ATy TISE OT d1sc]oswe :
that oc;curred prior to the date Irevoke this consent is not. a‘TGCISd S

Slgned this 2 1. day of J\AX\/ 20 X\ﬂ
4 an Pa‘nenLName MO \h\g %(k \> G:KQ/C |

1‘7'_1&—131"6 /}/)/) C{/(/Vb’“?jp\) Pj d\b\/\‘

S DJ»L

L ‘r{Relationship'to 'Patient -

Revised.2/14 .A".. S




AUM Student Health Services ~ - o <
Medical /nformaz‘ion Release Form
(HIPAA Release Form)

hA

Name: (MIAVTSSar Rakur . _pateof Birt: 001 08 {994
Release of Information o

# I authorize the release of mformatlon including the diagnosis, records;
examination rendered to me and clalms mformatlon This infermation may be released

to:

| 1 Spouse ) '
#

[ 1 Child(ren)
e

r

[1 Information is not to be released to anyone.

] hlb Release of Information will remain in effect until Lermmated by me 1n writing. -

Vessages '
Please call [ ] my horﬁe-I 1 my work N/my cell Number: (%Z 4‘\ 0 A “ﬂ; 0% Z
M \ 7

IT unable to reach me:

W] you may leave a detailed message

[ ] please leave a message asking me to return your call

[ : ' "

- between (time)

The best time to reach me is (day)

Slgned /}/\/] CWW/J’M \QbrLLD’)\/L | Date:0 Ay, 20\}0 ' :

Revised 2/14



