AU .1 STUDENT HEALTH C_RTER

|PATIENT INFORMATION (PLEASE PRINT)

Daie:i—‘/ I / 201¥F A)A'e you an AUM student? YES @ Student ID #
Name: Q IV\\C)QW %TOL\’\L\ el

Social Security Number: 3 LS~ \\)Lj -0 ]

BimmDate /1§ /193>
| .A]tamateNumbcr 613- 56:9 69(0(9

" Local Phone Number: | .
Local Address: 2004 H\%?WK . \ ﬁf)‘)f O Box Number,

City: ?m%\/ A )LL State:_ AL |  Zip Code: )(/ \)(l b

Pemaanc_nt'Add}ess:

State: Zip Code:

Criy: 7
Merital Status (Please Circle): Sing]e%&m’ed Divorced Widowed Other

Sex (Please Circle): Male (lée:male

Primary Physician:_\~t falo = ciy: PP\ Phone#:
Patient’s Employer: MG Beva U Work #;
Pt @\Jma (Circle which) | \OG p~ Byushar  Prone#:334 DD 61}
Parent’s or Spouse’s Employer: (i)q)(f{,\f : Qﬂé’gskf\af + \.r Vil Work #:
FEmergency Contact: A\@M Bf LSLU" %{elaﬁonship:k\d%'l\(;: Phone =‘33L( ' S, 3 (P} ?—3
How did you bear about the Clinic? Friend U Faculty/Staff [ Orientation I Oﬂzerq{» v /LL\ |

E INSURANCE INFORMATION ‘

y Do you have health insurance? YES NO
If yes, please give your card to the receptlomst in order for a copy to be made for

vour chart.

1 Card

Insurance Company
Policy Number \ Group Number

Insurance Company Address \

e

Revised
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AUM Student Health Services
PATIENT HIPAA CONSENT FORM

FLiat

I understand i'hat I have certain rights to privacy regarding my protf.:ctcd.hea]th information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). T understand that by signing this consent I authorize you to use and disclose my protected

health information to carry out:

= Treatment (including direct or indirect trcatmcnt by other healthcare providers involved in my
treatment);
- Obtaining payment from third party payers (e.g. my insurance 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
o5 HIRPA Privacy Rule;swhich contain§ a:more complete description of the tises anid discldsires of my
protécted health-information andmyrights under HIPAA ] undﬁrstand that you reserve the right to

!sui ichangeithetérms of this noticexfrbintime to time and that I may contact you at any time to obtain the

most current copy of this notice.

e Lamderstand ghat I havetheimghtttorégquest restrictions on how my protected health information is
- Axsedzmd disclosed t6:carry: guttreatment, payment and health care operations, but that you are not
=+ réquired:toagreetothese requested restrictions. However, if you do agree, you are then bound to
comply with this restriction. ;

- -] understand that 1 may revokethistonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this _&day of Apa ) 201 L
Print Pafient Name @‘Mbu C. A~
Signature A € E>—

Relationship to Patient _ =3 \{

Revised 2/14




AUM STUDENT HEALTH CENTER
~* CONSENT FOR SERVICES FORM

Patient Name Rm\@ar Rrashon Date of Bt 1 /8 /(T3 2

General Consent for Treatment

T request and authorize healih care services by my provider and hs/bcx damguaes(s) asmy
provider may deem advisable and ip my best mierest This may include rowtine diagnostic,

1zboraiory procedures and medication admimstrahion. . _

1 wmdersiand that exclnding emergency or extraordmary circumsiances, no substantial procedie

a1l be performed without providing e zn opporiumiy o grve me informed consent for that
_procedime. Informed conseni means that the medical-provader Toust disclose 'l‘!Tng_T_(}:I_ iome
includimg benauf& znd :BSB of a parl colar pTBCﬁﬁE:ﬁ “znd/or freztmert

Pzyment
13 mor2d 21 ihe Stndeni Health Cemier, _’,a}Lm‘iis'ﬁﬂlﬁ P

oT F_W"‘nsen—r—:b_’h_. been

-l )

cen made.

L
!

I amrespomsible Tor &l 'b

that seTvices T2 ISndsTe TW'T 5SSO

|1|

Y baveread the consent Torm, or it has been read tome, 2nd 1 am satisfied that
guestions have been answersd 1o my satisfacton.

wndsmsiand ifs contenis. My

@JCJ%'—“ | D“ fhWCfQOI7

Signanme of Pabhent

Signzhme aof Legal Representative (if patiept unable 1o sign) Relatignship to Patient

=



AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

Date of Birth:.oo) I,(Q l}(\/ P >

Name: pk?"\\:xj\ P)Yfffﬁt'\f

Release of Iriformation

[  authorize the release of information including the diagnosis, records;
. examination rendered to me and claims information. This information may be released

to:

BiSpouse Bovans }%\r*qgt\&[

[ ] Child(ren)
4. Other Qe v MUY

[ ] Information is not to be released to anyone.

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

Messages

Please call [ ] my home [ ] my work [ my cell Number:%‘ \ 3 ‘553 (4” O (4’

If unable to reach me:
{ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

[]
The best time to reach me is (day) iy between (time) “n

sfgned;oufiﬁ—— | ‘ | Date:0'] /1) 1DOF

Revised 2/14






AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name 1)\ prloe ™ Pyosia ~ Date owaCﬁ__ J T

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 interest. This may include routine diagnostic,

laboratory procedures and medication administration.

I 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 treztment.

Pavment

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

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

(\J\f@« 12 /0 oS

Signature of Panent Date of Signature

"
Signature of Legal Representative (if patient unable to sign)

Relationship to Patient



~ | -

AUM Student Health Services
PATIENT HIPAA CONSENT FORM

_{nd\‘

T understand that I have certain rights to privacy regarding my protected health information. These
rights are givén to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected
health information to carry out:

» Treatment (including direct or indirect treatment by other healthcare prowdcrs mvolved in my
treatment);

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

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

I have also been informed of and given the right to review and secure a copy of your Summary of the
- HIPPA Privacy Rule,;which contain§ a.more complete description of the 1isés arid ‘disclosures of my
. proteécted-health-information andmyrights under HIPAA. ] understand that you reserve the right to P
{:4; ;changeitheterms of this notice:fbm time to time and that I may cdntact you at any time to obtain the

most current copy of this notice.

= o Imnderstandahat I hav/e theirighttioreéquest restrictions on how my protected health information is

: *:-assed:and disclosed tb:carry: out teeatment, payment and health care Dpsrations;'bui that you are not
«+<. Téquired toagreeto these'requested restrictions. However, if you do agree, you are then bound to _segunadn
comply with this restriction.

- «I.understand that I may revoke thistonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signedthis ||™ day of Dvcembar 2015

Print Patient Name ptmbf " Less ’__f ‘f‘)l’\‘\)“'
Slonamremb\ k 2é B

Relationship to Patient JL L

Revised 2/14



AUM Student Health Services

Medical Information Release Form
(HIPAA Release Form)

2ty

Name: QW\\’J " \)N (- - Date of Birth:Oq If(h' I\Of?}
Release of Information

[ 11 authorize the release of mformahm including the diagnosis, records;
examination rendered to me and claims mformatlon This information may be released

to:

[\ Spouse Rb S A p:.( —Ci(“)\\U L

[ 1 Child(ren)
5 other OCLU-Me D)

[ 1 Information is not to be released io anyone.

r

This Release of Information will remzin in effect until terminated by me in writing. -
[Vlessages -

Please call [ ] my home [ ] my work ¥ my cell Number: 5 ) 3- 300~ (oblp

If unable to reach me:
[J4ou may leave a detailed message
% _
. [ ] please leave a message asking me to return your call

[]

The best time to reach me is (day) O, F\l between (time) G n

Slgned Q\,'k g\a _ Date: 1 &) /() /D0l ()

Revised 2/14



