')
AU STUDENT KEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

pate: O 14 ¢ Are:you an AUM student? YESNO) StudentID#

Name: M(b"\r.-. el & - |7)r by o

Social Security Number:. 4lg -21-o '7 3 ¥ BithDate O / 5 // 570

Local Phone Number: 5 3¢/~ }f-?’;} -5 ({C‘l Alternate Number: AS € €S 5 -4/2§
Local Addraés: 1§17 Foles "F Ce Ve Box Number _ L

city: Lue Yo !7/4 S State: & | Zip Coded6 07 >
Permznent Address: :.
City: State: Zip Code:

Marital Status (P:}ease Girc]e):l Single @m’ad Divorced Widowed Other

Sex (Please Circle): éf/ Female

P_'B&TyPhVS]CIEJJ CL“M“"‘J’) Chty: W"‘”}"“—’7 ' Phone #:
o (g

Patient’s Employer: > 7>LO [Fc Jlctd e Work £:
Parent’s o—p@s Nams (uﬂ:]ewmch) \-?be Cla &f\ 3 & F—  Phone - ‘
J —

Work #:

Parent’s or Spouse’s Employer: f:_r-'a el L1l

Emergency Contact: K&!ﬂ’f Les S /)f;? *Relationship: 5 pessec  Phome
How did you hear about the Climic? Friend ]:E—Facuh‘y/S'Laﬁ [ Onentation L Ctber :

# Y€ 65512y

il ‘ -
Da B INSURARCE INFORMATION J
i Do you have health insurance? NO ; :
If yes, please give your card to the receptionist m order for a copy to be made for

your chart.

Insurance Company 0/'} 5 " Name on Card IM' .:,LL(/ £ 15 )C/l”“

' Pohcy Number S\/V <6 ‘16 C["'{ h)cl )0 Group Number (O | >4 ¢S

Josurance Company Addxjess

Revised
B3
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AUK STUBENT BEALTH CENTER
" CONSENT FOR SERVICES FORM

DaeofButh [/ /

Patient Name

General Consent for Treatm ent

T request and auihorize health care services by my provider and his/her designees(s) as my
vider may deem advisable and in my best mnterest. Tins may melude routine dizgnostc,

pIO
1aboraiory procedures and medication admimstration.

T understand that excluding emergency or extraordinary circumstances, no substantial procedre
wwill be performed without providing me an opporfunity 1o give me Informed consent for that

oY

procedure. Informed consent means that the medical-provider must disclose Information 1o me

including benefits and 1asks of 2 paricular procedure and/or freatment

Payment

1 zm responsible Tor all bills incwmred at the Student Health Center. Payment is due a1 the fimne
fhat services are Tendered 1TMIESS PrifT aTTangements ‘have been made.

i haveread the consent form, orit hzs been read 0 me, 2nd I am satisfied that 1
andersiand its contents. My guestions have been answersd 1o my szhsfaciion.

/ /
Dazte of Signature

Signatire of Panient

Frl ) i . .
Signztme of Legal Representative (i patient unzble 1o sign) Relationship to Patient




,‘\

AUM Student HealthSerVices ' S !
PATIENT HIPAA CONSENT FORM s

FLiat

1 understand ’éhat T have certain rights to privacy regarding my pmiéctad-hea]th mformation. These
Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). T understand that by signing this consent I anthorize you to use and disclose my protecied

health information 1o carry out:

- Treatment (inclnding direct or indirect ﬁsaﬁncm by other healthcare providers mvolved in my
ireatment);
» Obtaining payment from third parfy payers {e.g. my insurance compzmy)
- The day-to-day healthcare operations of your practice.

1 have also bEEﬂ informed of and given the ngﬂ toreview and sacm-c a copy of vour Swrmmy of the

prﬁtﬁchd -heatth-anformation amﬂwyn ghts under HIPAA 1umderstand that you reserve themght 1o
gl‘f{".h_, {&rms O{ﬁ’!}lb sipticeTobimidinis 1o time and that ] may CDTJL_C.I jDﬂ at zny +Himme 1o obiain the

mosf current copy OI J-us notice.
Fiomeguest restrictions onhow my protecied health mformation 1s

= Fomdsrstendsbatd haiedhemgh

PA Privacy Rule avhich contain§a:more complete description Of the 15Es 21id &i5eigsies of my

3

"T_E\r' d' E__LA;‘:J-J.E'F*!? —=250NE i and_healib cpre SDEFEICHS, i ihai LU-PTE DO

P b «Bvurzm&.msciom- OBE
| gzsrictions. However, I yon do agree, you | dE_L_VIL}‘ﬁ'Lmd in

co.—uplv Wi Tl‘l has Tesmicilon.
- Al undersiand & "'E nay sevokethis Gonsent, In Wiiting, ai any iime. However, any use or disclosurs
that occimred prior to the datie 1 revoke this consent 1s not adecizd.

ed this "’( day of  (Oehobel” o0 1€

Signedim
/Vl Agel & (roar

. //9/// Y

Signeturs

“Relztionship to Patient _

Revised 2/14




N .
- AUM Student Health Services ™ -
Medical Information Release Form
{HIPAA Release Form)

Y
oty
-

e

-

Fame: L/t/f.‘afja A ¢ 6( ) 9% . Dateof Bith: O [ 65 570

Release of Inférmaffon

RN authorize the release of mformauon including the diagnosis, records;
examination rendered 1o me and cla ms mformaimn This information may be released

io:

KN.-Spouse [eberes Lo .6?-'](‘ - _

1 1 Child(ren)

{1 Other
[ ] Information is not io be relessed io

This Release of Informsiion WJH remain in ffeci unillierminaisd by me in writing. -

fViessages
Piease call [ ] my nom,ﬂr‘wworrfbd my cell Number }3/ 333 53(‘,

IT unable 1o reach me:
{ i youmay leave a deialled message

i please leave 2 message asking me o return your call

The bemWaacW -_between (fime)
;’Slgned . Date: (O //‘/ J’[’é

and

Revised 214



Name_ /v )(‘/EMJ—/ [er, b

Confidential Medical History Form g~

™

AUM Student Health Services

_.._____DateofBjrth___./_/F/ .

PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following?

AnesthesiaHistory STDs
O Difficult intubation OChlamydia
OMalignanthyperthermia OGenitalHerpes
OPostOpNauseaor DOGenital Warts
Vomiting (PONV) DGonorrhea
O Pseudocholinesterase OHPV
Deficiency
) OOther STD
[0Spinal headache

OB/GYN History

e ok O Endometriosis

O Appendectomy
OAdenoidectomy
OEarTubes

O Gallbladder Removal

OPregnanciesi:

Exercise History

A OLack of exercise
DKnee ACLRepair
L R ‘WExercisingregularly
OKneeArthroscopy Moderate Exercising
L R Walking briskly, water aerobics, etc.

Heart/Lungs " | Stomach/Bowel Hematology/Oncology
OAsthma OCeliacDisease O Anemia
OHeart Disease (valve, Olrritable Bowel Syndrome DBleeding Disorders
vessel, rheumatic, eic.) [ Stomach/Duodenal Ulcers OBlood Clots/Clotting
Crleant Murmur OUicerative Colitis/Crohn's Disordefs
OHighBloodPressure DOther Liver, Stomach, or DCancer
OHigh Cholesterol Bowel Disease 0O Radiation Therapy
0 Pneurmonia Neurological Orthopedics
Endocrine OConcussions CArthritis
i OConvulsions/Seizures
OAdrenal Disorders o T
ODiabetes |gra|rée evere es/Broken Bones
i Headaches
OPolycysticOva S .
S;’::tum (PgOS) O Multiple Sclerosis Infectious Diseases
P OMuscular Dystrophy 0 Chickenpox/Varicella
OThyroid Disorder CliesatiisTyse:
O Stroke/TIA P ype:
Kidney OHIV infection
OChronic Kidney or Mestal Health O Infectious Mononucleosis
Bladder Disease DADHD O Malaria
~ HRidney Stones CiAleohol Abuse SMumps
OAnorexia (Eating Disorder) O Tuberculosis
Ears/Eyes/Nose/Throat DAn>.c|e‘ty DISO.FdEI' ‘ ETyphbidEever
OChronicSinus Infections OBulimia (Eating Disorder)
OEye Disorders (other than O Depression Skin
1 tacts,
glasses or contacts) O Drug Dependency —
OHearinglLoss OOther Mentai Health o
Problems OPscriasis
DNasal Allergies/Hayfever o
O Hives

S -
DOrganTransplan -FH-essthan3timesperweek
0 Ovarian Cyst Removal )
OSplenectomy O3 ormoretimes perweek
OTonsillectomy

OWeight Loss Surgery

Strenuous Exercising

Running, swimming laps, etc.
) . DOLessthan 3times perweek
OOtherPriorSurgeries
O3 ormoretimes perweek

Allergies

Pevsvelilla

Other History

[ previous Hospitalizations

Have you ever had an allergic reaction? Clves [Tne

MedicationAllergies:

Food Allergies:

[JOTHERHealthProblems

Dther Allergies (latex, bee stings, etc.):

|:| Adopted (Faml!y hlStO]’) unknown)

Does YOUR IMMEDIATE FAMILY have any of the foll wmg

- 1-Siblings

Alcoholism

“ Blood Clots/Clotting Disorders

Breast

Colon

Melanoma

Cancer

Other Cancers (List Type)

LYyl

_ Sudden Cardiac Arrest (under age 50)

_ Other (Please explain) .

Parent Deceased




M

~~
Whatis yourgender? Whatis your sexual orientation?
[ rFemale B Heterosexual (Straight)
E‘Male [ GayorLesbian
[ Transgender : L] sisexual
O other [ other
Abuse History
As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse O Yes [0 No
Physical Abuse [ Yes OJ No
Sexual Abuse 0 Yes OJ No
DrugHistory

Do you take recreational drugs? Cyes [ no

How much? How often What type? Marijuana Cocaine Meth Heroine Spice Other

Sexual History

Sexually active? Oyes [lno DNotcurrently

Partners [ Male []Female [ Both

Birth Control/Protection -Pleasecircle:

Abstinence BirthControlPills CervicalCap Condom Diaphragm Implant Injection 1UD Patch

Post-menopausal Rhythm Spermicide Sponge Surgiczl VaginalCondom Withdrawal Otherseecomments None

Last Menstrual Cycle Last PAP Normal Abnormal (Circle)
Comments:
Tobacco Use History .
Alcohol Use History
Ol current everyday
L] Currenteveryday

O current some a5
[ current some days

] D Former sToker
[ Former dinker

Ul Heavy tobacco smoker
1 Heavy drinker

O Lighttobaccosmoker
[ social drinker

[ Neversmoker
) [ Never drinks
[ passive smoker - never smoked éPIeasecircIe:
Pleasecircle:
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liquor
Packs/day: 0.25 95 1 15 2 3 Drinks/day: 0.25 05 1 15 2 3 4 5
Years: 05 1 22 4 5 10 ‘| vearss 05 1 22 4 5 10




