M | M
AU STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: | [3\ b / | & Are you an AUM student? YES NE)\ Student ID #

Name: \) 0 a YA % Ffooits

Social Security Number: 60%-“b- 0094 BirthDate O /| }/ 1985

Local Phone Number: > 5“1 - Y| %\7 =355 Alternate Number:

Local Address: 1Y 2~ &/ .~ {o\.\ f«'} ) D C Box Number

= !‘ c} . . }fl - ) e y-
City: T X< pPrise State: (o Zip Code: _Jb 330

Permanent Address: | | 2 e d; Abw rq Dr
: : y)
City: & A A.{ rprise State: A‘ - Zip Code: 56330

Marital Status (Please Circle): Sing]e@i%mvorced Widowed Other

-

Sex (PIEJ:ase Circle): a]_@j_j Female

Primary Physician: U .'/1- T City: Phone #:
Patient’s Employer: I\ ’/JH ' Work #:
Parent’s O@Name (Circle which) € 'L»\_f sty Browles Phone #:_23 3 “t ~ S -0

Work #: 334 ~-H95 -1 1 6

Parent’s or Spouse’s Employer: L end . <y B(;vx

Phone #: 334 1-Y 49 -0 4o

v I R R . 7~
Emergency Contact: C W ¢ v+ \Dvek s Relationship: W I

How did you hear about the Clinic? Friend 1 Faculty/Staff = Orientation [Q,Other_ (b

% INSURANCE INFORMATION J

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

Insurance Company

\

Policy Number

_Group Nﬁmber

Insurance Company Addregs -
T | N

Revised
B/13



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name  \) 0 athan Bode > Dateof Birth / /

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 treatment.
FPayment

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.

1 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.

4\7{7\—\——%4/1'?/‘" 0| /';L,g /;iolé

Slgzﬁture of Patient Date of Signature

? 5

Signature of Legal Representative (if patient unable to sign)

Relationship to Patient



OCCU-MED

Patient Social Security Number w 05 —4 0 } Bbq q

AUTHORIZATION FOR RELEASE OF INFORMATION FROM MEDICAL RECORD

recons suvieee BYOOYC 0NN N NIERIS

(Patient's Name) Last Name First Name Middle Initial Birthday or Age
Address ll?ﬁh b Uy D( EW( (Prise. fiL 33+-U47- 35 |

Street, Ci lty and State ) W Telephone Number
I, the undersigned, hereby authorize P L'Ot';rb'_\' -  4"""} Z,-'M

Health Care or Healt Services Provi{d/z

Auom- stvdent Ser/ices

to provide from my medical record the information specified below to Occu-Med, Medical Director, 2121
West Bullard Avenue, Fresno, CA 93711 and

Name of Any Duly Authorized Representative(s)
for the purpose of evaluating health status in relation to specific essential job requirements.

I further authorize Occu-Med to provide this information from my medical record to duly authorized
representatives of my employer, if requested.

The information supplied is to be restricted to

_ and/or
Medical Condition or Injury Specified Time Period to be Covered

and/or

Other Type of Information Specified
Release or transfer of the specified information to any person or entity not specified herein is prohibited.
An additional written consent must be obtained for a proposed new use of the information or for its

transfer to another person or entity.

This authorization shall be valid until

Date

Signature

Social Security Number Date

or

Personal Representative Date

Copyright 2009/10 Occu-Med. All rights reserved.

7121 West Bullard Avenue. Fresno, CA 93711 559.435.2800 fx:800.262.2863









