AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: #. 3 20§ Are you an AUM Student?  \/ Yes __ No S-Number:

Name: ;P[‘u’\ \/\/OU’\C/‘, sirthdate: O/ 17/199§
Main Phone Number: __ (3 3%) 750-313 6 __ Alernate Phone Number:

Local Mailing Address: W*W‘”f“@'#wenzv b Boxor APT#:_ 30§

City: /4 U buY/\ state: A L Zip Code: 3 6§32
permanent/Home address: (L1 L[ J/‘ va Yuan Box or APT #:

City: L/\/\ Yl‘ State: 5}\6‘«\ DO’\J‘i Zip Code: 276000

Marital Status (Please Circle): Married Divorced Widowed Other:

Sex (Please Circle): Female Gender: @ Female

Primary Physician: City: Phone #:

Patient's Employer: __ Work Phone #:

Parent's or Spouse's Name (Circle which): Xl C‘?I' \/\/&/\ﬁ Phone #: %"?3 550 OQO(?
Parent's or Spouse's Employer: Phone #:

AU .

!
Emergency Contact: é%% v}OJ’ 0 Relationship: fY'Le/\O(S Phone #: (53((‘) 72’8" {84“@
How did you hear about the clinic (Circle which): Friend Faculty/Staff Other:

INSURANCE INFORMATION

Do you have health insurance? __\_ZYES __No

If yes, please give your card to the front desk in order for a copy to be made for your chart.

InsuranceCompany:/VQ(}u(OnQ(_ Guaro(b’a/\ L'll‘?/e_ Name on Card: 1)70(1’\ WQV\/C)

Policy or Contract Number: Group Number:

Insurance Company's Address:

Revised 12/19/2017



AUM Student Health Services

Medical Information Release Form

(HIPPA Release Form)

Name: P&n \/\/Q/\j} Date of Birth 977/ [// [75e

Release of Information

[\}/I authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[ ]Spouse:
[ ] Child{ren):

[ ]Other:
[ ] 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: ( 33%% 750 -3 ;(7

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

[ ] other:

The best time to reach me is (day or days) between
and times.

Signed: ,DOW\ WO\V\Q
‘ J
Date: 4/ 5 /3o(¥




AUM Student Health Services
PATIENT HIPPAA CONSENT FORM

l understand that | have certain rights to privacy regarding my protected health information.

These rights are given to me under the Health Insurance Portability and Accountability Act of
1996 (HIPPA). | understand that by signing this consent | authorize you to use and disclose my
protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers
involve in my treatment)

e QObtaining payment from third party payers (e. g. my insurance company)

e 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 contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPPA. | understand that
you reserve the right to change the terms of this notice from time to time and that | may
contact you at any time to obtain the most current copy of this notice.

I understand that | have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care operations,
but that you are not required to agree with these requested restrictions. However, if you do
agree, you are then bound to comply with this restriction.

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

(
Signed this 5 day of /QPY“O (, 20 /Q

(day) (monfh) (last two digits of the year)

Print Patient’s Name: IPQ n \/\/Qr‘\\cj?

]
Relationship to Patient (if you are the patient, write “self”): se /][

Signature: /Dan YW V\JQ

REVISED 12/19/2017



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Day Month Year

Patient Name: ll)cm' \/\/Otrt;) Date of Birth: | / / 0‘!‘//7?8/

General Consent for Treatment

| 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 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.

Payment

| 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.

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

/Dan_ WOWE?’ 3, 1,208

Day Month Year

Signature of Patient Date of Signature

Signature of Legal Representative (if patient is unable to sign) Relationship to Patient




NAME: /Par\ (/\/o.r\jl Date: 03/0‘1‘/2/0/?

FAMILY HISTORY: Indicate ilinesses in blood relatives. Check those that apply.

L_J Anemia L__| Diabetes (type 1or 2) D Migraines/heada'ches
D Bleeding or clotting abnormally D Heart disease I:I Stroke
D Breast disease D High cholesterol l:l Thyroid disorder (Hypo or Hyper)
I:I Cancer D High blood pressure I:l Arthritis
LI prostate O Rhematoid
| I || .
=—Skin =—0steoarthritis
L Colon
[ Lung l:l Connective Tissue
L Breast L Lupus
L1 Other v Other:

SEXUAL HISTORY:

Have you ever been sexually active? _‘_/Yes _No
Are you currently sexually active? __Yesy/No

Do you use protection and or contraceptives? __Yes _ No

E] birth control pills E___] IUD D Condoms
D DepoProvera D Implants D Other:

Complete the followiny questions if you are sexually active:

Are you currently having sexual relations with one partner or multiple partners? _\*/one __multiple

Number of partners in last year: Z

Are/ls your sexual partner(s): __ men y/women __both

Have you ever had a sexually transmitted infection (STI)(ie: HPV, Herpes, Chlamydia. Gonorrhea or other)? __Yes \_ZNO
List STI: Treated: __Yes __No

GYNECOLOGICAL HISTORY:

Do you a period every month? _ Yes __No

Number of days of flow:

Menstrual cramps: ___ mild ___moderate __severe __ normal

Date of last PAP smear: _____last PAP smear results: ___ Have you ever had an abnormal Pap smears? __Yes __ No

If yes, explain clinical history (including test location, date, what was done) for any abnormal PAP smear?

Are you presently trying to become pregnant or will be trying soon? __ Yes __No
Have you had a mammogram? __ Yes __ No

If applicable, indicate the date and result of your last mammogram:




