Y ™
AU STUDENT HEALTH CENTER

PATIENT lNFORMATlON (PLEASE PRINT)

Date: B ’ l’)\ | Areyouan AUMrstudent? YES Student ID #
Name: PD?'(\\ ‘ﬁbf\cp v oo

Social Security Number: 474 - 35 ~ 4207 Bithpae 4 l | 91 l |a{k

Local Phone Number: (2 24) 4 1454001 Altemate Number (BP37% - 2370
Local Address: 208 < 2pving qu 4 Grag Box Number |
City:_ De CJ%‘\/\ \\eo State__ AL~ Zip cheSLO_G 25 |

Perrnanept Adtjj—ess: S P( f—\
T _ State: — Zip Code:

City:
Marita] Status (Please Circle): Singl Merried Divorced Widowed Other

Sex (Please Circle): Ma]@

Primary Physician: DE U ons City:  (AJ4-H mMFA Phone £
I

Patient’s Employer:_ /11 C’ g@fg Uodocmns Work #: _
Parent’s O@Name (Lm:]e wh:c’:) L’\, ) \ LM 0 i% Phone - { ?JQ) %G(ré -2310
Parent’s or @mp]oyer ™ AX /T T oLft UVITO Y\ Work £ _j\

Re]at_]onsth: Phone#._ S A

Emergency Contact: Sr) OIS 2
How did you bear about the Clinic? Friend [ Faculty/Stett 0 Orientation B Gther 011 e/« 0C)

% INSURANCE INFORMATION ]

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

your chart. ; :
“Name on Card /

GroupNumber

Insurance Company
§

Policy Number

Insurance Company Address ]

Revised
B/13



AUM STUBDENT HEALTH CENTER
 CONSENT FOR SERVICES FORM

Patient Name UZ_)‘UY)VII . Q é()/D[/UI/\ DatEOme_‘}_/ﬁ/_%'

General Consent for Treatment

1 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.

T 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.

Pavment
1 am responsible for 211 bills incurred at the Student Health Center. Payment is due at the time
that services are rendered unless prior arrangements have been made.

i1 haveread the consent form, or it has been read to me, 2nd I am satisfied that I
understand its contents. My questions have been answered to my satisfaction.

\ Mj 76"%\«/ tﬁ%/ﬁ/ﬂﬁ% <[17 /i

Signature o;tl Patient Date of Signature

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

Relationship to Patient



O | . o

-~ AUM Student Health Services’
'PAT[EN T HIPAA CON SENT FORM

> | understand that T havc certain nghts to privacy regardmo my pro‘tec‘tgd hea]ﬂ] information. These
* rights are gi¥en to me under the-Health Insurance Portability and Accountability Act of 1996
- (HIPAA). I understand that by signing this consent T authorize you to use and disclose my protected

hea]th information to carry out:

= Treatment (mc]udmg direct or mdlruCt treatmant by other healthcare providers mvolvcd I my

treatment);
= Obtaining payment from third party payers (e.g. my insurance company);
= The day-to-day h{:'alﬂlcarq operations of your practice.

1 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 HIPAA. T understand that you reserve the right to
change the terms of this'notice from time to time and thatI may contact you at any time to obiain the

most current copy of ﬂns notice.

‘ I understand that 1 hayt’ﬂhe Tight to request resiricions 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 1o agree to these requested restrictions. However, if you do agree, you are then bound to

comply with this restnction.

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

Signf:dﬂ:is I ——] day of % 20 H.ﬂ :
Print Patient Name ‘H']’)(ﬂ\ Q %f(\wﬁ

Signature \ —/At/h O'\é/ﬂaa—_«

fReIanonsth to Patient

Revised 2/14
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AUM Student Health Services * - |
Medical Information Release Form
{HIPAA Release Form) | -

Namew D VQ«QX\/ -DateofBir%h: 41/‘71/78?

Release of Information ' - y

v

et

H’Iﬁtﬁonze the release of mformauon including the diagnosis, records;
examination rendered to me and cIaJms mforma’mon This information may be reieased

to:

MfSﬁauee ) ' _
[ 1Child(ren) -

[&Other Tina McDouue |

! S

[ 1 Information is not to be released 1o anyone.
This Release of Information will remain in effect uniil ierminated by me in writing. -

oo ’ =
R

Please call [ I my hen;)ef ] my work My es:H Numbcrjf%'?%}\ A4 -H, 1

IT unable to reach me:

Hﬂmay leave a deiailed message

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

[] - | -

~=The best time to reach me is (day)__(Lpnu a1 betwssr (fme) 130 — .00 —

;Q?Sigﬁ\‘:édr Kj{/{h_,( A\./(‘/) ‘ () [,_,Q? \;J-—f J Date: 8/1}% /

Revised 2/14



