-

- ~
- AUW STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Datcg//s/—// ' Are you an AUM student? YE@ Student ID #
/ [

Name: _ 275 4r /C € /gf“"n .
Social Security Number: {////‘ Cyg‘-% /73 Birth Date Q// 5/7 9

- —t2/ /
Local Phone NUmberrgg/ ) G/ 02 / '/ é Cﬁ Alternate Number-

Local Address:%/ Y Car” 600 /4 ¢ d Box Number _

ity Ybyr /o ey State: // a_ Zip Code: SC /G
Permanent Address: ‘l | 7 :l
City: State: Zip Code:

Marital Status (Piease C;rc]e) @"/ Merried Divorced Widowed Other

Sex (Plaae Circle) A2 / Fema]e

Primary Physicia_n | Crty:  Phone #:

Patient’s Employer: d( 21 3 Work #:

Parent’s o_;- Spouse’s Name (¢ m:]s which) ]\ / / Phone #-
Work #:

Parent’s or Spouse’s Employer: AL / ,4
' Re]ationship:

| Phane(?jk/) 5‘—78/9@'

Emergency Conta
How did you hear about the Clinic? Friend g Faculty/Staff DOnﬁﬂ‘tatmn ‘E’gh;r

7

l:ﬁ CF INSURAN CE INFORMATION J

Do you have health insurance? YES NO
If ves, p]ease give your card to the recepnomst m order for a copy to b

your chart.

N o Card

Insurance Company
&

Policy Number
i

roup Number

Tusurance Company Address

Revised
B/i3



AUM STUDENT HEALTH CENTER
" CONSENT FOR SERVICES FORM

Patient Nam%fé;f// ce 7 ;/cJ/ Date of BiILb/ _é__ IQ / L?

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.

1 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
T 2m Tesponsible for all bills incurred at the Student Health Cemter. Payment is due at the time
+that services are rendered 1mless prior arrangements have been made.

1 have read the consent form, or it has been read to me, 2nd 1 2m satisfied that 1
uindersiand its contents. My questions have been answered to my satisfaction.

//W’/(/fcz—;——/b&‘\ ﬁ j_/ Z // é’

Signvamre of Patient Date of Signature

o . :
Signature of Legal Representative (if patient unable to sign) Relationship to Patient




AUM Student Health Services -
edical lnformaﬁon Release Form
(HIPAA Release Form)

ol

s -{ﬂ""‘

-

Name:%//?_(" Q 'g/‘dc{/\/'/7 - Date of Birth:/g? !/7! 7?

Release of Information

[ 11 authorize the release of mformauon Including the diagnosis, records;
examination rendered to me and cla ms mformatlon This information may be re}eased

to:

[ 1Spouse : '
£

[ 1 Child(ren)
17 0ther Y/ ecdtus

[ 1 Information is not to be released o anyone.

-

This Release of Information will remain in effect uniil ierminaied by me in writing. -
fiessanes ' B
e S L-l_y S

Please call[ ] my horﬁe'{] my work | ] my cell Number;

IT unable io-reach me:

Myou may leave a detailed message

[ 1 please leave 2 message asking me o return your call

[] o :
The best time 1o reach me is (day)/V /C)ﬂ /fQ_?/"( between (fime) ff"/V

;;:ngned%/éﬁ(z, /zfm Date: i}é/&/@

Revised 2/14



' Relationship to Patient

AUM Student Health Services”
PATIENT HIPAA CONSENT FORM

. 1 understand that I ha've certam nghts to pnvacy rcga.rdmcr my protacted health mfonnat]on The:se o e
ights are giVen to me under the Health Insurance Portabihty and Accountability Act of 1996 '

: s (HIPAA). ] understand that by 51gmng this consent 1 authonze you to use and dtsc]ose m}' protectcd
hca]th mfo:rmatlon to carry out: _— ', : .

2 Treatment (mcludmg dn'ect or mdlrect t:reatmcnt by oﬂmr haa}thcarc prowders mvolvcd m my

 treatment);
= Obtaining payment from third paJt} payers (e. g Ty Insurance ccvmpany)

“+The day—to-day hBB]ﬂ]CﬁTE onerah ons of your practice.

: I have also becn inforrned of a.nd gwsn the right to review and secure a copy of your Summmy of the

- HIPPA _anacy ‘Rule, which contains a more complete description of the uses and disclosures of my
" “protected health mformation and my rights under HIPAA. T understand that you reserve the right o

‘change the terms of this notice from time to time and that 1 ‘may contact you at any time to obtain the

© Tmost current c,opy of ’ths notice.

) I understand that I haqdqha 1ight to request Testrictions oz how my protected health information is
used and disclosed o ¢ carry out treatment, payment and health care operations, but that you are not
- Tequired o agree to these mquustcd, restrictions. E—T owever, 1T }'ou do agree, you are t}wen bound to

co:nply wzth this restriction.

1 understand that I may revoke IhlS consent, in w—ung, at any time. However, anyuse or dlSC]GSHIB
that occurred prior to the date 1 revoke this consent is not affected.

‘7 Sig,rnad ﬁs‘@daj-of / { 20 /é
Pt _PaﬁentName% é’/ar kte | é/’f‘:{,uﬂ
Si@a'tute -//W,&i_ {5&/——;

Revised 2/14



