AUBURN UNTVERSITY

AT MONTOOMERY

RUN}

VSARMEVIY MEALTH BERVIGED

Are you an AUM Faculty or Staff member? E{es [INo  Areyou an AUM student? CYes CINo

if yes, please select the semester you are currently enrolled: LIFall [Ospring CJ Summer
How did you hear about Warhawk Health Services? CFriend E}éculty/Staff [Orientation [Flyer Other

4
.

‘ PATIENTINFORMATION (PLEASE PRINT LEGIBLY) l

Date. \DI l EI I'Z\ Student Number: Alrthdatet %/Q / ? -7
First Name: w kaU I a Preferrec;: ,

Last Name: _LM(\\\YQ _
phone Number: _CBD\? 3(’) - } LDI l Emaii:mm_ﬂlﬂii\r\tﬂ@@g Y1 | !, [Y))’V\
Box or APT#:

Local Mailing Address: 001 Arasit And |
Country: _LACSA” Zip Code; ﬁ, (@

city: El X %i Ei WY WX b} State: A L
Gender: CImale emale CiTransgender Sex: [TIMale E%emale Marital Status: CSingle m@med Oipwvorced Ciwidowed L Other
Wcan American [ Caucasian [J Natveor pacific Islar

Eﬁot Hispanlc or Latino Race: O Indianor Alaska Native [0 Asian

Ethnicity: O Hispanic o7 Latino

primary Physician: N / o

Y State: phone Number:
(23l )Y SH-

£ Mons relationship: £ Y1 (\;Hg ¢y Phone Number: 0337
(250 %%g -

Emergency Contact:

Emergency Contact: E [}\\5 N\QQ;( €. Relationship: % JOULE phone Numbet:
INSURANCE INFORMATION

Do you have health insurance? Mes O Ne

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

Primary Insurance Company: //’———-
Name on insurance Card://

Group number: ‘
Relationship: policy Holder Date siminth e
Phone Number: -

drocg:

jnsurance com pany’® Ad

Policy or Contract Number:

secondary Insurance Company: -
n Insurance Card: ’//

Name ©

Group number:
Relationship: / policy Holder Daté of Birth:
phone Number: -

policy Holder's Employer.

Insurance Company's Address:




PATIENT CONSENT FO

{ understand that | have certain rights to privacy regarding my protected health information. These rights are given fo me
31 understand that by signing this consent |

under the Health Insurance portability and Accountabiiity Act of 1996 [HIPAA
authorlze you to use and disclose my protected health information to carry out:

s Treatment {inciuding direct or indirect treatment by other heaithcare

providers involve in my treatment)
Obtaining payment from third party payers {e. g m

The day-to-day healthcare operations of your practice

y insurance company)

and given the right to review and secure a copy of your Summary of the RIPAA Privacy
res of my protected health information and

omplete description of the uses and disclosu
d that you reserve the right to change the terms of this potice from time to time and

btain the most current copy of this notice.

| have also been informed of
Rule, which contains a more C
my rights under HIPAA. | understan

that | may contact you at any timeto 0
alth information is used and disclosed

equired to agree with these
h this restriction.

have the right to request restrictions on how my protected he

and health care operations, but that you are not
pound to comply wit

| understand that |

{0 carry out treatment, payment,
requested restrictions. However, If you do agree, you are then

r, any USe OF disclosure that occurred prior

at | may revoke this consent, in writing, atany time. Howeve

his consent is not affected.

ral Consent {or Treatment

s by my provider and his/her designees(s) as MY provi
utine diagnostic, {aboratory procedures, and administration.

nces, N0 substantial procedure will be performed

for that procedure. informed consent means that the
d risks of a particular procedure and/or

{ understa nd th
1o the date | revoke t

der may deem advisable

horize health caré service
include ro

cy or extraordinary circumsta
to give me informed consent
to me including benefits an

f request and aut
and (n my best interest. This may

| understand that excluding emergen

without providing me an opportunity
medical provider must disclose information

treatment.

Pazment

alth Center. Payment is d es are rendered

| bills incurred at tha Student He ye at the time that servic

fam responsible for al
ents have been made.

unless prior arre ngem
estions

and | am satisfied that | understand its contents. My qu

) have read the consent form, of it has been read to M&,
have been answered to MY satisfaction.

Signature: W
| MY

print patient’s Name:
t, write “self"): M

Relationship t0 patient {if you are the patien

Date: _LQ__J _l,j,/__zzl_




Warhawk Health Services

Medical Information Release Form (HIPAA Release Form)

Name: L Km\J)l a A’l(‘i\(‘@ Date of Birth_3_/9__/_?§l

elease of Informatio

mflauthorize the release of informatlon including the diagnosis, records, examination rendered to me, and

claims information. This information may be released to: S02.
) O,
) 'S -
Name: _D% < Moore. _\ Y. Phone:w)qw“ﬂ_ﬁelationship: P Se
l T —r
Name: Phone: Relationship: ___
Name: ___ Phone: Relationship: __
Phone: Relationship: ___ -

Name:
[ Information is not to be released to anyone.
ntil terminated by me in writing,

This Release of Information whi) remain in effect u

Messades

ork m cell number: (256_)-239 - Lol

please call Imy home Omy w

if unable 10 reach me:
e to return your call

] Please leave me 8 messag

EZ(P[ease send me an email
blease leave me @ detailed message ] Other

t time to reach me is:

o Tuesday Q/Wednesdav Eﬂéhursday m’ﬁ“iday

] Late Afternoon M Anytime

The bes

E(Monclay

[] Morning [] Early Afternoon

SignaturW

— - —



AU

WARSAWK
HeAUTH BERVICES

confidential Medical History Form

DOB: g/@/?ﬁ

Name: |\ Kau\ L& MOOM?

you EVER had any of the following?

Have
HEENT: sk Psych: O Nosignificant health
O sinus Infections | O Irritable Bowel O ADHD/ADD probleme
g strep Syndrome 0O Anxiety -
g/Mono Il Ulcerative Colitis O Depression Surgeries:
Seasonal Allergies {0 crohn's disease [ Bipolar
0 Hearing loss [1 Diverticulitis 0 Schizophrenia O Tonsils & Adenoids
- 0 GERD/Reflux O Anorexia O Hysterectomy
Respiratory: O Bulimia [] Appendectomy
0 pneumonia GU: O Cholecystectomy
gronchitis o uTl Neurology: D Other: .
O Asthma [ JKidney Stones 0 Migraines E]]
g copD Endometriosis g Stroke
0 Gonorrhea 0 Sefzures g —_—
Cardlac: 00 Chlamydia 1 Multiple Sclerosis -
O Hypertension 0O Herpes
0O High cholesterol | O HPV |nfectious Disease:
[} Heart disease O HIV/AIDS
0 Heart murmur Endocrine: 0 Syphliis
{1 Diabetes o T8
Hematelogy: ] Hypothyroidism 0 Hepatitis
71 Anemia [] Grave'sdisease
r Blood clots 0O PCOS integumentary:
7 Sickle Celt 0 Eczema
Disease/Trait Other: O Psoriasis
3 Cancer: |
0 [
T Father | [ ¢
Heart Disease :Z:__________—_f_d_d_-—-—ﬂ__ﬂ_—-—
High Cholesterol #_______,.______._____,_._,________._________,_-’_____.--——
Thyroid problems L./’L——/-—-“"'”‘"I—/ ]
cancer {List type) _________#_____,,__.-—_,__d__,-——a____-——ﬂ;_\é,’———‘;__———f—*
Depression ____,___...-—-—_____.—-——v______._-—-—-"‘"_-————————‘"—
[::L//____Jﬂ_____._—-ﬂ______.——-

g - —




Confidential Medical History Form

‘ How many years?
I- 2 cfasses of wine F)(‘FCL%\[OHOJ fj

[J Smoke: if s0, how many packs per day?
@41(:0!101: if 50, how much and how often?
[ Drugs: if so, how much and how often? What type?

[J Living arrangements:
[lon Campus w/ Roommates
Cloff Campus w/ Roommates

7 On Campus without Roommates

[l Off Campus w/ Parents 1 Off campus w/o Roommates

e

have you often been bothered

over the past TWO WeeKs, Sexual Orientation?

by: Deterosexual (straight)
G Gay or Lesbian

re in doing things 0 Bisexual
d, or hopeless 0 Other:

i ﬁjé &

[ Little interest of pleasu
[ reeling down, depresse

| fforeofthesbove

i i3 eé\i g " "
List current medications, including birth control, over the counter
e

medications, yitamnins, etc. (include dosage and frequency)
) i

Pharma

_____’_,,_,_.._--—————'—_________...._————.
—’/‘__'_____,___._—/—___ M Walmart Atlanta Hwy 334-272-2043
0 Walmart Chantilly 334-272-7114
/"‘fﬂ—*‘“‘“’“"‘”‘“ 0 Walgreens Atlanta Hwy 334-409-0611
1 CvS Atlanta HWY 334-271-5861
tttttt T . 3 Publix Taylor Junction 334-200-4507
e
| Other: _




