x % % Communication Result Report ( Apr. 23 2024 4:h1FM ) % x «x

Tg AUM Warhawk Health Swves.
2

te/Time: Apr. 23 2024 4:45PN

File Page
No. Mode Destination Pels) Result Not Sent

7225 Memory TX 92811940 P2 0K

Reason fo Brror .
E. 1) Hang up or iine fali E. 2} Busy ‘
E. 3) No answer E. 4) No facsimile connection
E.5) Exceeded max. E-mai’ size E. &) Destination does not support IP-Fax
PO Box 244023
Mortgomery, AL 36124

Phone; 334-244-3281
Faor. 344-244-3396

Attn: \
Ta: ) akh rom: 17
Fax: &"\‘ lq‘-& ] Pages: 9

Phope: ;)m'l\(“ Date: L“‘gé\aﬂ
re: Weicos {bourk B

[l Urgent [ For Review UIPlease Comment Plense Re| LPlcase Re

. Preoocloy Yoo rewsn bact
Camments:
4o 340NN 33N .
Impottant: This facsimile t ot contains confidential information, some or all of which may be

protected health information as defined by 1he federal Health Insurance Portability Act [HIPPA) Privacy Rule.
This transmisston & mtended for the exchusive use of the individual or entity 1o whom It s addressad and may
contaln Information that ks proprietary, privileged, confidential and/or exempt from disclosure under
appllcable Yaw. If you aTe not the Intended reciplent {or ar employee or agent respansihle far delhvering this

isston to the i ded recipient), you are hereby notified that any disclosurce, dissemination,
dlstrfbuﬁnnnr copying of this information is strictly prohibited and may be subjact to kegal vestriction ar
sanction. Please notify the sender by telephone [number listed above) to arange the return or destructian of
the information and all copies.




u AUBURN UNIVERSITY : P.0. Box 244023
AT MONTGROMERY Montgomery, AL 36124

Phore: 334-244-3281
Fax: 334-244-3396

STUDENT HEALTH SERVICES

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient Information

Stude mber:
Name?%ma (?\Y OO Date of Birth:QQ_/LLQ_/ ]Cfg D
Address: PP\ L ALV 2D C_J. V- Phone Numbe(MWQCﬁ

.city:\-)\b(\\(ft)p‘(\%l State.;)__“ - Zipw Emaiiﬂb@iﬁ(ﬂ&@ﬁ[&@j

Please select one of the following:

0 Release information FROM Auburn University at Montgomery Student Health Services tc an AUM
department/outside medical facility/person {Circle one)

YRelease information from an AUM departmégt/outside medical facty/person {Circle one)
TO Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person

Name:&@fﬁp\)&m { \KM& { w\ Pate of Birth: /

Address: J . Phone: QY\"\\C\\ X 98\" quo

City: - State: Zip: Email:

Please select one of the following: N
j@Fax Records ' 0 Mail Records 0 Hold Records for Patient Pickup
Type(s) of Records Requested:
3 Immunizations ONLY: please specify (if all, put ALL)
[0 Radiology Report
(XD Lab Results = B

[ General summary of treatment issues, progress, current functioning
1 Other: please specify

This consent may be needed at any time by the patient/client, but ending the consent will not cancel any actions that
have already taken as allowed by this form. Unless the client wishes to cancel this consent at an earlier time, it will
automatically stop upon the date and/or condition indicated below.

Date: Event/Consent:

It is understood that the duration of this consent will not be longer than necessary and reasonable to carry out the

ose for which it is givern,
@ e Brson o o onan. Hlagod

Patiant Name or Authorized Representative (Please Print)

Date
Last 4 of Patient’s Social Security # Witness Signature (REQUIRAD) Date

03/2020



