o e
AUN STUDENT HEALTH CENTER | ’

PATIENT INFORMATION (PLEASE PRINT) | - |

Deate: (O [ ) () Areyouan AUM student? YEY NO' JStudentID # A ) /A’
A

Name: L“Q\C‘—;A A'ﬂ VW(EK\G\ Y\ .
Social SecuntyNumber Uff’)% OO C’(EDDLQ Birth Date Q«/O /t]L L

Local Phone Numbsr5 | 2— Coci@ % )l (o p) Alternate Number: /L) [ /A\_
Local Address: %u q’ C—-} {A)‘tpk | 1/]DL‘TFM/F R r] Box Number

Cit}';mauﬁ%ﬁm% State: A— L- Zip Code:_é_@[_&_‘@- |
Permanent Address: A ) {1 : . ;
City: /\ / A’ ‘ State: f\) ,/ A Zip Code: ‘A‘Z_ZA-

Marital Status (P]ea.se Garc]e) Single @Divorced Widowed Other

Sex (P]ease Circle): Ma]e ema]e

Primary Physician: L l \Y \gg H;)bk o }?@?w‘gr\é{ Z:%L[_..Z%(Q'lfﬁo
Pat;cntsEmp}oyer Pj(‘ 17% C"\' A -QQ\CQ (Pﬁ‘e(; Wﬂ @53&-{: E’__L%L]L O{Ql

Parent’ s@c circte which) (Ve 10 e, Phone 25 )7 e%@%
Parent’s or Spouse’s Employer: MML[L o) \ A’F(D) Work #: U[ﬂf 2,% 215

Emergency Contact: C hur\egThov fR'*;Re]ahonsth' h@fﬁg@ Phone & 8‘ 2/% 1% 2__25 vl

How did you hear about the Clinic? Friend ﬁ}“ aculty/Staff D Orientation D Other_

7
% INSURANCEINFORMATION J

Do you have health insurance? YES NO
If yes; please give your card to the receptionist in order for a copy to be made for

-

vour chart. ; /
- Josurapce Company yﬁ/
' A — ) g

Insurance Co ' dress

TRevised
B/13



AUNM STUDENT HEALTH CENTER
* CONSENT FOR SERVICES FORM

Patient Name J,j \(‘36\«\\ /j( mﬁégoe% ; I Date of Birth b_/ ;E/ l_@

General Consent for Treatment

I 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 2 pa_rﬁcular procedure and/or treatment.

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

i have read the consent form, or it has been read 1o me, and I am satisfied that I
understand its contents. My questions have been answered to my satisfaction.

(Rl fzle

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

Relationship to Patient



- AUM Student Health Services"
- PATIENT HIPAA CONSENT FORM

1 undcrstand that T have certain nghts to pnvacy regardmg my protcctcd hea]th mformatlon Thesc
- mights are gi¥en to me under the Health Insurance Portability and Accountability Act of 1996
- (HIPAA). I understand that by s1gnmg this consent T authorize you to use and disclose rny protected

' health information to carry out:.

= Treatment (mc:]udmg direct or indirect treatmcnt by othcr healthcare providers mvolved in my

treatient);
- Obtaining paym ent from third _party payers (e.g. my insurance company); -

- The day-to-day healthcare operations of your practice.

- Thave also been informed of and given the right fo review and secure 2 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. understand that you reserve the right fo .
change the terms of this notice from time to time and that T may contact you at any time to obtain the

‘most current copy of ﬂ'llS notice.

T understand that I hé:iéﬁhe'ﬂght to request restnctions on how my protected health information is
used and disclosed to carry out treatment,-pgyment and health care operations, but that you are not
-Tequired to agree to these requested restrictions. However, if you do agree, you are then bound to

comply with this restriction.

| unders*tand that I may revoke Th:s comsent, In writing, at any time. Howmer any use or d1sc]osurc
that occurred prior to the date 1 revoke this consent is not affected.

Sigqedfnis zTY\- day.of/\\lc‘)\(\Q 20 \® .
PﬁntPaﬁt:nIN e’],_ap“\c,&/\ A)@P\-é;\?@c%&ﬂ
© Sigfatute M/A/é’{é;r_n

\.____,/ el

s L
| vRElatzonshlp to Patient m‘F \Q ﬂ+

Revised 2/14 :



AUM Student Health Services - | -
Medical Informafior; Release Form
(HIPAA Release Form)

\

Name: &&\/\ /LYW\PYO(U\} V] - Date of Birth: !ZJ 1 70/(

Q

Release of lnformatfon

[ 11 authorize the release of mformatlon including the diagnosis, records;
examination rendered to me and ciarms mformatron This information may be released

to:
MSpouée C 1“01{1@%T\“ ) V'}/]\(‘{j F

[ ] Child(ren)

[ 1 Other

[ 1 Information is not to be released io anyone.

This Release of Information will remain in effect until ierminated by me in writing. -

Please call[ ] my home []my WDI’V]T\ my cell Number: £ K () Cp%@ “% 6

IT unable to reach me:
]?(lyou may leave a detailed message

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

; - : L -
- between (time)

A Date: _(Q/ ij J_@

The best time to reach me is/(day}\_

Revised 2/14



) AUM NURSING CARE CENTER ¢
PROBLEM VISIT RECORD

SATE (e!}}lfg TovE_ AR3O PT. HISTORY REVIEWED/ UFDATED / /
(ATIENT n‘.x-'-iE'Aef??/l H#nn F;«_.;;,'A AGE:

DOBEB:
4 Une; +ophor! voaceine gm_m%mﬁ_dmfu
d" € Ce

PRESENT COMPLAINT:

Yo Ln:{ec-{—fm eaA“f/L= R

:DICATIONS: LMP:

Temn . Pulse Resn BP_ HT WT i Allereies

SlﬂeL( Cr'sk

INITIAL VISIT

- . " RETURN VISIT - -

Throat

Neek/ Back

Beant

Lungs

Abdomen

CU/Gl

Extremities

DIAGNOSIS: e ' s TESTE-Y s 5 RESULTS -

ZLAN: CALL BACK:

RACTITIONER STAFF
SIGNATURE: SIGNATURE:

AUDIT DATE: COMMENTS:

n
(s}

PREPARFD BY AUM N
REVISEDVADOPT 16/

B2

'HYSICIAN SIGNATURE:




' /‘\
STUDENT HEALTH CEN..R

TRAVEL HEALTH HISTORY
Date_(p [ Ca [ [(@Name_|_p\ £\ An ms?cxc& Y]

1. What is the reason for your visit today \(U, £ [/\C ( (r\) &l/] T\‘&
2. List allergies you have to medicines, foods(o} iodine: & Cuestor cecy (/1 <

3. List any medications or drugs you are currently taking (this would include herbal and over-
the-counter as well as prescription drugs): T k& Q \ﬂm\ O < tHvonatha
T T T T > T (‘&l L

4. Have you had any of the following: (circle if this applies to you;):
Heart disease
Kidney disease

- Stomach/Gastrointestinal disease--——----
Diabetes/sugar
5. Are you immunocompromised? (Is there a problem with your immune system) Yes NO‘X
Thymus disorder ( Myasthenia gravis, thymoma, thymectomy)
Spleen removed
Transplant recipient
Cirrhosis of the liver
Cancer
HIV
6. How oftend

ou drink beer, wine, wine cooler, or liquor? (Please circle)

Never /R / 1-2 times a week / 3-4 times a week / 5 or more times a week
7. Where afeyou going on your trip? NDYOCOD S CEDDQ ( Y]
8. How long is your trip? Months ) Days | )

9. When are you leaving on your trip? ‘(.Qr/ (O | ! Q

7 )

~ FOR FEMALES,ONLY

. Date of your last period? E J 7 > ‘ ( bHax e you had a hysterectomy? YES NO X
Are you currently pregnant? YES

What is your due date? A =
‘Do you plan to become pregnant in the next 3 months? YES NO % MQ%DQ .
. Are you breastfeeding? YES NO

@

=Fe

(Adopted by NCC 7/08)
Revised2/11)



i

Patiertt name: l\.‘\? ah ‘!iﬂ nNe h"aoqf

™\

O ke of b 2/ OLEX

|
4 o) (dy)  Or)

—

~Screening Checklistior L.on aindications
‘Vaccines for Adults |

For patients: The following questions will help us determine.which vacdnes you may be given today.
if you answer “yes” 1o any question, it does not necessarily mean you should not be vaccinated. ft just

rmeans addiional questions must be asked. If 2 question is not clear, please ask your heafthcare provider

io explain 1t. _ ) Dot
Yes No Know

|. Are you sick today? O & 0

2. Doyou have allergies 0 medictions, food, 2 vacdne compc.ment, or laiex? .8 Il AD

3. Haveyoueverhada serious reaction after receving a vaccination! a M. O

4. Do you have g long-term heakh probie.;n with heart disease, lung diszase, asthma, 0 ¥ O
kidn'ey disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? J

5. Do you have @ncer, leukemniz, HIV/AIDS, or any other immune sysiem problem? O ﬁ\ O

6. Inthe past 3 moniths, have you =ken medictions that weaken your IMmune sys: SterT,

u|
¢
0

zuch as cortisons, prednisone, other steroics, or ani@ncer grugs, or rigve you had

adiztion treztments?

Have you had a seizure or 2 brain o other DErvous Sysiem problem?

o
b
(N

2
8. During the past year, have you received a transiusion of blood or blood progudis, 0 X O
~ orbeen given immune (gamma) globulin or an antviral drug!
51 S—
2. For women: Arg you pregnant or is there 2 chance you could become pregnant 0 \E ’ 0
during the next month? :
|0. Have you received any vaccinations in the past 4 weeks? : - 0O }i 0
' Form completed by: AL a4y Y\ Date: 2|
" Form reviewed by: [\-’{Q/IA_) Date: (o ?

Did you bring your immunization record card with you? yes 1 no '%

It.is important for you 1o have a personal record of your vaccinations. |f you don’t have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every

_time you seek medical care. Make sure your heatthcare provider records all your vaccinations on it. '

| o ———

Technical content seviewsd by the Centes for Diseast Contml and Provention

M MUNIZATION ActioN COALITION Saint Paul, Minnesata » 651 -647-8009 = www.immunize.org » www.vaccineinformation.org
- www.immunize.nrg/catg.d[pi.oﬁipd{- Item -#.‘FM_)ES (1/15)
CPM-]mmunizaﬁDn 73 3 Revised April 2015



i Protect Cur Futurel
. ABOLESCENT f\DULT EMNEATION REC @ S— -
CL'H\HC -

" Name:. eu,h Hrnn P'acj N
Date ofbm‘h t?Jo|/ . Rccord :
Allergies: She,ll'c,sh- " Reactions: Hi

DI R S s U ke st : Emmmzeﬁ
History of Chickenpox? YES or NO Ifyes, date if known: e g

Yaccing e bateAdmip Ageat VISForm Given|, - Lot Dose|A dmin|Routs| Frovider Initialst+* or
SR 3 Mo |Day| Y1 the tims Typs|Mo | ¥1 | Abbr*| Nomber Sitex=| . Outside Provider Name

7 b ke 1 7 | i

Td TR T | PR [ E

Td : = e L = | TdBlSaEs ' ; 05cc

Td ST T o S

Tdap S etha - - | Tdap| : © | 05ce|.

elele|z|z|=

HepB ; o -_ : "IE_-;B

g

HaB o i |H=PB S e e ‘ e A e

o

HepB - - :' ' "%B

HepB (booster if needed) : ‘ l e ] RE T : 7 e

MMR Rubellz= Rubeola | - o bem] Ecb e aelde dan

MMR Rubella- Rubeola | Bl aEe sk 50

Vadoele: 4 '\_r'a: L il e 7 T 5Q

! 7 { . 3 e
Varicella™ . . - 2 AR e T “|05ee| . 5Q

v LT e ks . jl‘;uliu ot e UScc|. . i} 80

Puh:n S : > e D.SGC ; SQ

BV

v

Bobao | Rt e e 5Q

TV : S s : == i SRRl ¢ 1) S, 1 [

PPV3 5 - iy ; PPV|- i "+ l05ee

i etk G SR S el W SR e

Hepatitis &+ . =] L R B

1y z =2 ¥ 5 g 5 =FY ¢ S B . _ch: o

B oo . b D oS

HEY . : o - | EEe B e R e

Iilﬂuénza.'."--"' % < ¥ Fli{eee L RS s R O

Influenza - . - St ; Flu g8 RS

by
G T

Influenza A 3 _- ; - Flutj =t e LR {1 0.5cc

SHERHREAR R

MCVZI» .; -"i_‘ ot e - < il

MESVEC S et b ol S esai B

‘ta
o]

* Mzoufacturers: M= Iﬂerck S—-.Sznou?as‘em,ﬁ—Wycth G= G]LOSmithIQne B> e 3
=+Gjtes: L'I‘—"Laﬁ.‘tﬂuvh-RT ij‘ltThWh LA= Ln:tﬁrm RA R.ghLArm,LD, Lerthtpid,RD=RﬁghtDa]‘goid <

s29VIS Language uw‘-n, if not Enc’hsh g BE - S ; e R



***Provider Information

A

o/
First Name MI LastName Title Full Signature Initials
| §
Tuberculin Test .
Date Admin|Test Type] Provider*** | ‘Provider*** Results | Notes
Mo | Day | Yr | PPD| Tine | placing the test | reading the test
Titer Test Results for Non Susceptibility (IgM)
Date - Disease ¥ Resulis | Notes
Mo | Day | Yr Neg | Pos
Vaccine Date Admin| Ageat [VIS Form Given Manuf Lot FDnse Admin{Route| Provider Injtizlss=
Mo| Day| yr [thetime Type MOIYr Abbr* Number Site*# 4 | or Outside Provider
’Rf’mhoid i G !+ i 7S 1R PlL/or2~ lo.s| en[Tm| Al




