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AUM STUDENT HEALTH CENTER

Po//ef)

PATIENT INFORMATION (PLEASE PRINT)

Date: 0%/ ¢ /2016 Are you an AUM student? @‘ NO Student ID #

Name: Anh Daa ) (Toc.)

Social Security Number:; ) Birth Date__ (09 /14 [ 1995

Local Phone Number:_ (¢ 5. JREY — 2} 53 Alternate Number:

Local Address: 59 ) Focest Rod. - Box Number

City: Mogt o oo \J State: Al Zip Code: ﬁg.‘\ ok
Permanent Address: 19 7 Teco <l Buld p

City: Moot ~omea State: A Zip Code: - 36 109

\l
i d

Marital Status (Please Circle): Iing]%:. Married Divorced Widowed Other

Sex (Please Circle): @/l; Female

Primary Physician: City: Phone #:

Patient’s Employer: Work #:

Parent’s or Spouse’s Name (Circle which) _ Phone #:

Parent’s or Spouse’s Employer: Work #:

Emergency Contact:__\Ax \\h“ﬁﬁé:ﬁ-%ﬂ.;\/Relationship: At Phone #: (334 ) 3n{ — |335 M

. How did you hear about the Clinic? Friend O] Faculty/Staff - Orientation O] Other

INSURANCE INFORMATION 1

Do you have health insurance? YES @J
If yes, please give your card to the receptionist in order for a copy to be made for
your chart.

Insurance Company Name on Card

Policy Number Group Number

Insurance Company Address

Revised
8/13



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name P Dpae  (Toe) Date of Birth 05/ jo/ (997 .

3
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.

[ 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

I am responsible for all bills incurred at 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 to me, and [ am satisfied that I
understand its contents. My questions have been answered to my satisfaction.

: o\ )] -~ c ’
jﬁ Y / WO/ e

Signature of Patient — Date of Signature

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



AUM Student Health Services
PATIENT HIPAA CONSENT FORM

[ understand that 1 have certain rights to privacy regarding my protected health information. These
tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected
health information to carry out:

« Treatment (including direct or indirect treatment by other healthcare providers involved in my
treatment);

+ Obtaining payment from third party payers (e.g. my insurance company);

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

[ 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. 1 understand that you reserve the right to
change the terms of this notice from time to time and that | may contact you at any time to obtain the
most current copy of this notice.

I understand that | have the right to request restrictions 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 to agree to these requested restrictions. However, if you do agree, you are then bound to
comply with this restriction.

[ understand that I may revoke 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.

Signed this_|Q  day of Ay aot 200G, .
Print Patient Name A\«Jﬂ Q" r"j ( TL)C_)
-—
Signature _\\/ J—

/I
Relationship to Patient

Revised 2/14



AUM Student Health Services
;Medical Informatlon Release Form
(HIPAA Release Form)

_‘ Dgte"of‘eirtﬁ

ased to anyone.
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% AUM NURSING CARE CENTER
l’k IMMUNIZATION RECORD
PATIENT NAME: ﬂn A ﬂoan : BIRTHDATE: ‘Shc{ //9 s
ALLERGIES/MEDICAL ALERT: JD o, / /e 1
| IMMUNIZATION i DATE S Giies | i
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Screening Checklist pamient nawe i Doig
for Contraindications  >moro s
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don’t
know

O

yes

1. Are you sick today?

2. Do you have allergies to medications, food, a vaccine component, or latex?

3. Have you ever had a serious reaction after receiving a vaccination?

4. Do you have a long-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?

Oy 0O (go)d

O O | O0

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

6. In the past 3 months, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?

]

O
S ENEEREVEI LRI
O]

U

7. Have you had a seizure or a brain or other nervous system problem?

8. During the past year, have you received a transfusion of blood or blood products,
or been given immune (gamma) globulin or an antiviral drug?

9. For women: Are you pregnant or is there a chance you could become pregnant
during the next month?

10. Have you received any vaccinations in the past 4 weeks?

— \// = A
FORM COMPLETED BY ; A il pATE XA/ (O] 2 0((

FORM REVIEWED BY vi\ i N~— P—"\) DATE_LQ_I&_LLLQ

Did you bring your immunization record card with you? yes [ no [

It is important for you to have a personal record of your vaccinations. If 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 health care provider records all your vaccinations on it.

immunization
action coalition

g@z @E Technical content reviewed by the Centers for Disease Control and Prevention
i - Saint Paul, Minnesota - 651-647-5009 « www.immunize.org - wwwyaccineinformation.org

B g

b www.immunize.org/catg.d/p4065.pdf = Item #P4065 (2/16)

Lo -
immunize.org
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Confidential Medical History Form
AUM Student Health Services

Name. ___Date of Birth

Avh oKl [4/199

D(‘r'la R

PAST/CURRENT PERSONAL MEDTCAL I-l]STORY Have YOU EVER had any of the following?

Heart/Lungs " | Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
OAsthma OCeliacDisease OAnemia 0O Difficult intubation DChIamydla
OHeart Disease (valve, Olrritable Bowel Syndrome O g:eedjrrg [t)is}:grld?ﬂrs OMalignanthyperthermia DGenitalHerpes
DHves[stei,d rheumatic, etc.) O Stomach/Duodenal Ulcers o Ec;ios,ordgr: e OPostOpNauseaor DGenital Warts
.ea L] OUlcerative Colitis/Crohn's sy Vomiting (PONV) M
OHighBloodPressure DOtherledr. Stomach,or O Pseudocholinesterase OHPV
OHigh Cholesterol BowelDisease O Radiation Therapy Deficiency
. i OOtherSTD
O Pneumonia Neurological Orthopedics OSpinal headache
Endocrine OConcussions OArthritis 2 : OB/GYN History
; i Sargeal Mivtery 0O Endometriosis
OAdrenal Disorders []Cdnvdlmons!SElzures OFractures/Br B O Appendectomy
. OMigraines/Severe e df
O Diabetes 2 OPregnancies#:
DPolyeystictivary Headaches OAdenoidectomy
i i Infectious Diseases
Syndrome (PCOS) O Multiple Sclerosis ! . OEarTubes Fiterise Histury
T OMuscular Dystrophy O Chickenpox/Varicella O Gallbladder Removal _
yroid Disorae! OHepatitis Type: ) Olack of exercise
O Stroke/TIA OKnee ACLRepair
Wil OHIV Infection L R Déerc’:sing regularly
DChroricKidneyor Meniah Healh D Infectious Mononucleosis | DKnee Arthroscopy Moderate Exercising
Bladder Disease OADHD O Malaria L R | Walking briskly, water aerobics, etc.
~ gKidney Stones DAlcohol Abuse SiMumps OOrganTransplan Blessthan3timesperweek
i tine Disord, : O Ovarian Cyst Removal
DArroremarEa ing Disorder) O Tuberculosis - i mﬁ;rmoretimes;)erweek
Ears/Eves/Nose/Throat O Anxiety Disorder . OSplenectomy :
DTyphoid Fever Tonsill Strenuous Exercising
OChronicSinusInfections O Bulimia (Eating Disorder) OTonsillectomy e SR )
5 unming, swimming laps, etc.
Eve Disorders (other # O Depression ” OWeight Loss Surgery )
OEye Disorders (other tan Skin ) . DLessthan 3times perweek
glasses or contacis) O Drug Dependency o — OOtherPriorSurgeries _
OHearingLoss OOther Mental Health @3 ormore times perweek
Problems OPsoriasis
ONasal Allergies/Hayfever
OHives

Allergies

~ List Medications

OtherHistory

Have you ever had an allergic reaction? [ Yes MNO

MedicationAllergies:

-

L] Previous Hospitalizations

Food Allergies:

e

Dther Allergies (latex, bee stings, etc.):

[JOTHERHealthProblems

j].(sl‘kr)_n
f

Does YOUR ]NI?MEDIATE FA_MILY have any of the foilowmg"

Mother

1 Father

D Adopted (Fam:ly history unknown)

‘Siblings

| Grandparents -

Alcoholism

Breast

. Blood Clots/Clotting Disorders

Colon

(]
o
=
&S | Melanoma

—_

Diabetes

i Other Lancers LSt TyPe)

Drug Dependency

“Heart Disease

u_HJgh Blood Pressure

_ High Cholesterol

Mental lllness

~ Stroke

Sudden Cardrac: Arrest (under age 50)




F &

What is your sexual orientation?

Whatisyourgender?

[ remale [ Heterosexual (Straight)

male méyorLesbian

[ Transgender [ Bisexual

[J other [ other

Abuse History

As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse [0 Yes [J No

Physical Abuse [J Yes [J No

Sexual Abuse o Yes O No

DrugHistory '
[ Yes E(Na

How often

Do you take recreational drugs?

How much?

What type? Marijuana Coczine Meth Heroine Spice Other

Sexual History

Sexually active? m/Yes CINo DNotcurrent]y
Partners M/Male [(Jremale [ Both

Birth Control/Protection -Pleasecircle:

EN
Abstinence Birth Control Pills CErvicaICap@Diaphragm Implant Injection IUD Patch

Post-menopausal Rhythm Spermicide Sponge Surgical VaginalCondom Withdrawal Otherseecomments None

Last Menstrual Cycle Last PAP, Normal Abnormal (Circle)
Comments:
Tobacco Use History .
Alcohol Use History
[J currentevery day

[ current some 6371
1] Former stoker
O Heavy tobacco smoker

] Lighttobaccosmoker

[ ] Neversmoker

gﬁssive smoker-never smoked

Pleasecircle:

O current everyday
[ current some days
U Former dinker

| Heavy drinker

[ social drinker

Mever drinks

Pleasecircle:

Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew

Packs/day: 0.25 05 1 15 2 3

Years: 05 1 2 2 4 5 10

Type used: Beer Wine Liguor

Drinks/day: 0.25 05 1 15 2 3 4 5

1 2 4 5 10

Years: 0.5




*’\ AUM NURSING CARE CENTER ¢
ADOLESCENT/ADULT HEALTH HISTOSY
' £

How often do you have your parlods? Are thay regular?
How many days do they last?
Do you have: (circle) bad cramps blesding or spotting between perlods unusual discharge

Do you hava any problems'with your breasts (lumps, discharge, or olher)? ........... YES
Cl et e T PR RIS ocrsrrevsontoas s s e s R B A T N AR R S S YES NO
How many times have you ever been pregnant? —_ How many children are llving? i

Have you ever had any children born dead; any slillbirths, miscerringes, or abortlons? . ....ciiiiiieiiinriirrarrnranees NO YES
WaTe ARy B yOUrCRIERR PramaiUmeT s vemms s G v s e e s A e e e s NO  YES

How old ware you when your lirstchildwasborn?
Have you'ever used: (circle NO/YES) birthconlrolpills? NO YES; loam? NO VYES, condoms? NO YES; [UD? NO YES;
diaphragm? NO YES

Did you have problems wilh ar'-;f L ST T 1oL LT T £ I AN NO
Have you aver had an abnormal PAP SMBar? ...covvvererneerererans et o e DO~ i NO

Dale _QB_LJQ_Z_éLX\L - Name D’Lmts Ulos )
1. Whatis the reason lor your visil today? (o1h) ;-/ﬁ uht!‘” ) ‘f—
2. ls lhere anything about you and your health that we need to know? L)
*3: List medicine, drugs, or lood you are allergic lo: % ‘
*4. List any meaicines or drugs you take: A gy .(f_I‘_,
5, Have YOU or anyone in your family had any of the Iollowing: {clrcle)
JECESTE nerve or mental problems
heart disease «./diabatesisuga_r_ tuberculosis asthma
<ﬁi§h blood E';;Eﬁ‘r?a‘\ blood problem or disease birth delects died befors ags 50
stroke cancer menlal retardalion other "{amily” disease
6. Have you ever been In the hospital? _A2 __ Why? s
7. Have you.ever had surgery? 00 Why? 4
8. Have you ever had a serious accident? O
§. Have you had serious or recen! problems with:
ears or throat NO YES cough "NO YES kldneys NO YES gallbladder NO YES
allergiss NO &ES)  thyrold NO YES  welghtloss#  NO YES  liver NO YES
lung infections NO YES skin problems NO YES ulcers NO YES ~ depression NO YES
. i headaches ° NO YES
Ean |
10, Have you ever had a selzure; convulsion; or "[alling out” 3pall? «..iciviviviisisiiesnssasrisonnsdnsssvassiisissserins ) YES
11. Have you aver had a blood clot in your 1ungs, |egs or'anyWharB7 ... .eeeersererrisrasiariesnsssmensssnns N S o YES
*12. Have you ever smoked cigarettes or used smokelgss |0ba8CCOT ..vvvevriiiniennreran, T e T L YES
If yes, are you an: Ex-smokar? Smoking now? Do you smoke (less) (more) than a pack a day?
) How much smokeless tobacco do you use a day? -
.*13. How often do you drink beer, wing, wine coblers, or liquor? ’
Never 1-2 limes a week 3-4 times a wesk 5 or more times a weak
If you drink beer, wine, wine coolers, orliguaor, do you have; ' -
@ (more) than 5 drinks a day? #
*14. Have you ever used marijuana, cocains, crack or otnar drugs? w......... T e T RO on Persbaesiianeesa e YES
*15. Have you ever used L.V, drugs? ...c.vviieieinninriinnanin P — AR W S T S e YES
16. Have you ever had a blood IraNSIUSIONT .. iue et ittt et ettt te et e et sa et s e sns et teannraeraeeeeenass YES
17. Do you have any tattoos? .......... R R R R L Y 3 SO AT e AP o T i YES
1B Have you BVar BEEH Sated ToTANVEOTTEEIIBTARRTY 1w uemsm s s S s i s S s S s s e wrerweisers YES
19. Have you had more than one sex parinerin the past 5 years? ,......... T T iy e nas e NO
20. Have you aver had 883 wilh @ MamMbBEr Of YOUT OWN 58X -t utenvureeneroeeetne s es e st ee e e sess s s es e esssennnns L. NO (YE
21. Have you had cr been around anyone with hepatitls? .......eienviiiiieiieeeinennnne, s A ] NO
22. Would your sex partnsr(s) answer Yes 10 any of the qUestions 14-22 1 ... ... e ur s e e essee e orrrseeineend @ YES
FOR FEMALES ONLY *
A. How old were you when you started your periods? _______ Date of your last perlod?

YES
YES




