RUN | o
VEARKRYT: HEALTH BERVICER

Are you an AUM Faculty or Staff member?%s CJNo  Areyou an AUM Student? [1¥es EINo

If yes, please select the semester you are currently enrolled: DE!]/DSpring O Summer

How did you hear about Warhawk Health Services? [IFriend Paculty/Staff []Orientation CiFlyer Other:

o ATIENT INFORMATION {PLEASE PRINT LEGIBLY) J
onli-oo g
Q 9% pirthdate: //é A ‘ﬁ /

pate: /161 [edl Student Number:

"2”\“’(‘?’ : First Name: K Lonan

2o - 5"?7’ il Email:_ﬁ‘};}‘oumﬂ\anﬂq @ oot wn
{

Wi
Local Mailing Address: ___ 4 ) ‘“’j H potheymovre, ( ol Box or APT#:
Zip Code: 364

City: °A W—g State: L Country:

Gender: OMale pFémale CiTransgender  Sex: ElMale §} Female Marital Status:}DSinglw@u [ Divorced E1Widowed [ Other

corlatino (] Not Rispanic or latine Race: Dylndlan or Alaska Native l'{Asiam {7 African American {J Caucasian [ Native or Pacific lslar
Phone Nu_m\ber: T

Preferred:

Last Name:

Phone Number:

Ethnicity: O Hispani

primary Physician: City: State: 7
r é 7 L . . g ﬁ -
Emergency Contact: Z#’*’? - él-?/’ 6/ N Relationship:_>Pou>t Phone Numbper:
4 '
Emergency Contact: Relationship: Phone Number:
e

! INSURANCE INFORMATION _J ————
Do you have health insurance%’es T Ne
front desk in order for a copy to be made

primary insurance Company: B 0&6 policy or Contract Nu mber:
Group number: 2 )b K( Name on Insurance Card: 0
policy Holder Date of Birth: __/ 3> [ /51

Relationship: ‘_&%‘;,,/
\ 2 5-
A MM_ Phone Number: tz)t/

policy Holder's Employer:
Insurance Company’s Addross: élé 3 E o uguxajg }DJ\,.{VA/-/ M 2 \ | E
3 rzc,a,av;

policy or Contract Number:

secondary tnsurance COMPANY: e
Group NUMDY: e Name on Insurance Card:
: v Holder Date of Birth:

Relationship! Polic
phone Number:

policy Holder's Employer:
r -
Insurance Company s pddressi e

-

If yes, please give your card to the far your chart. |
(RAV S (74/1/?( 2.




PATIENT CONSENT FORM

od health information. These rights are given to me

rtain rights to privacy regarding my protect
(HIPAA) understand that by signing this consent |

portability and Accountability Act of 1996
lose my protected health information to carry out.

| understand that | have ce
under the Health insurance
authorize you to use and disc

s Treatment {including director indirect treatment by other healthcare

providers involve in my treatment)

o  Obtaining payment from third party
e The day-to-day healthcare operations of your practice

summary of the HIPAA Privacy

protected health information and
tice from time to time and

nayers (e. g- my insurance company)

{ have also been informed of and given the right to review and secure a copy of your

Ru!ei which contains a more complete dascription of the uses and disclosures of my
my rights under HIPAA. | understand that you reserve the right to change the terms of this no
that | may contact you at any time to obtain the most current copy of this notice.

ht to request restrictions on how my protected health information is used and disclosed

t and health care pperations, but that you are not required to agree with these

| understand that | have the rig
then bound to comply with this restriction.

to carry out treatment, paymen
requested restrictions. HOWEVEr, if you do agree, you are
tand that | may revoke this consent, in writing, at any time. However, any use or disclosuré that occurred priof

| unders
this consent is not affected.

o the date | revoke
Genergl consent for Treatment
y deem advisable

nd his/her designees(s) as my provider ma

lude routing diagnostic, faboratory procedures, and administration.

traordinary circumstances, N0 substantial procedure will be performed
ormed consent means that the

me Informed consent for that procedure. Infi
ncluding benefits and risks of @ particular procedure and/or

nd authorize health care services by my providera

| request 2
t. This may inc

and in my best interes
scluding emergency oF ex
e an opportunity to give
st disclose information to me i

| understand that &
without providing M
medical provider mu
treatment.

Pazment

Center. Payment is due at the time that services are rendered

| am responsibte for 2l bills incurred at the Student Health

unless priof arrangements have been made.
ents. My questions

atisfied that | understand its cont

the consaent form, Of it has been read 10 Me, andiams

nswered to My satista

| have read
have been a8

ction.

Signature:

print patient’s Name:

patient, write “selt”): ///

Relationship t© patient (if you are the



Warhawk Health Services

Medical Information Release Form (HIPAA Release Form)

/mem 21"“;/”}/ Date of Birth__/ /_i_/_{ZZ (

Name:

Release of information

gnosis, records, examination rendered to me, and

| authorize the release of information including the dia

“claims information. This information may be released to: ¢
Name: NP "L Phone: _f;‘” 0_7’ 6 2/7" Féet tionship: __ Sf’“ LR,
Name: __ Phone: Relationship: __
Name: Phone: Relationship:

Phone: ___ Relationship: ___

Name.

[J information is not t be released to anyone.

ect until terminated by me in wrliting.

This Release of Information will remainin eff

Messages

‘ 2be 291 4
Please cal &;}/vhome CImy work Kmy cell number: (_____)—g Ly

If ungble 10 reach me:
eturn your call

[] Please leave me @ messagetor

Please send me an email
I please leave me @ detailed message [ Other
The best time to reach me is:
E{riday

Wnday mfé!sdav Wednesdav lﬁ’fhu rsday

¢ Afternoon Anytime

rly Afternoon O Lat

Signature.

L VILY R4

—— —



Confidential Medical History Form

| Aleohollsm

HBAUTH SERVICES
Narme: /QW%%/ pos:__ 1/ 324 (77
Have you EVER had any of the following?
|
HEENT: < Psych: 0| Ko significant health
0 sinus infections 0O Irritable Bowel O ADHD/ADD problems
O strep Syndrome 0 Anxiety
0 Mono O Ulcerative Colitis 0 Depression Surgeries:
O Seasonal Allergies J Crohn's disease [] Bipolar
0 Hearing loss 0 Diverticulitis 0 schizophrenia D Tonshs & Adenoids
_ 0 GERD/Reflux O Anorexia 0 Hysterectomy
Resgpiratory: O Bulimia 0 Appendectomy
0 Pneumonia GU: O Cholecystectomy
0 gronchitis o um Neurology: O Otheri __
7 Asthma {1 Kidney Stones 0 Migraines d
5 ¢copPD 0 Endometriosis [] Stroke O
O Gonorrhea 0 Seizures 0
Cardiac: 0 Chlamydia O Muitiple Scierosis D
0 Hypertension O Herpes
00 High cholesterol | O HPV Infectious Disease:
[ Heartdisease 7 HIV/AIDS
] Heart murmur Endocrine: 0 Syphilis
O Diabetes o T8
HematologY: (3 Hypothyroidism [l Hepatitis
O Anemia [ Grave'sdisease
r Biood clots O PCOS \ntegumentary:
0 Sickle Cell 00 Eczema
Disease/Trait Other: O Psoriasis
O <Cancer: o [
d

Diabetes
Heart Disease ———
Stroke ________-___,,.-———,.__———--__._————_____—-——-———:_————ﬂ——-
High Cholesterol ___,_____.__.__ﬂ,._.——g____.__.—ﬂ;_____-—f._—-———--"
Thyrold problems _ _______,_.___-—F—«___.._-—-—-d_____—-—-——-ﬂ___.._-——-—-—-—
cancer (List type) Livey ____________-—____,__..__.—4_,_’——7___#_._.—-————_____-—-—-—
Depression ]
leohollsm ] -




Confidential Medica! History Form

e ST et

[J smoke: if so, how many packs per day? How many years?
\/E‘J/Aicoho!: if 50, how much and how often? | Cigp o ek
{7 Drugs: if so, how much and how often? What type!:‘

0 Living arrangements:

[On Campus w/ Roommates 1 On Campus without Roommates
0¥ Campus w/ Roommates O Off Campus w/ Parents V’O/ff campus w/o Roommates

have you often been bothered | Sexual jentation? o

by: 4thzeterosexual (straight)
: O Gay or Leshian

| O Bisexual

!

|

I o e A v
Over the past two weeks;

[ Little interest of pleasure in doing things
] Feeling down, depressed, or hopeless

Nore of the above ______,_i_ﬂ

O Other: __

it iMedlcations ¥
List current medications, including birth control, over the counter
medications, vitamins, ete. {include dosage and frequency} _ ]
i
e T —

- —— — =
’________,_._-———————"________ m Walmart Atlanta Hwy 334-272-2043
7 walmart Chantilly 334-272-7114
/‘“"—'-—-—M' [ ~  walgreens Atlanta Hwy 334-408-0611
I _ l 7 CVS Atlanta Hwy 334-271-5861

i O Pubiix Taylor Junction 334-290-4507
___ e

LOther




