4

AUNM STUDENT HEALTH CERNTER

|PATIENT INFORMATION (PLEASE PRINT) | |

Date: 3/33 [t ) Areyouan AUM student? @S NO StudentID# 003225473

Name:_Devle [ Orvn Burfon

Social Security Number:_4 2 | -9~ 7¢ (@

Birth Date Li,/g ! 994

'_ Local Phone Number: 33/ - 3[ 3-dby & . ~ Alternate Number:_3 fBL(-u 55~ EYOY
Local Address: 373 |,J p_‘h{m Pka S ‘f:. Box Number :
City: Pecftuille State:_ AL ZipCode: 3606/

@; or Spouse’s Name (Circle whicli)

r

Permanent Address:__ Joume. oS alove

State: Zip Code:

City:

Mcm'lcd Divorced Widowed Other

Marital Status (Please Circle): ngle

1 ] (Malg/
Sex (P ease Circle) Cl\jfgg Female

Primary Physician:

City: Phone #:

Waork #:
Phone #: 234~ 5 33 ~5 4

Work #:_834 - 365 - 26%6

Patient’s Employer: N f!-\

Parent’s or Spouse’s Employer: s el V-E,mplog ()c[
Emergency Contact_Sheven  BuiTon Relationship: M athe¢,  Phone # 33~ Bre-9ou
How did you hear about the Climic? Fricnd EFaculry/Staff 2 Orientation Other__ :

l,'NSU'RANCE INFORMATION '

Do you have health insurance? YES @
Ifyes plcase give your card to the receptxomsi in order for a copy to be made for

yvour chart.

" Name on Card DAMIEL R0

Insurance Company Me di=Shere.

Policy Number (26 ODEH3927F Group Number

T 7499%

Insurance Company Address 00, Brox A5 65, Bl fuee,

Tevised
BN3



ADM STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM

Patient Name ) |"€i'l Burlen Date of Buth Y / 2/ |q4q -

General Consent for Treatment

1 request and authorize health care services by my provider and his/her designees(s) asmy
provider may deem advisable and i oy best wterest. This may include rowutime dragnostic,

laboratory procedures and medication admimistration. , _

T vmderstand that excluding emergency or extraordinary circumstances, no substaniial wocedure

wvill be performed without providing me zn opportuntly to gve me informed consent for that
“procedure. Informed consent mezns thai the medical-provder Tonsi disclose mTorma'LOﬂ fome

including bsﬂa'n'ls znd usl_s of a parficular pTDCEdEIE: “and/or freziment

FPavyment
amTesponsible Tor all balls memred a2t the Sindeni Health Cemizr. Payment as gue 2110
made.

4 =l -
+“hzt services are Tendered 1mless poor P_T_E_H‘—"t_nt‘ﬂls have been

Y haveread the consent Torm, or it has hee:l read ip me, and 1 2m satisfied thai
wndersiand its contents. Wiy gnestions have been answersd 15 my sabsfachon

3 /23 ) ig

el 0. Pl
Sigmanre of Pabent , _ Date of Signature
T patient 1 1o =3 Reletionship to Pabent

Signezime of Legal Repressntafive (6 patient unable 10 sig0)
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AUM Student Health Services
PATIENT HIPAA CONSENT FORM

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

health mformation to carry out:

» Treatment (including direct or indirect treatmem 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.

1 have also been informed of and given the right to review and secure a copy of your Swmmary 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 Lmdcrstand 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 I have the Tight 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 thesc requested restrictions. However, if you do agree, you are then bound to

comply with this restriction.

1 understand that I may revoke this tonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signedthis 23 dayof _ Maned, 20 |2

Print Patient Name Deonied  Budlan

Signature O J\/_m:l ¢ ,() ; W -7:(/;?'1'«_—

Relationship to Patient -

Revised 2/14



AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

-

Name: Do-mb.l (Burion - - DateofBirth: _ 3 | 231 i~

Release of Information

K | authorize the release of information including the diagnosis, records,
examination rendered to me and claims information. This information may be released

{o!

[]1Spouse_:

[ ] Child(ren) )
[ |

Information is nct to be released tc anyone.

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

Messages

Please call M my home [ ] my work [ ] my cell Number:
If unable to reach me:
[ ]1you may leave a detailed messaQe

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

[]
The best time to reach me is (day) (’Zfbu\;? 7/2,4,;,;9__ between (time)
Signed: 2@(:—%/ I /;an@% ’ Date: S5 /1231 /7

Revised 2/14
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AUM Student Health Services

NAE,. s R R e e s e e LIRS L I e s
PAST/CURRENT PI.‘.RSONAL MEDICAL HISTORY: Have YOU EVER had any of the following?
Heart/Lungs * | Stomach/Bowel Hematology/Oncoelogy AnesthesiaHistory STDs
pAsthma OCeliacDisease O Anemia [ Difficull intubation OChizmydia
OHeart e?i?—]ease (oaloe, ) Olritable Bowel Syndrome DBleeding Disorders [IMalignant hyperthermia DGenitalHerpes
pessel, rheumatic, etc. OBlood Clots/Clottin ) .
Heart Murmur Ty Disorders ? OPostOpNauseaor DGenital Warls
gReartM DUlcerative Colilis/Crohn’s Varriting (PONV) it
[HighBloodPressure DOiherLf\fgr.Sleach.or i 0 Pseudocholinesterase OHPV
pHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
- = - inalheadache O0therSTD
O Pneurmonia Neurological Orthopedics O Spinal heada
: s ! 0 e OB/GYN History
Endocrine OConcussions ‘ DArtritis Surgical History -
pgAdrenal Disorders OConvulsions/Seizures O Endometriosis
OMinraines!S OF rashres/Brolen Bones O Appendeciomy
nDisbetes Igraines Severs ) OPregnancies#:
5 Adenoideclom ) )
OPolycysticOvary Headaches . ] G y
Synrome (PCOS) 0 Multiple Sclerosis Infecrious Diseases CEarTubes Exercise Hisi
: . : Cl 1510
I DMuscularystrophy O Chickenpox/Varicella U Gallbladder Remaval ry
OThyroid Disorder DHepatitis Type: [ Lack of exercise
O Stroke/T1A ' OKnee ACLRepair
Ysdney OHIV Infection L R DOExercisingregularly
aChronic Kidney or Mental Health O Inieclious Mononucleosis  j [IKnee Arthroscopy Moderste Exercising
Biadder Diseass CADHD 0 Malaria L R Walking briskly, waier aerobics, eic.
— i HRdney Slones DAleehael Abuse Btdurps Dﬂmn'n'l'ranspjant fi-essthen3timesperweek
Linaeie (Retmp Dindse) OTubsreulosis i 03 ormoretimes perweek
Ears/Eyes/Nose/Throat DAnxiety Disorder _ i Splenectomy .
§ DOTyphoid Fever o Strenuous Bxerciss
OChronicSinusinfecions DBulimia (Eating Disorder) OTonsilleciomy ! AEnasmg
: g Runming, swimming laps, £ic
OEye Disorders (other than DDepression Skin ragit Lass Sitgey OLessthan3tim k
s 2n 25 {
glassesor contacis) 0 Drug Dependency OEczema DOtherPriorSurgeries . G
OHearingloss DOther Menial Hezlih ) ‘ D3 ormoreiimes perweek
Problems OPscrasis
ONazsal Allergies/Hayiever
DHives

- Allergies

Other History

[ previous Hospitalizations

Have you ever had an allergic reaction?

Yes /MD
4“ /7

Medicstionallergies:
Food Allergies:

[JOTHER HealthProblems .

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

/U/;/:r;
il

Does YOUR IMMEDIATE FAMILY have any of the folJowing?

U Adopted (Family history unknown)

Melanoma

OtherCancers (List Type)

F'ananlDt-zc.easna-d




‘What is your sexnal orientation?

‘Whatis your gender?
[ remale )ﬁ{ietemsexual [Straight)
A
ale O Gayorleshian

L—L]Tmnsgendﬁ U Bisexval

[Jother Ulother
N . )

Abuse History

Asviolence is 2 problem in many families, we ask these questions to ALL patients.
Verbal Abuse O Yes {J No

Physical Abuse [ Yes No

Sexuzl Abuse 1 ves I}, No

DrugHistory
Do you take recreational dmigs? [ ves | ‘ No

How much? How often What type? Marijuana Cocaine Meth Heroine Spice Other

Sexual History

Sexually sctive? [ ves No DNotcurrenle

partners [ Male [ remale U Both

Birth Control/Protection - Please circle:

Last Menstrual Cycle

Commenis:

Last PAP

Abstinence Biri:thntmlP]lls CervicalCap Condomn  Diaphregm implant Injection 10D Patch

posi-manopausal Rhythm Spermicide Spmnge' surgicel VaginalCondom Withdiawal Othersee cormments None

Normal Abnormal (Circle)

Tobacco Use History
Ocurrenteveryday
[current some s
4Former smoler

O Heavy tobacco smoker

] Lighttobaccosmoker

?ﬁﬂ?versmoker

[ rassive smoker - never smoked

iPleasecircle:

Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew

Packs/day: 0.25 05 1 25 2 3

Years: 0.5 1 2 2 4 5 10

Alcohol Use History
[ current every day

O current some cays
[ Former driter

[l Heavy drinker

[ social drinker

\gﬂ‘lever drinks

Pleasecircle:

Type used: Beer Wine Liquor

Drinks/day: 0.25 05 a4 45 2 3 4 5

Years: 0.5 1 2 2 4 5 10




CLB\'FIC

" Name:

")a,n u&\ ?>u H—on

Daizofblrth C{/'L/l‘r“?ﬁ RCGDIdE

ADOLESCEN’I A’\JLT IM}’UNIZATI{}N RECO}:’“

Allergies: Rcachons o o
History of Chickenpox? YES orNO Ifyes date if known: - zﬁ’%’%?‘%"%ﬂﬁEZﬁE
Vaccme baieAd:mp Lgrat e Mencf Lot Dose.édmin Route rovider Injtizls*** or
) Mo | Day| ¥r [ tm{ i [ vr | abbr Nomber Sitetx| | Ovtside Provider Name
Td ‘ Td ' 03cc ™ o
| Td - [ma| | 05ec 4
Td | xa 05cc ™
Td II Td ) E 05cc _ ' ™
Tdap : lIdai: _ 05cc ™
HepB o '5?3 l 4
HepB ‘Ecpzl ' oM
FepB - - 'l'ﬂzpz "
HepB (buqstﬁri—fncﬁd_&d} |3¢3 5 ‘ ™
MMR Rubellz: Rubeola have| - *ose 5Q
MMR Rubellz* Rubsala v 05t 59
Varicallz - | | Ver 0522 5Q
Varicella' ‘ ‘ 5 } Var D 50
™ ' ‘ | zo50 05z S0
BV e 05ec 5Q
jigY J g om oEE S, Zofio 05cc 5Q
dw o L e Oec). _tso | .
o PPV ) ’ = PPV 05ec Y
PPV PPV| ‘ Q5 v
Hepatitis 4 t} 2;5 1 [5e4] 2 it C‘SK 02579 05 i e "
Hepatitis A -~ - -1 i e R EY
ey =5 l - 03cc|: ™
Py = " 05ec M-
bz14% ) =y = |05e ™
Influenza. © Fli 05| .- ™
Influenza - 5 Flu 'oi_j;y: ™
Influenza _ ok Flu |ose| - fmd- |-
e i IR ] ' =
MPSV4 i J I J | pesing | - - = 5Q

* Manufzciurers: M= Iﬂerclc 5= =Sznof Pasteur; W= - ;P .
=*Sites: LT*LenThwh RT= RJC’htThIGh La= LP-Lﬁ-rm RA= P'gh*A"_m LD= LEHD_‘E]L_Oi'd,R:D=R1’ghtDe]mid .

'““’VIS Languagc Dw...n if not Enﬂ'].lsh

=Wyeth; G GlLoS-mthK ine. oy




***Provider Information '
First Name 'M_I Last Name Title Full Signature Initials
famL,{ Dl Moy is AN \)ﬁ-\?)_ /F—(LI\_) M
Tuberculin Test
Dzte Admin[Test Type| Provider*** | Provider*** |Resulis Notes
Mo—’Day Yr | PPD| Tine | placing thetest | reading the test
t{ PSRl X Amy Wovyis )qmq Moy ¢ & mm L5030

Titer Test Results for Non Susce

piibility (ghvi)

Dazte
Mo j Day

¥ro

Disease

v Hesuelis

Notes

Nez | Pos

Vaccioe

Date Admin| Agest [VIS Form Given| Magur
Mo Day' vy |thetime Typs{ Mo | vy | Abbr*

Lot - ﬁ)aseﬁdmin(

Number Site®=

Ronte
Iy

Provider Injtigls»#*
or Qutside Provider

Ovaul '{--{‘..g\ﬂo?é L (&¥4

Q 253
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Product

escriptions
5 PRN @ g peopie Taveling to areas

== _weupre WITH intimate exposure (such as househald
== “-rvarties Saimonella Typhi S Typhi), the bacterium that causes typhoid fever:
= peaple who work in a laboratory with STyphi,

Not everyone who takes Vivotif will be fully protected against typhoid fever. Therefore, you should
continue to take precautions against typhoid fever exposure. Vivotif does not protect against other
Salmonella species or other bacteria that cause disease of the gastrointestinal tract. Vivotif should
not be used to treat infections with S Typhi.

Important Safety Information

Do not take Vivotif if;

* You are allergic (hypersensitive) to any of the ingredients contained in Vivotif
* You have a poor immune system for any reason

* You have an infection with a high temperature

» You have an acute gastrointestinal iliness

Tell your health care professional if you are taking or have recently taken any other medicines. This

is because Vivotif can affect the way some medicines work and some medicines czn affect the way
Vivotif works. In particular, tell your health care professional if you are taking antibiatics or medicines to
prevent malaria, Postpone taking Vivotif if persistent diarrhea or vomiting is occurring. It is essential that
all 4 doses of vaccine be taken at the prescribed alternate day interval to obtain & maximal proteciive
immune respanse. In clinical trials, the most common side effects observed were abdominal pain,
nausea, headache, fever, diarrhea, vomiting, and skin rash.

Report any serious adverse reactions to your health care professional. You may also report an adverse
reaction directly to the Vaccine Adverse Event Reporting System at 1-800-822-7967 or http:/ivaers hhs.gov.

For more information about Vivotif, please see accompanying full Prescribing Information,
© 2016 PaxVax. All Rights Reserved. | PaxVax, Inc., 900 Veterans Boulevard, Suite 500, Redwood City, CA 94063

PAX-US-0035 | FEB 2016
PaxVax

STIIUUD JiUL it 1

: M.D. or CRNF

Selection P&

Dispense As Written

i, Lazenby, C-
Ramofil_?c. #1-039092

'

STUDENT A 4@023 5 ng: 0703
3 L 4'4 antes, = = o
mery, AL 381255555 (o yiuz Fu ==
RRGHIEITEL U (334)52}:8 Sas1520
—DEA# = =EEs
N SULE - ORAL (TIE-foyd)
1sed by a certain bacteria
xd or drinking contaminated
- traveling to areas where
Africa, Asia), who are exposed
1a laboratory. Typhoid

the body to produce its own

: - ——mowie TTOmM your health care provider before
ions, consult your health care provider. Before taking each
2 sure it is completely sealed. Carefully open the blister pack and
-damaged. Consult your pharmacist if the foil blister pack or
on by mouth without food, usually every other day for 4 doses or
:apsule whole with cold or barely warm quuid_abaut 1 hour before
and swallow with the liquid immediaiely. Do not chew, crush, or
ne dosing schedule closely for the vaccine to be most effeciive.
iar to keep track of when to take your next dose. You should
:ast 1 week before possible exposure to typhoid fever. You may
at risk for typhoid fever after 5 years. Ask your docior or

1is effect persists or worsens, tell your doctor or pharmacist
1s prescribed this medication because he or she has judged that
of side effects. Many people using this medication do not have

+=ij ——-——- ... _lc reaction to this drug is rare. However, seek immediaie medical

attention if you notice any symptoms of a serious allergic reaction, including: rash. itching/swelling
(especially of the face/tonguefthroat), severe dizziness, trouble breathing. This is not a complete list of
possible side effects. If you notice other effects not listed above, contact your doctor or pharmacist.
Contact your doctor for medical advice about side effects. The foliowing numbers do not provide medical
advice, but in the US, you may report side effects to the Vaccine Adverse Event Reporting System
(VAERS) at 1-800-B22-7967. In Canadsz, you may call Health Canada at 1-866-234-2345.

OVERDOSE: If overdose is suspected, contact a poison control center or emergency room immediately.
US residents can call the US National Poison Hotline at 1-800-222-1222. Canada residents can calla

provincial poison control center.
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AUBURN MONTGOMERY
Carol Stewart, CRNP. - STUDENT HEALTH CENTER Ramona Lazenby, C.R.N.P.
Lic. #1-045437 P O. Box 244023 Lic. #1-039092
- Rx: 1178 Montgomery, AL 36124-4023 Rx: 0703
(334) 244-3281 :Mary1uz Fuentes, M.D.
Darlene pierce, C.R.N.F. = (334) 286-3444 —
Lic. #1-134315 DEA #BF 6451520 —
RX: 3692 AL #24127- -
Name _Dawn) \Sorton Date______r"__{ 1)‘7“5 /=2 =
_ :ngidréss '
B Malarone 250/100mg ==
Disp: Ec = =

Begj‘ih 2 days before

Sig: Take one pill a day.
through stay and

departure, continue
for 7 days after return. R

WD, FGRNP)
Product Selection-Pevmit’Led
_MD.orGRNP 4E5

Label all prescripﬁons
Dispense As Writien

efil: 1 2 3 5 PRN
il \
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