~ AUM STUDENT HEALTH CENTER

I

PATIENT IIJFORMATION (PLEASE PRINT)

a
!
i

Date: ( )5 bé Zg {“Are you an AUM student? (YES NO  Student ID # So0o 2.9 o [ &1: 0’
Name: !SQ \€ WA %u\' C&C\AA !
Social SecuntyLN’umber Ll -Birth Date Q:S[ ) Q / g S_\

. t
Local Phone Number: g Alternate Number: ¢ |

Local Address& O a ." ? Box Number

city:_DIIS C’. Ro ad  swe /7 L a bawm Zip Code: 5952(-; LL

Permanent Address: . g Z. :- [{QQ}J

City: gé% QZZQ 5‘2 L‘ State: P Zip Code: P s

Marital Status dP!ease Circlel: Single )Married Divorced Widowed Other

Sex (Please Cir{&lé) Femaie

Primary Physician: NA City: /U/A Phone #: /(///4 '

Patient’s Emp]oygr: Work #:

Parent’s or Spm;se%’s Name (Circle which) _ Phone #:

Parent’s or Spon.;se‘i:’s Employer: - Work #: {
Emergency Contact: Relationship: Phone #:

How did you healu'fabo_ut the Clinic? Friend O Faculty/Staff O orientation & Other

INSURANCE INFORMATION

Do you have heﬁltil insurance? YES NO :
If yes, please give your card to the receptionist in order for a copy to be made for '
your chart.

Insurance C(;n’:apany | Name on Card

Policy Numbfl’.li' ‘ Group Number

Insurance Company Address ‘L

L 813



! AUM STUDENT HEALTH CENTER .
- CONSENT FOR SERVICES FORM ;

Patient Name | S Q\e WA %U\Y A o\ & Date of Birth i/l‘/’r_g_gﬂ‘

{ '
13

General Consént 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 dlagnostrc,r
laboratory procedmes and medlcatlon administration. :

I understand thé.t ‘excludmg emergency or extraordinary circumstances, no substantial procedure
will be performed without providing me an opportunity to give me informed consent for thaé‘t
procedure. Informed consent means that the medical provider must disclose information to me
including benefits and risks of a particular procedure and/or treatment.

E
1

i
X

Payment

[am responslble for all bills mcurred at the Student Health Center. Payment is due at the tlme
that services are rendered unless prior arrangements have been made. ;

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

é?Z*v/(’ 0S8 1 o6/ IS/

Signature of Patient ( Date of Signature

Signature of Legal’% [-lij’epresentative (if pétient unable to sign) Relationship to Patient

H
I



AUM Student Health Services g
PATIENT HIPAA CONSENT FORM

1)
i

I understand that Iihave certain rights to privacy regarding my protected health information. These
rights 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 pr otedted
health information to carry out: i

i
!

* Treatment (mcludlng direct o; indirect treatment by other healthcare providers involved in my
treatment);

« Obtaining payment from thud 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!he
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 copl 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 te
comply with thls 1estrtct10n

I understand that I may revoke this consent, in wrmng, at any time. However, any use or dlsclosure
that occurred prior to the date I revoke this consent is not affected. !

Signed this_O §day of _o 6 20 1\
PtthatlentName; QCA Q\N\ E,o\\»aqu

Signature /1@ <— ,
7 |
Relationship to Patient i

i
i

Revised 2/14 !



The best time to reach me 1s (day) CAK 2}/2 da?S

- 'Revised 2/14
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between (t:me).‘

Date ng




AUM NURSING CARE CENTER (D

RN ;
; : it DOLESCENT/ADULT HEALTH HISTORY
Dale M{—A ' Name Sg\r\'g_\/\\_ \'?\ Wx?\dqb&,

1. Whatis the reason lor your visit today? | 2 : £ i
?. Is there anything abput you and your health that we need to know? ."4/(7_,4 et o
) po ¢ .
I g
*3: List medicine, drugs, or lood you are allergic to: A/56 _alle }d‘? I :
*4. List any meaicines or drugs you take; f7 A5 pedeuCine oy d‘ﬁﬁé 5

5. Have YOU or anyone in your family had any of the following: (circle)

. heart disease diabetas/sugar tuberculosis asthma i
’: high blood pressure; blood problem or disease birth dalects dled belora age 50
stroke L cancer mental retardation other “family” disease

nerve or mental problems

Have you ever been in the hospital? o Why?

6.

7. Have you.ever had surgery? A£0  Why? - ,

8. Have you ever had a serious accident? A p

9. Have you had serious or recent problems with:

" ears or throat AQ‘ YES cough “NO YES kldneys NO YES gallbladder NO YES
allergies NQ: YES thyrold NQ YES welght Icssf NO YES liver NO YES
lung infections I'_\l__g YES skin problems NO YES ulcers NO YES ~ do_-p*raasion NO YES

= = headaches ' NO YES
10. Have you ever had a seizure, convulsion, or "falling out” spell? ........cevvnves.
13. Have you ever had a blood clot in your lungs, legs or'anywhere? ,.......oceeviiiueneiinnierersnnmenes .
*12. Have you ever smoked cigarettes or used SMOKEIESS I0DACEO? t..uerenienerterrnnreesnsrsrsneesnnsnnernnnneeennseenns YES
It yes, are you an; | Ex-smoker? Smoking now? Do you smoke (less) (more) than a pack a day?
o How much smokelgss tobacco do you use a day? :
.*13. How often do you drinfx beer, wine, wine coblers, or liquor?
y @ Rarely 1-2 times a week 3-4 times a week 5 or more times a wesk
o you drink beer, winse, wine coolers, or'liguor, do you have: ' s
(less) {more} than 5 drinks a day?
*14. Have you ever used marljuena, cocaine, crack or other drugs? ....... e S AR T T Pey. 0. YES
*15. Have you ever used'l.V. drugs? ......... RN R ——— A RS S e e YES

16. Have you ever had 2 blood transfusion? ..........c..vennenn. N O S — YES

17. Do you have any taltoos? ............. Tl Y SRR v Chaeneeas e YES

18. Have you ever been treated for a venereal disease? ..... S T R s s i SRR R < SO o .@’ YES

18. Have you had more than ona sex partnerin the past 5 ¥BArS? .uuveerrereerrnennnss S e b e R SRR R fe YES

20. Have you ever had sex with a member of your own 58x7 ....... R R R i e S R sivhs YES

%'1. Have you had or been around anyone with hepatitis? ............... AR R T e I (2T SEvaes YES

22. Would your sex pariner(s) answer Yes to any ol the questions 14227 .............ceeuvresans TP ER TR T T YES

FOR FEMALES ONLY -

n you started your perlods? —__________ Date of your last perlod?
arlods? Are they regular?

A.' How old were you
How often do you have y
How many days do they last?

E Do you have: (circle) | bad cramps eding or spotting betwean periods  unusual dischar .
B. Do you have any problemis with your breasts {lu discharge, or othar)? ......... D I O AT .. NO YES
:Dnyouchacklhamradularty?............ ............. e WA R R T e YES NO
*C.' How many times have you ever been pregnanl? :
~ Have you ever had any ch|ldrpn born dead; any stil s, miscarriages, or ABORIONST ....vvviieeiiiiinnnians v NC? YES
' Were any of your children pramalurB? .eeTreseeeseenssresesensessennenserararsoil L L L amresne .NO YES
How yT: were you when yaur [ir d was born? }
D. Have you'ever used: (cize O/YES) bifhconlrolpills? NO YES; foam? NO YES: condoms O YES; IUD? NO  YES:

YES,
. id you have problemi with any ol these methods? ......ocevvssscncanssvanersnes Pt terreetiiscaasensssarannnn? .. NO
F. {Have you ever had an abnormal PAP SMBBIT 4uvvrirrierniienrnenns T, e T — A ——

YES
YES




