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1) AJM Warhawk Health Svcs.
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Date/Time: Jun 15, 2023 4:37PM

File . Page
No. Mode Destination Pels) Result Not Sent

4394 Memory TX 47477560 P 3 0K

o

E. 1) Hang un or line fai’ E. 2) Busy

E. 3) No answer E. 4) No facsimiie connection

£E.5) Exceeded max. E-mail size [.6) Destinaticon does not support IP Fax
P.O Box 244023 AUBUHN UNIVERSITT
Munigomety, A1 36124 AY MENTGOMERY
Phonea: 334-244-3281

Fax: 334-244-3336
Wanmaws NEALTH SERVICES

Tu:mp) . . From: M_
S 0t I pages: 3
Phone: * 14 ]- 15715 ‘ Date; UZ! K33
re: (Yehicn 1 ﬂx&dspﬁ@U*
(Jurgent [ For Review [Please comment Please Reply [IPlease

o Fecak
Comments: AL 294339 L

wnpartant: This facsimie transmission contalns eonhdential information, some or all of which may be
protacted health infarmation as defined by the federal Kealth Insurance Portability Act (HIPPA} Privacy Rule.
This transmission Is intended for the exclushva use of the individuzl of entity to whom itis addressed and may
contain information that is proprietary, privileged, confidential and/or exempt from disclosure under
applicable law. If you are pot the intended recipient {or an employes or agent responsible for delivering this
facsimile transmission to the intended racipient), you are hereby notified that any disclosure, dissemination,
distribution or copying of this information is stritly prohibited and may be subject to legal restriction or
sanction. Please patify the sender by telephone (number listed above) to arvange the retwn or destructian of
the information and all copies.



P.O Box 244023 ‘ “ \ AUBURN UNIVERSITY
Montgomery, AL 36124 AT MONTGOMERY
Phone: 334-244-3281

Fax: 334-244-3396
WARHAWK HEALTH SERVICES

Aun:mw%w. / Veditat Yeowcls

To: L\M’B From: .D}Cdr a

e JH1- 15¥D Pages: )

Phone: ~ J47]- TIST1S Date: (.0! 15123
Mecha) Petoyds ‘Qfguo*

[JUrgent [ For Review [ IPlease Comment M Please Reply [ JPlease Recycle

etax medicat recuds bock
Comments: 234y 244-339 (o

Important: This facsimile transmission contains confidential information, some or all of which may be
protected health information as defined by the federal Health Insurance Portability Act (HIPPA} Privacy Rule.
This transmission is intended for the exclusive use of the individual or entity to whom it is addressed and may
contain information that is proprietary, privileged, confidential and/or exempt from disclosure under
applicable law. If you are not the intended recipient {(or an employee or agent responsible for delivering this
facsimile transmission to the intended recipient), you are hereby notified that any disclosure, dissemination,
distribution or copying of this information is strictly prohibited and may be subject to legal restriction or
sanction. Please notify the sender by telephone (number listed above) to arrange the return or destruction of
the information and all copies.



u AUBURN UNIVERSITY P.0. Box 244023
AT MONTGOMERY Montgomery, AL 36124

STUDENT XEALTH GERVICES Phone: 334-244-3281

Fax: 334-244-3396

AUTHORIZATION YO RELEASE MEDICAL INFORMATION

Patient Information

Student Number:
Name: ﬁﬂ\/(D - Nﬁ({gﬁfe Date of Birth: 25 J 28] [ 940
Address: 2 32’2/ cob%f 4{ Phone Number: 25/-3 éé *99';1’?

- alid Lalker & Aom. ed
city: onTloomt ety state: _Fl— 2ip:30/06  Emait: M “«

Please select one of the following:

I Release information FROM Auburn University at Montgomery Student Health Services to an AUM
department/outside medical facility/person {Circle one)

‘Release information from an AUM department/outside medical facility/person (Circle one)
O Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person

|
Name: pquEL " lgﬂpﬁé'f MED(cHl Date of Birth: 97 /2% / [8[e©
Address:_zass— E. 5 oUTH 8LVD . Phone:?f‘:‘-7‘l7' 75 75 Fax: —| U:l‘ ’—’S-m
oy MeNT6ometY - sate: AL 730y Emai
Please selgct one of the following: .
K:ax Records ] Mail Records [ Hold Records for Patient Pickup

Type(s? ecords Requested:
B)mmunizations ONLY: please specify (if all, put ALL)
a

m}i diology Report
b Results

General summary of treatment issues, progress, current functioning

Other: please specify___ MR/ 5 CANS ? £nde recovd

This consent may be needed at any time by the patient/client, but ending the consent will not cancel any actions that
have already taken as allowed by this form. Unless the client wishes to cancel this consent at an earlier time, it will
automatically stop upon the date and/or condition indicated below.

Date: Event/Consent:

onger than necessary and reasonable to carry out the

i/q [2023
t's Signature or Augjhorized Representative te

03/2020

It is understood that the duration of this consent will no
purpose for which it is given.

avie M. wWAKER

Patient Name or Authorized Representative {Please Print)

9267

Last 4 of Patient’s Social Security #

Witness Signature (REQUIRED) te




u AUBURN UNIVERSITY | P.0. Box 244023
AT MONTGOMERY Montgomery, AL 36124

STUDENT HEALTH SERVICES Phone: 334-244-3281

Fax: 334-244-3396

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient Information

Student Number; __S1OWL ]
Name: £ Dovid Goalkke( Date of Birth: OB \4LO
Address: 23%7/ (oLBCE ST . Phone Number:_251 -366 -0p>-A

™

city: Mo Thomee Y stote: AL zip: 36006 eman, AA2G A . w0alKer B avm.L40

Please select one of the following:
[] Release information FROM Auburn University at Montgomery Student Health Services to an AUM
. na?artment/ou‘cside medical facility/person (Circle one)

Release information from an AUM departmentfoutside medical facility/@(ﬁrcle one)
TO Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person

Name: lEﬁ/Jﬁ #W(S -U“b :Eﬂ)ﬂml Date ofBirth: /1
G

Address: - Phone: 747’ 75_7:5’Fax:

City: - State: Zip: | Email:

Please select one of the following: .
Fax Records (1 Mail Records {1 Hold Records for Patient Pickup

Type(s) of Records Requested:

1 Immunizations ONLY: please specify {if afl, put ALL)
[‘.’I/Radiology Report

¥ Lab Results

[T General summary of treatment issues, progress, current functioning
LI Other: please specify

This consent may be needed at any time by the patient/client, but ending the consent will not cancel any actions that
have already taken as allowed by this form. Unless the client wishes to cancel this consent at an earlier time, it wiil
automatically stop upen the date and/or condition indicated below.

Date: Event/Consent:

It Is understood that the duration of this consent will n nger than pecessary and reasonable to carry out the

purpose for which it is given,

Daig M. LOBLKEL

' é{z# [202 %
L4
Patient Name or Authorized Reprasentative (Please Print) Pﬁtient’s Siénature or Authorized Representative Dat:

38267 ok Beds yrecceory  lo-i1-9025

Last 4 of Patient’s Social Security # Witness Signature (REQUIRED} Date

03/2020



