-

- AUN STUDENT HEALTH CENTER

PATIENT INFORNMATION (PLEASE PRINT)

’ /-fr\.\ X o )
Date: L A/ {(, _ Areyouan AUM student? CYEWO StudentIDH_SfZ 52 6 435

Name: ///lo"/%&ﬁ L3T

Social Security Number: 3535921757 Birth Date 2;“? VYR

Local Phone Number:  S394 -4y IT% ZC’/ 5 Alternate Number:

Local Address: [~ A 3555 t/’ﬁ/‘ Dr : Box Number —

City: f 4 :\( (. %7 State: _/~/ | ‘ Zip Code:_ 5 é 5 ?2@?

Permanent Ad@fﬁss: 2 Z »’/LL»‘; “1' 9 el ' :.
State: Zip Code:

City:

: -
Marital Status (Pieﬁe C:{rc]e) Single, Married) Divorced Widowed Other
/

. i

Sex (Plaa:a Circle) Ma]e Femals

Crty: ' Phone #:

Primary Physm]an:

Patient’s Employer: ///yZ ' - Work £:

Parent’s ({DPOLS;MSM&TZW (C rcle which) C..[L/'é TN ( (S ,7/ Phone - 70{ GiZ 7{, pae

\__\N-_.._,//

Work #:

Parent’s or Spouse’s Employer:

Emergency Coniaci: Cé/ ) i) e //\?// Re]aﬁonship: Phone #:

How did you bear about the Clinic? Friend U Faculty/Staff B Orientation M Otber :

7 .
Ea - INSURANCE INFORMATION J
Do you have health insurance? YES NO : :
Ifves, please give your card to the receptionist m order for a copy to be made for
vour chart. :
4oa .
i“//ijL " Name 01'1 Card

losurance Company
)

Policy Number

Group Number

Insurance Company Address

Revised
B3



AUK STUBENT BEALTH CERTER
- CONSENT FOR SERVICES FORM

Patient Name '770/‘%)‘ 2 5/ - Daeof Birth [ /291252

General Consent for Treatm ent

T request and authorize health care services by my p:rowde‘ and hJs/har des;gneﬁs(s) A5 Ty
provider may deem advisable and in my best mterest. This may nclude routine diagnostic,

1zboratory procedures and medication admimsiration. |

T understand that exclnding emergency or extraordinary circumstances, no substantial procedure
il be performed without providing me an opporfunity to give me informed consent for that

procedure. Lfor.r_ned consent means that the medical-pro vider must disclose mmtormation To me

inclnding benefits and nsl_s ot a pariicular procedure and/or treatment

Payment
211 bills mcwred 2i the S”LEE”\L Healih Cenier. P:

1 zm tesponsible Tor all
that services are rendered 1mless prioT arrangements have beenm

i have read the consent foram, or it has been read 10 me, 2nd ] am satisfied that 1
anderstand its contents. My gnestions have been answered to my satisiachion.

y)‘ ) > el
Date of Sigoature

. /Sréa"ure oT Panent _ ) _ '

P . . .
Signziure of Legal Representative (if patient unable 1o sign) Relationship to Patient




"llﬂ"‘ﬂ'

AUM Student HealtheSewices ] g
PATIENT HIPAA CONSENT FORM

1 understand t;hat Thave certain rights to privacy regarding my protécted'haa]th mformation. These
Tights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Tunderstand that by signing this consent T authorize you to use and disclose my protected

health mnformation to carry out:

- Treatment (including direct or indirect TIEaTII] ent by other healthcare pTOVJdE]’S mvolved m my
treatment);
- Obtaining payment from third party payers (e.g. my msurance company)
- The day-to-day healthcare operations of your practice.

T have also bBuﬂ mnformed of and given the right fo Teview and s SECUTE 2 copy of your Swrmmy of the

< FIIRP A Piivacy Rule jswliich contain§amore complete description of e 15es 410 Bit
P_LGTECIEd ‘health-information apdmyiights under HTPAA 1 understand that you reserve theTs 1ght to
o0 time and that T may coniamjou at any time to obtam the

i vt i iChangethederms of this Hotickinbmitimie
Tmost current copy of this notice.

vz e Eamdersiend dhatd hesies (l‘r“lu_.LLOT quest ra‘_;ﬁcﬁoj on howrn protected health mmformation is
: b aageds "idJllSpiD'—?ﬁ ihinaTEs T G_L_]'E“L'Tﬁﬂlj PB._,)’J T.and_healih can £ DPET a1y 1r\vm “buiihat 30 ETE kYo
redieapeetoihese Tegiesion | er j_f_y_OL 140 agree, yon arethenboundio

this Testmiciion.

C,Q;jjﬂv T Lh

Z/i.\ 5 ,7/7

Signed this

—_ 1"‘"-/
Print Patiemi Name 4 G o)

e

Sy‘rla‘up/;/

“Relationship to Patient Sl

Revised 214




This Release of Information will

'\

AUM Student Health Services - »- | :
Medical Information Release Form
- {HIPAA Release Form)

oy

-

WName: %ma_g” Z,s// . : - Date of Birth: (¢

[ 29 1952

Release of Infbrmafion

I j’f/authonze the release of information mcludmg the diagnosis, records;
examination. rendered o me and claxms nf Drmailon This information may be re]eased

to:

My,

[ ] Spouse

1 1 Child(ren)

1 1 Other

[ﬂ/]m'ormaﬁon IS not 1o be released io anyone.

£main in £fiect unill Lermmatcd by me In wriing. -

7 3¢ YCF g2 O3

e call [ ] my home I ] my work [} my cell Number:

17 unable io reach me:

"/}gu may leave a deigiled ﬁessage
7
please leave @ message askmg me io return yOur call

I - ’ .

- between (time)

The besttime to reach me is {day)

I)Sjgneci/ // M . Date: I J o2/ euyp

Revised 2/14




