x x % Communication Result Report ( Mar.13. 2025 3:31PM ) x % «x

UM Warhawk Health Swvcs.

P S )

Date/Time: Mar. 13. 2025 3:30PM

File . Page
No. Mode Destination Peg (s) Result Not Sent

0125 Memory TX 918338673023 P. 2 0K

Reason for error
E. 1) Hang up or line fai ¥
E. 3) No answer facsimile connection
E. 5) Exceeded max E-mai size tination does not support IP-Fax
P.O Box 244023

AUBUAN WNIVERSITY

IMontgomery, AL 36124
Phone: 334-244-3281
Fax: 344-244-3396

WARHRWYE HEALTR SERVICES
Attn:beeticgy et
To: ¥ \ From:ANYS
Fax: §23- 9w~ 3018 Pages: -
Phone: Date: SW31L0'WM

Re:

[ urgent YYFor Review [ Please Comment Please Re [Please Recycle

Comments:

TLUNES oMLY

Important: This facsimile transmission contains confidential information, same or all of which may be
protected heafh Information as defined by the federal Health Insurance Portahility Act (RIPPA) Privacy Rule.
Thist ission is intended for the exclusive use of the individual or entity to whom it is addressed and may
contain information that is proprietary, privileged, conhdential 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 redpient), yeu 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 areange the return or destruction of
the information and all coples.




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

STUDENT HEALTH SERVICES Phone: 334-244-3281
Fax: 334-244-3396

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient Information

Student Number:

Name: ‘HD Uu . SV”\% Date of Birth: = / Zly Q(
Address: Bg DMQOG[(/ L&V\‘Q—/ Phone Number: 25k 322- 75549

-City: VW’)DVWD[OW\QVU State: }‘A‘Y/Zip: 6@' OG’ Email: [/WYISVY](‘H] 22@W
J w | | Y dom

Please select one of the following:

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

‘ﬂ ‘Release information from an AUM departmEnt/@utside medical facility/psrson (Circle one)

TO Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person | ’] Lo —7 l

Name: ]Qw\e\/ OO‘/{K/ W\Qd/(w /_5 Date (o?;rrt:/ghf/‘z g{

Address: 2’,,[ HUV\_\YC%S_L ' S%gé' P-hone %@7 3309 Fax; D D 3(9; =

City: WHT/LVV\JP}M State: A_'/Zip:gbbq"i Eméili

Please select one of the following: '
Fax Records . ' [1 Mail Records L1 Hold Records for Patient Pickup
" Type(s) of Records Requested:

[1 Immunizations ONLY: please specify (if all, put ALL)
Radiology Report

Lab Results ~ N\DSS( YQCU\‘\'

General summary of treatment issues, progress, current functioning-OMY- YN
L1 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 will
automatically stop upon the date and/or condition indicated beiok“‘”“'”“‘\, .

Date: . Fvent/Consent:

It is understood that the duration of this consent will not be lon

purpo;;fg which it ?lven

Pat:ent Name or A}thonzed Representative (Please Print)

(03 2~

Last 4 of Patient’s Social Security #

nd reasonable to carry out the

Z (325

gignature or Authorized Representative Date

Witness Signature (REQUIRED) Date

03/2020



