N

AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

i

Date: {'f / (3 / l 5, Are you an AUM Student? __ Yes _K_ No S-Number:

Name: ‘KAQDEN‘ A ﬂ-f.{,t‘ i Birthdate: DL//Z’C /Z@O—é‘
Main Phone Number: 3}1 o Ll - 1)"12(“ Alernate Phone Number: 3 24 - ('/ Ll - s_q Z l

Local Mailing Address: 4 (0] (WH1TE Povian Ciecé Box or APT #:

city: Prise Kead state: 4L Zip Code: 360 6Y
Permanent/Home Address: 54,1;4 £ /-&4‘3 A.S Ve Box or APT #:

City: State: Zip Code:

Marital Status (Please Circle):@ Married Divorced Widowed Other:
Sex (Please Circle): Male@ Gender: Male@

Primary Physician: cﬁ’fﬁéﬁfp’f L‘Jd 02 City: ///oufa‘? Cl-"ti-’lf—\fl Phone #: 33‘{ -222~-17%1

Patient's Employer: S TU 2ENTT Work Phane #:

Parent'sor Spouse's Name (Circle which): Bomieews 1. B1eem Phone#: 334-YG2-54z20

g or Spouse's Employer: /\ILFA’ Ipsueance Phone#: 334-Gl2- 51 [~

Emergency Contact: ﬂﬂ"f}fiz?f B )}/‘i12¢m Relationship: _M0'714£/~’— Phone #: 3441 e | L2-s4Z2o0

How did you hear about the clinic (Circle which): Friend Faculty/Staff @ Other:

INSURANCE INFORMATION

Do you have health insurance? _7_& YES ___NO

If ves, please give your card to the front desk in order for a copy to be made for your chart.

Insurance Company: "I_SC,/BS 4 |2 ,D 1 2 Name on Card: _[STm Ae2LY B. i?‘-/"f»'-'ﬁ"\

Palicy or Contract Number: K Ty 37 7) lé)(ﬂ’r L{ I Group Number: 73(1 20

Insurance Company's Address: _~ BC ,Bs AL? homa 450 Rrueec ‘-fﬂﬁfpl(w'l c
733’13-/‘43‘-/\.1(’; (A Ac 25724+

Revised 12/19/2017



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name: /(/“ID(/U- A. Pyecm Date of Birth: 64 / 2¢ / Zéok

Day Month Year

General Consent for Treatment

| 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 diagnostic,
laboratory procedures, and administration.

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

Payment

| am responsible for all bills incurred at the Student Health Center. Payment is due at the
time that services are rendered unless prior arrangements have been made.

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

%”% Yy o 418 ,.i%
Day Month Year

S:gnature of P t Date of Signature

/ Farier-

epresentative (if patient is unable to sign) Relationship to Patient




O m

AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

- Name: Kﬂjp(ﬁ" A' D 1€om Date of Birth 1 120 ) 20060

Release of Information

L/I/I authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[ 1Spouse:
[ ]1Child(ren):

[AOther:_Kzmpzery B Bigerm ,/ CHARLES €. 34yzom
[ ] Information is not to be released to anyone.

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

Messages
Please call [/ﬁny home [ ] my work [ ] my cell number: (334 )- bt - 54zo

If unable to reach me:
[ ] you may leave me a detailed message

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

[ ]other:
The best time to reach me is (day or days) M=F between
Jam and 7 pm times.

Signed: /{,zuéﬁ./a_ /.5%,4’6972’1__

Date: ij/j/chq/ /}‘)/?
7 :
". A T
/ ) pres € Dy (Fathe )




AUM Student Health Services
PATIENT HIPPAA CONSENT FORM

I understand that | have 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 (HIPPA). | understand that by signing this consent | authorize you to use and disclose my
protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers
involve in my treatment)

« Obtaining payment from third party payers (e. g. my insurance company)

e 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 the HIPPA Privacy Rule, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPPA. | understand that
you reserve the right to change the terms of this notice from time to time and that I may
contact you at any time to obtain the most current copy 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 with these requested restrictions. However, if you do
agree, you are then bound to comply with this restriction.

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

Signed this [3 day of f/"sz— 20 |5

(day) (month) (last two digits of the year)

Print Patient’s Name: /T‘?LIPL'//U A. 3 Yo m

Signature:

Relationship to Patient (if you are the patient, write “self”):

REVISED 12/19/2017



AUM STUDENT HEALTH CENTER
' TRAVEL I{BALTH HISTORY

. ,,,,’7,',,4 -

Date - Li/n z»'.s’ Name Mz;%m k 3*1 bsm

.1 What is the reason for your visit today g T MMUN'IM ,faw g
2. Listallergies you have to medlcmes foods ¢ or 1od1ne /u/ ‘4’ . s an uﬂ

3. Listany medlcatlons or drugs you are cun‘enﬂy tal(mg (T.hIS would mclude herbal and over-
the-counter as Well as prescnptlon drugs) - ,\J / A :

4. Have you. had any of the followmg (c rcle if this applies to you;): |

Heart disease . N

Kidney disease o | )% | '

- - Stomach/Gastrointestinal dlsease e

~ Diabetes/sugar ' — N B T
5. *Are you immunocompromised? (Is there a problem with your immune system) Yes_ No _)_<__

Thymus disorder ( Myasthema gravxs thymoma thymec,tomy) g
Spleen removed -

Transplant recipient ~ A/

Cirrhosis of the liver M

%cer | —j—% "

6. How often do you drink beer, wine, wine cooler, or liquor? (Please éircle)

ever / Rarely / 1-2 times a week 7 3< 3=timesaweek - 57or THorE timesd WEEK

here are-you-going on your trip? - —HAETE — S —
8. How long is your trip? Months  Days_ 7} |

9. When are you leaving on your trip? JINE 2, ZO(Y

I ‘ e

-~ FOR FEMALES, ONLY '

. A. Date of your last period? N4 Have you had a hystm ectomy? YES - no K
B. Are you currently pregnant? YES __ NO K -
What is your due date? : :
C.' Do you plan to become pregnant in the next 3 months? YES - NO /‘(
D. Are you breastfeeding? YES NO )(

(Adopted by NCC 7/08)
Revised2/11)



Clinic:

ADOLESCENT & ADULT IMMUNIZATION RECORD

Name: \J\GJA@/V\ _guronf\

1
Date of Birth: &l /20 /.o (e Record #:
NAM A

Allergies:

Reactions:

History of Chickenpox? YES or NO If yes, date if known:

Provider Initials***

Date Admin VIS Form Given
Vaccine Age at Manuf Lot Admin or Outside Provider
Mo|Day| Yr |the time| Type [Mo| Yr| Abbr* | Number |Dose| Site** [ Route Name
Td Td 0.5cc IM
Td Td 0.5cc IM
Td Td 0.5cc IM
Td Td 0.5cc IM
Tdap Tdap 0.5cc IM
Hep B Hep B IM
Hep B Hep B IM
Hep B Hep B M
Hep B (booster if needed) Hep B IM
MMR Rubella Rubeola MMR 0.5cc 5Q
MMR Rubella Rubeola MMR 0.5cc sQ
Varicella Var 0.5cc sQ
Varicella Var 0.5cc SQ
IPV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
1PV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
PPV23 PPV 0.5cc IM
PPV23 PPV 0.5cc IM
Hepatitis A Hep A M
Hepatitis A Hep A M
HPV HPV 0.5cc 1M
HPV HPV 0.5cc M
HPV HPV 0.5cc IM
Influenza Flu 0.5cc IM
Influenza Flu 0.5cc IM
Influenza Flu 0.5cc IM
MCV4 Mening IM
MPSV4 Mening SQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT =Right Thigh, LA = Left Arm,
*** VIS Language given, if not English:

ove

y= Right Arm, LD = Left Deltoid, RD = Right Deltoid




g A 4
***Provider Information
First Name Ml Last Name Title Full Signature Initials
D Mphyr's ar)

HW\.lf

,#——;/—/W M

Tuberculin Test

Date Admin Test Type ider*** ider***
vp_ Prc:)wder Prc_nnder Results | Notes
Mo | Day | Yr | PPD | Tine placing the test reading the test
Titer Test Results for Non Susceptibility (1gM)
Date . Results Notes
Disease
Mo Day | Yr Neg Pos
Vacdne Date Admin | .. .t time | VIS Form Giver Manu: Lot Bose Af’"‘::‘ Route | Provider Initials*** or Outside
Mo |Day| Yr | given [Type|Mo | Yr |Abbr* | Number Site Provider

-_L“:llm\a 4 I3 LR 1\ 1Y 4 | 2]SP |lpH3ymes <D | Tm| AM_




A_ A /A ] ({ ? .
Patient name: Qg;&h s, N L . ofbirth: /20/ 0o
' J_ v (mo) (&) 0Or)

Screening'Checklist for Contraindications to
Vaccines for Children and Teens

For parents/guardians: The following questions will help_us determine which vaccines your child may
be given today. If you answer “yes” to any question, it does not necessarily mean your child should not be

nervous system problems?

8. Does the child have cncer, leukeriz, HIV/AIDS, or any other immune system problem? O

* 9. Inthe past 3 months, has the child taken medications that weaken their immune

vaccinated. It just means additional questions must be asked. If a question is not _—
clear, please ask your healthcare provider to explain it. Yes Mo Know
|. Isthe child sick today? _ _ O %‘ O
2. Does the child have allergies to medications, food, a vaccine component, or latex? O O %
3. Has the child had a serious reaction to a vaccine in the past! O % O
4. Has the child had a health problem with lung, heart, kidney or meabolic disease 0 %\ 0
(e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy? '
5. lthe child to be vaccinated is 2 through 4 years of age, has a heafthcare 0 %\ .
provider told you that the child had wheezing or asthma in the past |2 months! ‘
6. your child is a baby, have you ever been tolc he or she has had intussusception? O té\ O
7. Has the child, a sibling, or a parent had a seizurs; has the chijd had brain or other - tél -

system, such as cortisone, prednisone, other steroids, or anticancer drugs, or had O Il
radiation treatments?
10. Inthe past year, has the child received a transfusion of blood or blood products, EA
o ; Y O I
or been given immune (gamma) globulin or an antiviral drug! — Ta ,W_[ leo l ] "
O]
T
| . lsthe child/teen pregnant or is there a chance she could become pregnant during %
O O
the next month?
|2. Has the child received vaccinations in the past 4 weeks? O % O
Form completed by: i N FT‘)’\]W ' Date: Y :.)3 2oL ¥
T
Form reviewed by: Date: "l l I3 h{
Did you bring your child’s immunizltion record card with you? yes no [J

It is important to have a personal record of your child's vaccinations. If you don't have one, ask the child's healthcare provider
to give you one with all your child's vaccinations on it. Keep it in a safe place and bring it with you every time you seek medical
care for your child. Your child will need this document to enter day care or school, for employment, or for international travel.

Technical content reviewed by the Centers for Discase Control and Prevention

IMMUNIZATION AcTiON COALITION Saint Paul, Minnesota = 651-647-9009 - www.immunize.org www.vaccineinformation.org

www.immunize.otg/catg.d/p4060.pdf » ltem #P4060 (1/15)
Revised April 2015

CPM-Immunization 71



=, AUBURN MONT ™
Carol St P e
ar ewart, C.R.N.P STUDENT HEALTH CENTEH'fw Ramona cazenby, C.R.N.P.

Lic. #1-045437
#1-0454 P O. Box 244023 Li
Montgomery, AL 36124-4023 J 7 e
; 3 - :
DarleLne Pierce, C.RN.P Sy Mar(ysl;i) by e
ic. #1-134315 - s )
11043 : DEA #BF 6451520 /
| = 7 AL #24127
_Name G
7 meson qurom- e 4 |12 |
Address | ﬁ'
B Aralen 499mg sc:omq—————--—‘- '
-- Dispt. F=ns & e g

Sig:- Take one plll every 7 days Begin 2 wks before
departure, continue through stay and
for four weeks after return.

WW f’IQLp MDO@.

yabel &ll prescriptions i . Produr{SelecnonW
S ,M.D.or CRN.P

“Refil: 1 2 3 '
7 5 PRN /NR Dispense As Written

1
R
e ;
: AUBURN MONTGOMERY
. Carol Stewart, C.RNP STUDENT HEALTH CENTER Ramona Lazenby, C.RNP
Lic. #1-045437 P O. Box 244023 Lic. #1-039092
Rx: 1178 Montgomery, AL 36124-4023 Rx: 0703
(334) 244- 3281 Maryluz Fuentes, M.D.
Darlene Pierce, C.R:N.F (334) 286- 3444
Lic. #1-134315 - DEA #BF 6451520
St e AL #24127

RX: 3692

Name lAa,ng e 6 !f zggﬁlg Date
Address o T e v e

B  Avalen408mg 5007
: Disp:

Sig: Take one pill every 7 days. Begin 2 wks before
departure, continue through stay and
for four weeks after return.

()
,M.D. or@

Label ali prescriptions
 M.D.orGRNP

Dispense As Written

Refil. 1 2 3 5 PRN



