™

AUM STUDENT HEALTH CENTER
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: L{ /’ J /wlé’ Are you an AUM Student? __ Yes L_No S-Number:

Name: jAMESOJ’J i‘// B‘I 2o Birthdate: CH//ZC'/Z'OUL"
Main Phone Number: ;3 i o "{ bl - 5—'({ 20 Alernate Phone Number: 35 ik L/é’z = 5“7’. &/
Local Mailing Address: L?/L)I L)rﬁfrc’: ‘?DI’W'L CKL{LE/ Box or APT #:

City: "P_.rlsé /25 AV State: /4' L Zip Code: 3(- 0GY
Permanent/Home Address: 5:4"45 /;)" _/4#‘5‘;’5 Box or APT #:

City: State: Zip Code:

Marital Status (Please Circle):/ Single y Married Divorced Widowed Other:

—l

Sex (Please Circle):/'Male) Female Gender:(Mals Female
! I i W :
Primary Physician: C/fﬂ‘hgréffu’:’;’ Q2 oi) City: /Mﬂﬁ’/? O EALY  Phone #: 3 ) Z) [ {7? cl'
Patient's Employer: STULENT Work Phone #:
@or Spouse's Name (Circle which): fimpeety B /3 Yilen Phone#: _¥% -Y67-54Y20
\ il - ? , - p
@or Spouse's Employer: A LFA L Asv AN Phone #: 3}‘1 - 612~ 51 { (;7

Emergency Contact: /5ff'4f)!-‘rﬁ“ff 6 'DL/ 120/ Relationship: MoTtHEL. phone #: 337'?02“59125

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

Do you have health insurance? __\_(_ YES __ NO

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

Insurance Company: 73 (7/ 5 -4/;? !’):i'/"l;" Name on Card: /ﬁM/}L’J’!L"/ /3- 13:/1M
. Policy or Contract Number: ii I U373 / (uc’ ZL'#! I Group Number: 757 720

y ] , - ’)
insurance Company's Address: —BC—/"I?_S /4 |252412 "f 50 {2;’!/:(%"5!/4)( /K w'e 4
@:ﬁtmim;u—fﬂm LAt 352414

Revised 12/19/2017



Patient Name: ﬁMt’SCWJ (. thf"" A

AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

o [zo Jot

Date of Birth: 0"’ ] Ze /J‘é

Day Month Year

General Consent 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 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

I 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.

%\WWLMWL g 3,105

Day Month Year

Slgnature of Patjient Date of Signature

FATHEL

S

atufe of Lega[ presentative (if patient is unable to sign) Relationship to Patient



AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: j;}/w Gson  J- DYRoM Date of Birth 0t/ 20/ 6 &

Release of Information

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

[ ]Spouse:
[ ] Child(ren):

(A Other: agmeec] B. Bwém/ CHAES 6. BYLon
[ ] Information is not to be released to anyone.

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

Messages
Please callm/my home [ ] my work [ ] my cell number: (734 )- YybZ - 5420

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- between
7;’ M and T pm times.

Signed: %G‘/W/ W
U gl

Date: { /13 / 13




AUM Student Health Services
PATIENT HIPPAA CONSENT FORM

| 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 cut:

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

e 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 | may
contact you at any time to obtain the most current copy of this notice.

| 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 1% day of _44’91{11— 20 /¥
(day) (month) (iast two digits of the year)

Print Patient’s Name: j/}/lﬂ £590 [ / ‘3*{ KoM

Signature:

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

zl.JM LlﬁﬂHic,a
s €V
[,7,44{3

REVISED 12/19/2017



e "\_:

AUM STUDENT H"ElALTH CENTER

TRAVEL I—IEALTH HISTORY

Dateﬁq/l'ﬁ/?@'i‘ﬁ | Name )/»ch.,u ud 3“1;»4 M

1. What is the reason for you'r visit todav IM ﬁtww ZAT J-cu/
¢ 2 List allergles you have to med1c1nes foods or 1odme '

3. Last any medlcatlons or drugs you are currenﬂy takmg (thls would mclude herbal and over-
the-counter as well as prescrlptlon drugs) » ,u/ 4

4. Have you had any of the followmg (mrcl;bf this apphes to you;): .

Heart disease
: Kidney disease : , , ;
ot b --Stomaoh/Gastromtestmal dlsease i /J T e PR
- Diabetes/sugar I L
5. ‘Are you immunocompromised? (Is there a problem with your immune system) Yes NO_Z

Thymus disorder ( Myasthema graws thymoma thymectomy) .
Spleen removed - S

Transplant recipient
Cirrhosis of the liver
Cancer

HIV

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

H #HE

Jever’ Rarely/ T-2 timesaweek 7 3= I imes T week /_S_UT_TII‘CTIE—‘[B‘ITBS 2 WEEK

~—7.---Where are-you-going on your-trip?- -~~J%ﬁf

8. How long is your trip? Months Days /
9. When are you leaving on your trip? Dowveg 2; 2o\4
-~ FOR FEMALES,(_ONLY '
A. Date of your last period? , Have you had a hysterectomy‘? YES - NO '
B. Are you currently pregnant? YES NO ‘ : ‘
“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)



o
AUBURN MONTGOMERY ~

Carol Stewart, C.R.N
Sttt 07 P STUDENT HEALTH CENTER Ramona L
10452 P O. Box 244023 L o i
Montgomery, AL 36124-4023 5 X g?(?fio .
3 - %
DarieIFe Pierce, C.RN.P S Mar(yslgi}pgaegtgs' o |
ic. #1-134315 o |
#1-1343 DEA #BF 6451520 ’
= AL #24127
Name
meson Bu{rorw- Date__ |I3\ ' e
Address ‘
R Aralen 400mg SCOMY
Disp: ¥~ ;

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

, M.D.
Label all prescriptions ofCRN.P
Refil: 1 2 3
B Dispense As Written .M.D.orC.R.N.P

AUBURN MONTGOMERY

Carol Stewart, C.R.N.P. 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 6451 520
AL #24127

RX: 3692 : ;
Name KCM)(LQZI 6!1 tQZZL Date ’3 I
Address

B Aralen 400mg SOOMY
Disp: +
Sig: Take one pill every 7 days. Begin 2 Wks before

departure, continue through stay and

for four weeks after return.

o o)
,M.D.or R.N.P

Label all prescriptions
 M.D.or C.R.N.P.

Refil: 1 2 3 5 PRN @ Dispense As Written



ADOLESCENT & ADULT IMMUNIZATION RECORD

Clinic: __S»uw — S &S

Name: Jcime.sSon Bu«! rom-

Date of Birth: __ Y /20 /Ol Record #:

Allergies: Dmnicef

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 SQ
MMR Rubella Rubeola MMR 0.5cc sQ
Varicella Var 0.5cc sQ
Varicella Var 0.5cc sQ
1PV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
IPV Polio 0.5¢cc sQ
PPV23 PPV 0.5cc IM
PPV23 PPV 0.5cc IM
Hepatitis A Hep A IM
Hepatitis A Hep A IM
HPV HPV 0.5cc IM
HPV HPV 0.5cc IM
HPV HPV 0.5¢cc 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
fA = Right Arm, LD = Left Deltoid, RD = Right Deltoid

** Sites: LT = Left Thigh, RT = Right Thigh, LA = Left Ar
**% VIS Language given, if not English: ("N




A
***Provider Information
First Name Mi Last Name Title Full Signature Initials
Hrn ™ Moprvis RN | Al —~vtr) [ VO

4

Tuberculin Test

Date Admin Test Type

Mo

Day | Yr | PPD | Tine

Provider***
placing the test

Provider***
reading the test

Results | Notes

Titer Test Results for Non Susceptibility (IgM)

Date . Results Notes
Disease
Mo Day | Yr Neg Pos
Vaccine Date Admin Age at time | VIS Form Giver Manu: Lot Dose Afim:: Route | Provider Initials*** or Outside
Mo |Day| Yr | given [Type/Mo | Yr | Abbr* [ Number Site Provider
"?fpha.'d N3 he| il |77s 1= 77 [apzmos| « [zm | A




