AUM STUDENT HEALTH CERTER

PATIENT INFORMATION (PLEASE PR!NT)

£
/ 0016 Are you an AUM student? @ NO  Student ID # <20 2 o502 L/

Date: / (”) //
Name: gﬂlbﬂ Q//wﬂ

Social Security Number:

BirhDate. SEP 1/, /9 5%
. riNd H

Local Phone Number:( —{’{Z/) i{)g %{ /773 q — Alternate Number:
Local AddTBéS? 1 265 VV/J?(ME/;? Jf”/,, I W’f / %LZ‘VJ Box Number
ciy- Mo rf’i@mm?;% ste: Aabipe Zip Code: }C (g é
PenmmeptAdgjfess 7 é Y//W i [miﬂ’i /Z?ﬂ/({ ¥ /M/%/ (Jm’ﬂf, ,,/i/t DA |
City: S State: — Llp Code: — '
Marital Status (?36356 CITC]E)\M*?’;}EEE Meammed Divorced Widowed Other -
Sex (Pledse Circle): I\fa]e \Pe%a\5
Primary Physm]an: V | City: " Phone -
Patient’s Employer: Work #:
Parent’s or Spouse’s Nams (Circ];a which) Phone #-
Waork #:

Parent’s or Spouse’s Employer:

éz@a lartnehy, s . (90) 83L-939]

Emergency Contact'(,{”ﬁ{)ﬁ” ;r,//J /%0 C/ e Relatlonsmp
Lo

How did you hear about the Clinic? Friend -iPaCLﬂbf/SLa_u DOnajtaum L] Other_ )

"
K INSURANCE TNFORMATION B
P Do you have health insurance? 6’1_5/8) NO . :
If yes, please give your card to the receptionisti 1]1 order for a copy to be made for

your chart.

United  Healdhowe
Insurance Company,

¥ Policy Number

Name on Card__ S /::;/é\f? f’d/fif Jea

Group Nuomber

Insurance Company Address
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AUN STUDENT HEALTH CENTER
- CONSENT FOR SERVICES FORM

gl? /‘ZZ/\/!A é? r /Lf?\//;/) — | Date of Birth@cj__/ _U_ /19

General Consent for Treatment

Patient Name

T 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 medication admimistration.

T tinderstand that excluding emergency or extraordinary circumstances, no substaniial procedure

will be performed without providing me an opportunity to grve me informed consent 101 that
procedure. Informed consent means that the medical-provider must disclose information to me

o0

including benefits and nsl_s of a particular procedure and/or treatment.

Pavment

T am esponsible for all bills mcurred at the Stdent Health Center. Payment is due at the time

that services are Tendered unless prior arrangements have been made.

1 have read the consent form, or it has been read to me, 2nd I am satisfied that 1
understand its contents. My guestions have been answered to my satisfaction.

3,94 204

Date of Signature

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



- _ -vRalaqushlp o Patied

AUM Student Health Sexvices -
| I:PATIENT HIPAA  CONSENT FORM.

e 1 undergtand that I have ozrtam nghts to pnvacy regarde my protccted hea]th mformatlon These
"+ rights are giVen to-me under theHealth Insurance Portability and Accountability Act of 1996
. «(HIPAA). T understand that by signing this consent] authonze you to use and dISC]OSP my protected

' heah‘h mformatlon to carry out:-

- Treatment (mcludmg dlrect or mdlrect treaﬁncnt by other healthcare prowders mvolved mmy -

o - ireatment);
o Obtammg payment i"rom third paﬂy payers (B g my nsurance company)

- The day—‘to day hea]thcare oDerah ons of your prac’uce

Ijhave also baen mformad of a;nd gwen T_he right to review and secure a oopy of your SwnmaU/ of ﬂqe .

S HIPPA Privacy Rule, ~hich contains a more cormplete description of the uses and disclosures of my ~ + "

o p]jotected health information and my rights mnder HIPAA 1 imderstand that you reserve the nght to.-

vchfmge the terms of thisnotice from time.fo fime and thaLI may contact you at any timeto obtam ’Lhe B o

- ;most cumznt copy of ﬂus nohce

. -I undurscand ‘[haL I havéf,ﬂza nchL Io request IﬁSU‘lC‘D ons on ho W Y. pTO tected hﬁahh nformation 18
*asedand disclosed o ca_trjf out treatmen -payment and health care operations, but that you are mot
- required to agree to these IFqueSLad, Tasmcn oms. H owever, 1T you do agree, yOware T_hen boundto
compiy mth this resmcuo:n : oo
'I L:Jdersta:nd that Imayre voke d‘r_ls comen‘g in writl LIlg, at.an y time. Hos WEVET, any use or d1sc]osu_re .
“that oc;cu:rrad prior to the date I revoke this consam 18 not. affected. '

: Signed*ihis w : dayof »&"%f"/?[ 20 /
?—mL PaﬁemNama : <[, ,‘ /‘:&;’// /5( fﬂ%ﬂ/\A< -

’ ri // %ﬁ"_w;, co

Revised 2714 oL




AUM Student Health Services ™ - |
Medical Information Release Form
(HIPAA Release Form)

s

L

7 ‘ . O . .
Name: wg&/é@/’ ‘/'57(//1‘%%5/‘ : - Date of Birth: ? 17 2%

Release of Information

[ ITauthorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This infermation may be released

to: :

| 1Spouse : . '
F

[ 1 Child(ren)

1 1 Other

- .

&3 Jnformation is not to be released o anyone.

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

Piease call{ T my honﬁe—{] my work [ ] my cell Number: ’\;:ZL‘ > ZEL/«/ 74/?’,

17 unable to reach me:

[ 1 youmay leave a detailed message

N :
[ ] please leave a message asking me to return your call
I ~ S

- ] -
._@\:M,\ ol g - between (fime)

Date: 2 174 jinl{

The best time to reach me is (day)

LN
oigned:

Revised 2/14



