AU.« STUDENT HEALTH CEN(ER

rl’.\ﬂl,TIEI"'IT INFDRMATIDN {PLEASE FRIHT]

l L

sl

Date; (97 | |201% Are you an AUM student? (FESINO  Student ID# £ (0455 0]

Name: rT"?j‘. wfe h[:D_La_;C__,, .....
Social Security Number: i Birth Date &_Mﬂ_ o
Local Phone Number: ¢3¢ £#F BOL Alternate Number:
Tl Aadres A )\"E S S Roy Ninmber m
City: Mmrrﬁrﬁwﬁ? 1y State: /f{ I i Zip Coder 36174

Permanent Addmss:_[;;._{ﬁ : : 'I o
Cit}':__ﬂ:n""./ﬁ'f ity r-;w‘?’,.ﬁ-’-jzﬁ.- State: Z: it Zip Code: &(D (2!

Marital Status: Single ,[Z[Maniad [ Divorced Tl Widowed Ll Other :

Sex: Male @ﬂj (Please Circle)

Primary Physician: City: Phone #;
Patient’s Employer: ) Work #:

Parent’s or Spouse’s Name (Circle which) Phone #:
Parent’s ar Spouse’s Employer: Work #;

Emergency Contact: / &5 Al v Rﬂl&tiD;]ﬂhip:’?&ﬂéﬁf' Phonie #: 504 7455 g-fgﬁéf{

How did you hear about the Clinic? Friend & Facu lty/Staff E{'Jrrentahcm = Othcr____

INSUR.&NLL INFUR‘#‘TA T IDPH'

Do you have health insurance? @ MO
If yes, please give your card to the receptionist in order for a copy to be made for
your chart. i

’—' A P O CONSENT FOR TREATMENT ___J

I am requesting care for myself or my above named dependent and give my consent for treat-
ment. | am responsible for all fees for services incurred at the Student Health Center (Nursing

Care Center).

Signature X

Signature of patient or parent/guardian, if patient is a minar.



SERVICES CONSENT FORM

.-y'\q.i_\
i3
b e

NAME:
- DATE OF BIRTH:

I AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND
GIVE MY CONSENT FOR TREATMENT. 1 AM RESFONSIBLE FOR ALL BILLS
 INCURRED AT THE NURSING CARE CENTER.

SIGNATURE: ﬁ SIGNATURE:

DATE: g,g’gz.gzgmﬁ et o PIDATE S
). SIGNATURE__ = SIGNATURE. . ol
SDATE: gaf{-.gqt;fﬁrﬂ,q o DATE;

SIGNATURE Zf ' SIGNATURE:
DATE: % [6/20)5 DATE:

SIGNATURE:

DATE: -

SIGNATURE:

DATE:

SIGNATURE:

DATE: -

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE: - -

SIGNATURE:

DATE:

SIGNATURE-

YA TE:

SIGMATURE:
DATE:

Bevised 49/20/49g

SIGMNATIURE:
TYATE=

SIGNATURE:

DATE: _

SIGNATURE;:

DATE:

SIGNATURE; -

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE::"

SIGNATURE:

EYATES




AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

Name: |r1|v!c| {)r a7 _ Date of Birth: 07 1.7 714996

Release of Information

£

3
1]

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

to:

[ ] Spouse

iy

[ ] Child{ren)

[ ] Other

r
P

{;p:} 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 [ ] my home [ ] my work K] my cell Number: 4 5l LTF ﬁifjié

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

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

[1 S

: e afﬂﬁmgb#rﬁ-@-;{ between (time) . (Baui—10:C0
The best time o re{yach me is (day) etween (fime) yﬂf_f{? Jﬂ
Signed: - S Date: @4 1 /4 1 7019

Revised 2114



AUM Student Health Services ¢
PATIENT HIPAA CONSENT FORM

L

Lunderstand that I 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 1596
(HIPAA). T understand that by signing this consent I authorize you to use and disclose my protected
health information to carry out:

= Treatment (including direct or indirect treatment by other healthcare providers involved in my

treatment);
» Obtaining payment from third party payers (e.g. my insurasnce company);
* The day-to-day healthcare operations of your practice.

I have also been informed of and given the right to review and secure a copy of your Summary of the
HIPPA Privacy Kule, which contains & more complete description of the uses and diselosures of my
protected health information and my rights under HIPA A, | understand that you reserve the nght to
change the terms of this notice from time to time and that [ may dontact you at any time to obtain the

most current capy of this notice.

I'understand that [ have the right to request restrictions on how my protected health information is
used end disclosed to carry out treatment, payment and health care operations, but that you are not
required to agree to these requestedrestrictions. However, if you do agree, you are then bound to

comply with this restriction.

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

Sioned fire ﬁl%da}raf Hg;ﬁg& 20 {0 .
Print Patient Wame /Pr:‘![}l iy /D;a Z- =

Signature ﬁ” S

Relationship to Patient

Fevised 214



AUM Student Health Services
PATIENT HIPA& CONSENT FORM

i

I understand that I have certain Tights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent I authorize you 1o use and disclose my protected
health information to carry out:

» Treatment (including direct or indirect ireatme:nt by other healthcare providers involved in my
treatment);

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

* The day-to-day healthcare Gpﬂratinns of your practice.

T have also bE‘.E.]'] informed of and given the ngh‘t to review and secure a copy of your Summary of the
¢.5HIFRA Privacy Rule svhich containg a.more complete descnpimn of the UsEs ard diselastires of my
viAan protéeted:heskthanformation ssdmypnghts under HIPAA. | understand that you reservethe right to
SR TS chanﬂm:ha térms of this Notice:frbin ime to time and that 1 may cdntact }’DIJ at any time fo obfain the
most current copy of this notice. :

e oo Tonderstandthat 1 haverthe'righitiorequest restrictions on how my protected health information is

st wess heatsedandudisclosed thicasrryrontiesatment, payment and health care operations, but that you are not

~ thowees. Tequired io,apyeesio these' regbested restrictions. However, if you do agree, you are then bound to
comply with this restniction.

- -1 understand that 1 may revoke-thistonsent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this .“5@! day of ﬂi.")!r; f 2.:3 ,I.‘__;Z

Print Patient Name ("25]1 ,JL_’;L l !rﬂ,.t -l
W

Relationship to Patient _

Fevised 2114




AUM Student Health Services - .- | ‘
Medical Information Release Form e
- “(HIPAA Release Form)

it

i

Name: !Oq'u_/ﬁ @ LT - : - Date DfEIrthzgif_Qf_Jﬁ‘i

Release of Information

[ 11 authorize the release of mf{}rmauon including the diagnosis, records;

examination rendered to me and clalms Jnformatmn This information may be relaased
to: :

.
-

I 1 Spouse

SN - . 7 R —— — s

I 1 Cther

[A Information is not to be releaszed o anyone.

This Release of Informaiion will remain in effect until ierminated by me in wriling. -
Messages ' 5

Please call [ 1 my home [ 1 my work ] my cell | Number_&%57 [5 279054

1T unable fo reach me:

{ i you may leave a deiziled mEE.saQE _ ; 5

B f;i_] please leave a message asking me 1o return your call

[ o
=—={he-bestiimeto-reach me |5 {da_}j] T .“"ﬁéﬁ;gé‘ﬁr‘-{'ﬁﬁé‘}--=--—— —
Signéd Date: 04 193 /)7

Fevised 14



