peone)

-

 AUM STUDENT BEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: () == A0LL_ Areyon an AUM student? §EINO SwdentD# /P ]

Name: \\{) f‘\/\ \Dm MU\L\ \9

Birth Date ) - /f ~/99"]

Social Security N umber:

Local Phone Number: 203 - TH[; 17; W'] A Aliernate Numnber:

Local Addreés: /9 /‘//) / /2,“/% 3 - Box Nomber
State: 1/, zz%M& Zip Code:

Cﬂ)’ﬂ/}w /“] ijf/)m(&’ ii(
Permanent Address: 44//3 A/w,m,/‘r)/\ (Valhs [ icolo ////m, /i/
State: ///// /7/ ! M Zip Code: AR

I\/'ar—JFd Divorced Widowed QOther

City: ﬂ /) jz}m/\

Marital Status (p]cﬁe Czrc]e) Sing)

Sex (Please Circle): -Ma] * Femzle

'ﬁmay'?hysi'ci an: Criy: " Phope
Patieni”s Employer: Work #:
Parent’s o;x— Spouse’s Nams (Circ]é wihich) Phone -

Work #

Parent’s or Spouse’s Employer: |
Re]aﬁonship:ﬂ/p]’%@f Phone #: Qw /]/ ) - /Y/)i/”’i

e " ‘
Emergency Contact: 12/l /.” /,)Ll/ %[ ¢
Fow did yon hear about the Clinic? Friend o Faculty/Staff IZ]/ Ornentation L Other_ :

o .

[ﬁ - INSURANCE INFORMATION J

Do you have healih insurance? YES WO .
Ifyes, please give your card to the receptionist m order for a copy to be made for

your chart.

" Name on Card

Jusurance Company

Pobcy Number

Group Number

Jusurance Company Address

Revised
B/13
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" CONSENT FOR SERVICES FORM

AUR STUBENT BEALTH CENTER

Patient Name /,) /Jﬂ%wj %%U{i/b///f[’ - _ Dgte of Birth /) 174 //é/c//

General Consent for Treatment

3

1 request and authorize health care services by my provider and his/er designees(s) as my
provider may deem advisable and in my best mnterest. This may mclude rontme dragnoshc,

1aborziory procedures and medicaiion admimstration. | |

T 1mndersiand that excInding emergency or extraordinary CIrcumstances, no substamhial procedure
w71l be pexformed witholit providing me an opporfunity fo give me informed consent for that

procedure. Informed consent means that the medical-provider must disclose information fo me
ancluding benefits end Tisks of 2 pariicnlar procedure and/or treatment.

it 3 - } R ol O |
1 haveread the consent formm, or it has been read 10 me, 2nd 1 am safished thal 1
rstand its contenis. My questions have been answersd 1o my satisfactiom.

wnde

P 71 / , | ‘.
% o /jiﬂ’lﬁ/ Vi / /%%L/%/ i) 1AM 1 A0k
' . ) Date o1 Signature

A AT I
Sionatme of Patent

Pl : . . .
Sigpzame of Legal Representaiive (3f patient unable 1o sigm) Relationship to Patient




AUM Student Health&SerVices ] g
PATIENT HIPAA CONSENT FORM

,‘pf‘l"““‘

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

» Treatment (inclnding direct or indirect Treaﬁnem by oLhcr hﬁa]ﬂzcarc prowdcrs mvolved m my
treatment);
» Obtaining payment from third party payers (e.g. my insurance company)
- The day-to-day healthcare operations of your practice.

T have also bm,n informed of and given the might to review and Secure 2 copy of your Summary o] fihe

HERPA Privacy Rule jswhich coptam$amore complete descripii G BT The e BTd Bkt ostires of m 1y
P,LDLCTE’,d health-mmiormation atuﬂf‘[ytn EhTs under HIPAA 1 understand that you reserve theTight i

: ichange¥hotenms of Hhis Hoticexnbiaiinis 1o Time and that ] may contact jDL at amy time 1o obiain the

1most current copy of this notice.

I.D“Lﬁciad healih NToTmAnon 18

/_]—lﬁ,m_aﬂd _h—’-’g'lj-\_ C2rE OpEr r\-—»_r- “butithat YO 2TE T

_you_do_agres, you ats ¢17b_)1Ld,«D~_.__J_:_

P‘—*‘J_ULPELI\..__LL_N/*_']E> /{/\ »\0(\\4 /WM }[‘ ¢

Signature / Wi ///////Jﬁy ,// ///“//f W

“Belationship to Patient _

Revised 2/14
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AUM Student Health Services = - . -
Medical Information Release Form =
{HIPAA Release Form)

-

, 44 ’ R ”‘/7 / -
Name: D //ﬁf/f,a@/ /{/ﬁyz‘ém% - - Dateof Birth: /) ] i /cm

Release pf lnfbrmaffon

[ 1 Tauthorize the release of information including the diagnosis, records;
examination rendered 1o me and claims information. This information may be released

to:

iy

[ |-Spouse

{ 1 Child(ren)

13 Other
/ e S
[M Information 1s not to be relessed io anyone.

fils Release oF Jmormauon wﬂ] TEM In in ffect unij Lermmawf by me in writing. -

jlessages

[1my home T I 1mywork M my cell Number /05 - 745 - 7573

BJ

Piezsse c
17 unable o reach me:
1jyoumay leave a deiailed message
a”
/i please leave & message as}\mg me 10 return you; call
t

The best time to reach me is (day) s&1 L2

R Y /;’ £ /' . L.
Signe drﬂxﬁ/////’/f//@/ il

1

- between (time)

Date: /o1 x4 ] Joys

Rewsed 7/14




