AUM STUDENT HEALTH CENTER
PATIENT INFORMATION (PLEASE PRINT LEGIBLY)

Date: 4’95!0‘2/ /g/ Are you an AUM Student? __ Yes ___Ao S-Number:

Name: I’(ﬁ@%m vA”?'r;ij“"f(W\ Birthdate: ({ﬁ/?/i/é’)(()

Main Phone Number: (ﬁ”j‘f) @92~ AN0 cdl Alernate Phone Number: (\?"%W’)S@ 1~ 2600 hﬂm(a
Local Mailing Address: 33 Lig][/) L!’? . Box or APT #:

City: Mﬁﬁ’ﬁ,{tﬂ}’;’}{g State: /M Zip Code: He O
Permanent/Home Address: __ — Sme ~ Box or APT #: -

City: - Samt — State: ~ Zip Code:

(S
Marital Status (Please Circle): Single @d } Divorced Widowed  Other:

"

. Py T
Sex (Please Circle): Male /Femdle ™ Gender: Male Fémale ) .
(F\_/ k,,,,f (”F(Mﬂ:( \i C&,‘,‘& £\§§C(>

primary physician:_Dr.flucold (ax cy: Moslgumnend ” ehones: (35 )630-(:35 ]

Patient's Employer: ledive (f Work Phone #: o

Parent's or%@?‘l}lame (Circle which): *ﬁ}'ﬂff"'f;"\'\l P -,,Avl i‘)’(;‘H’@V‘\ Phone #: ( 324 VL 150
N I S :

Parent'so@mployer: Dept of ﬁ\j NRCS /—\v«bv\mi AL phones: (li%%if‘«) ¢g1 -4560

Emergency Contact: !\W\ _A’H’){; ﬁm’} Relationship: l’\W’i L‘?C\VWJ Phone #: (\\“)ﬂ‘!j lf((/;{/’&li‘f]u

N
How did you hear about the clinic (Circle which): @d/};Faculty/Staff Orientation Other:

INSURANCE INFORMATION

Do you have health insurance? _‘*j_/_/YlES ___NO

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

Insurance Company: l’% LS - ij‘f Citw!\g Name on Card: ’[( Md)ﬁ”l\l/ :P AU{) ?’1‘{”17(3 1

Policy or Contract Number: Group Number:

Insurance Company's Address:

Revised 12/19/2017



AUM STUDENT HEALTH CENTER
CONSENT FOR SERVICES FORM

Patient Name: }'{atf@ﬂ R\ A’H)%’Z""(*Gﬂ Date of Birth: OC/a / 217 ({9(9

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

PRI P-4 T (PR S | B N2 3 P . S . PP o~
i am responsible for all bills incurred at the Student Healt

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.

Huhim AL 05 7 02 /¢
v v U L Day Month Year
Signature of Patient Date of Signature

Signature of Legal Representative (if patient is unable to sign) Relationship to Patient




AUM Student Health Services
Medical Information Release Form

(HIPPA Release Form)

Name: K(JW,H K. Aibw’%ﬁm Date of Birth(9 / 27/ (O

Release of Information

[-V]/I'authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[TSpouse: _ Timathy P. Albyitton

[NFehild(ren): Hanngh L Alpriton
Savaln A Albrton

[Other:_( Sesher ) Sandird Lukel”

[ ] Information is not to be released to anyone.

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

Messages B y Celi-( 33@ G5~ 2\ 0
Please call [*] my home [ ] my work [“Tmy cell number: (334 )- S67T- 2604 +tome

If unable to reach me:
[\/]/{;ou 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) 57,;3,;‘;?(2;;4%, between
and times.

Signed: ;[}{W’L a74b / /M,J'Wrb /
Date: ()5 / 02/ (S/




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 out:

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

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

o 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.

4

Signed this 02, day of l/ffi'a,z.l/ 20 J§

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

Print Patient’s Name: Kaifﬁﬂ P AH@(;’(“\‘(}M
Signature: f{dﬁbﬂv !{/’)z \712 [ ;(:7 ﬁ})ﬁ_ﬁa@’/@/

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

REVISED 12/19/2017



gﬁfeﬁﬁéﬁg ih@ﬁg{gégﬁ PATIENT NAME

DATE OF BIRTH.____/. /

for Contraindications SRV
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't
es ne know
1. Are you sick today? O g‘ J
2. Do you have allergies to medications, food, a vaccine component, or latex? O vl O
3. Have you ever had a serious reaction after receiving a vaccination? [l E’/ 1
4. Do you have a long-term health problem with heart disease, lung disease, asthma, =
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? O U
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? i:] 1 ]
6. In the past 3 months, have you taken medications that affect your immune system,
..~ —such as prednisone,_other.steroids, or antica ncer drugs; drugs for the treatment of [1 &~ M
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
7. Have you had a seizure or a brain or other nervous system problem? [ \Zl/ [l
8. During the past year, have you received a transfusion of blood or blood products, = 7/
. . P pig
or been given immune (gamma) globulin or an antiviral drug? = O
9. For women: Are you pregnant or is there a chance you could become pregnant = \a/
during the next month?
10. Have you received any vaccinations in the past 4 weeks? O \Ej/
i Lo ik/ : .
- ; 7O )
FORM COMPLETED BY V\(k\”ﬁ/) A\bl( 110N DATE 06!{’1\7/&

FORM REVIEWED BY e,

Did you bring your immunization record card with you? yes [] rno ‘B’/

It is important for you to have a personal record of your vaccinations. If you don’t have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.

immunization
action goalition

Technical content reviewed by the Centers (or Disease Control znd Prevention

Saint Paul, Minnesota - 651-647-9009 - www.immunize.org * www.accineinformation.org
www.immunize.org/catg.d/p4065.pdf « ltem #P4065 (10/16)

immunize.org



1.
2.

' AUM STUDENT HEALTH CENTER
TRAVEL HEALTH HISTORY

‘Date 05/07/ | Name If((, fm? Aibm%om

What is the reason fOl yom visit today m/wm //ML// ﬂ‘?’)/i/ f\ A ]hhMT’ﬂ” Cham. (/H&L
List allergies you have to medlcmes foods or 1odq/ne A% ijq oy | :

3.

List any medlcatlons or drugs you are Currenﬂy taking (this would include herbal and over-

the-counter as well as prescription drugs) Ldotd AMnmn/m Crantiry . nels m

addvald, K( S YiS ﬁ{/z,@ f v 1 M/cﬁ(,w)/uu il )“fm/ s pasl L "uw( i7m4 /m,‘
Lish /@d r-v

4V

-—'-Stomach/Gastromtestmal dlsease e e e

o0

ohe w>

Have you had any of the followmg (01rcle if thls apphes to you;):
Heart disease
Kidney disease

Diabetes/sugar : : , L
Are you immunocompromised? (Is there a problem with your immune system) Yes  No /

Thymus disorder ( Myasthenia gravis, thymoma thymectomy)
Spleen removed : .
Transplant recipient

Cirrhosis of the liver

‘Cancer

HIV :
How often do you drink beer, wine, wine cooler, or liquor? (Please circle)
Never / Rarely Q’) times a weekh3-4 times a Week /5 or more times-a week
‘Where are you going on your trip? iﬂyﬁ’mﬁf'{ﬁ 7‘} f Ny

How long is your trip? Months Y Days m

When are you leaving on your trip? //ﬁ Ll 4 7L Q( )

{

'74 . . .

2 FOR FEMALES, ONLY '

-

N

Date of your last period? \y’ <U; WQ Have you had g.hysterectomy? YES = NO ¥
Are you currently pregnant? YES NO v :
“Whatis your due date? - -
‘Do you plan to become pregnant in the next 3 1 onthsr7 YES NO v
. Are you breastfeeding? YES NO :

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



