| - STUDENT HEALTH CENTER
LONGWOOD HEALTH HISTORY and
T R T - RIGHTS & RESPONSIBILITIES 1
Patpivac Healthoars
Sotutions”
NAME: DATE OF BIRTH:
Last First Middle
PERSONAL HISTORY:
Drug Allergies:
Operations/ Serious Injuries:
Current Medications:
Previous medical provider Phoﬁe
PERSONAL HISTORY - Check if a condition applies to you (past or present)
) ADD/ ADHD Depression N Lung Disease
Allergies Diabetes ' “Migraine
Anemia Eating Disorder Mononucleosis

. Anxiety Gastrointestinal Disorder Pne

___Asthma Hearing Impairment Rheumatoid Arthritis

_Bleeding Disorder Heart Disease Seizurg Disorder
) Cancer Heart Murmur Sexually Transmitted
‘ Infe ction
___Concussion Kidney Infection/ Stone Thyroid Trouble

Visual Impairment

FAMILY HISTORY:- Check if condition exist in immediate family (parents, grandparenfs, siblings)

Allergies Anemia Asthma ‘Cancer
_____Diabetes Heart Disease __Hypertension Lung Disease |
____ Mental Illness Stroke Sudden Death Ulcer

Students 18 years old or older '
T hereby authorize the physician/ clinicians of Longwood University Student Health Center tojexamine, test, and
treat me as they may deem advisable. There shall be no release of information to any person or agency without

prior written agreement by me, unless required by law.

Student Signature Date

Tevised 5/16
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I RIGHTS INCLUDE:

Th% right to humane care and treatment.

¢ right to competent treatment.
right to accurate information.
Thy

e right to confidentiality regarding disclosures and records.
The right to information regarding the scope and availability of service.
The right to information regarding fees for services.

Th}{L: right to full information regarding appropriate channels for expressing grievances and
mal

king evaluations.

8. The right to know organizational policies regarding experimental research without jeopardizing

- acd

€ss to care.

STUDEN’EI" HEALTH CENTER PERSONNEL MAY REASONABLY EXPECT STUDENTS:

1. To

2. To

appropriately express one’s concerns, needs, and feelings.
3. To avail themselves of educational opportunities offered through the Student Health Center, and

€

madifying the factors adversely affecting health status.

4. To

student subscribers at each encounter.

be honest in providing information to Student Health Center personnel. Failure to provide
honest and full information can result in improper evaluation.

ask questions to insure appropriate comprehension of their illness, plan of care, and to

ploy knowledge and experiences gained towards developing a healthy lifestyle and towards

show respect and to be courteous to Student Health Center personnel as well as fellow

5. ch: utilize the grievance process when a problem exists regarding care received or at any time
one believes their rights have been violated.

6. Tc

5 14

come to appointments on time or cancel/reschedule as far in advance as possible, so that the
time may be given to someone else.

abide by Student Health Center policies and State Laws regarding immunizations and health

cord requirements.

not give medications prescribed for you to others.

communicate with your health provider is your condition worsens or does not follow the
expected course. e '

By signing below, I affirm that I have read and understand the above rights and responsibilities.

Student Signature

Date

Revised 5/16




Patient Demographic Form Please PRINT
Patient Name:

Niclk Name:
Address:

DasorBit e

City:

Home #: E e Cell# -3
Language (other than Engllsh)

Email address:

Emergency Contact:

insurance? Yes No

INSURANCE lNFORMATION
ings Co-Name: '

Patient Relation to lnsured Self‘

Policy Holder:

Address:
Home #:

= D'ateo:fB.irt_l_l:
Employer: T R

SECONDARY lNSURANCE
ins Co Name: _

Fatient Relation to Insured Self‘ :
Policy Holder: ’ Sex: -

Address: - City: Z-_ip Code:

Homme #: —  _ DateofBith:____

Diagnostic Testung We recommenid that you call your msuraneeoompany to be- mformed of y,
benefits for any diagnostic test. that The Umversrty Health Genter. may order for you. You sthDl
pre-certification is needed. If so, you wrll need to contact our ofﬁce one week pnor to your scltl
procedure to. avord clalm denlal : ‘ :

health insurance, please indicate above Random audlts may be completed to ensure the a' '
reported rnformatlon : i

1 hereby authorize Potomac Healthcare Solutrons LLC to provrde me wrth medlcal treatment ‘

understand and agree that | am responsible for all fees not covered by my insurance company.

authorize the release of any medical information. necessary to ﬁle aclaim with my. lnsurance;j f

understand that any refusal or mlsrepresentation of my msuranoe coverage may result inab

services rendered

lnqurre if

Patient/Responsible party signature .~ - - .00 0 o  Date.
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1 understand

_ descnptlon of med1 mformauon uses.and d:sclesures. L

Innderstan_" and that

,’ 1 und ? that the orgamzatmn resewes ‘the. nght to‘ hange thelr notxce and practlce s. The

change will

1 understan
uSed or dis

Healthcare Solutlons is not requn‘ed 10

| PRIVACY POLICY |
LONGWOOD UNIVERSITY IIEALTH SERVICES

b Aékn0w1edg¢m¢ni"6f rec Ofthe N°ﬁ¢¢-°f P’ﬁvacy Practic‘es.

and have been prov1ded wnh Notxce of anacy Practtees that provxdes a detailed

| that I havethe nghttorewew the notlce pnor to sxgnmg th1s ackn_owledgment form.

be posted in the Health Center and available _.;me on the Longwood web site.

that I have the nght to request f,st_nctmns‘ asto how my health information may be
losed to carry out treatment, payment or healthcare operations and that Potomac
1o the i '.ons: requested

I understa:ﬁd that I may revoke thls acknowledgment in wntmg except to the extent that the

orgamzauon has already taken actlo' i > th

frepresenttive, defin the relationship o the patint,
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" Potomiac Haaltheare
‘Solubiong™

'LONGWOQD UNIVERSITY HEALTH CENTER
106 Midtown Ave, Farmville, VA, 23901
434-395-2102 Fax 434-395-2783

2 Hour Cancellation‘& "No,Showk”, Policy

As a participant at Longwood University Health Center (LUHC), it is your responsibility
record of your scheduled appointment. If you are unable to make a scheduled appoir
we request that you cancel or reschedule at a minimum of 2 hours in advance. You ¢
or reschedule your appointment by (a) calling 434-395-2102 and speakmg toa staff
by leaving a message, (b) (students only) by canceling your appointment on the Stude ‘
web portal, or (c) coming to LUHC at 106 Midtown in the Landings Complex.

A No Show is when a patient does not show for a scheduled appointment without car
rescheduling the appointment.

if a patient establishes a pattern of cancellations or rescheduled appointment and/or

to keep

tment,

n cancel
mber or

nt Health

celling or

no shows,

call from LUHC asking them to make an appointment with the Director before serwce’
resume. If the pattern continues, then there will be a fee of $25.00 charged to the pa
account for each reoccurrence. :

By signing below, you acknowledge that you have recewed this notice and understan
policy,

they will receive a letter, email, secure message via the portal (students only) and/or % phone

Printed Name Date

Signature

can
ients

this
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Notice of “Deemed Consent” for HIV, HBV and HCV Testing

LONGWOOD UNIVERSITY HEALTH CENTER
- 106 Midtown Ave, Farmville, VA. 23901
434-395-2102 Fax 434-395-2783

As ¢

Virgi n1a (1950) as- amended to g1ve you the following notice.
1

1.

o My home address
0 My campus address (for students)
Sigr ture‘ ‘ : — --date

- the test and prov1de counsehng, 1f necessary.

and Lab work consent form

health care prov1der we are required. by 32.1-45.1 of the code o

ek

If one of our health care professmnals workers or employees shaould
pe directly exposed to your blood or body ﬂulds in a way that may

v ransmit disease, your blood will be tested for 1nfect10n with Human
immunodeficiency Virus (“HIV”, the “AIDS” virus) and for the presence
f the Hepatitis B and Hepatitis C Viruses. ‘A physician or other

' ealth care provider will tell you and that person the result of the test

and provide counsehng, if necessary. .

ﬂ you .should be d1rectly' exposed to blood or body fluids of one of our
health care profess1onals workers, or employees in a way that may
ransmit disease, that person’s blood will be tested for infection with
Human Immunodeﬁ01ency Virus (“HIV”, the “AIDS” virus) and for| the
presence of the Hepatitis B and Hepatitis C Viruses. A physician or
C
t

e

ther health care provider will tell you and that person the result of

I understand I have the opportunlty to discuss my need for lab work
and/or other procedures with a clinician and understand that I am

tesponsible for any payment associated with lab work, x-rays or other
- procedures ordered today. I wish to bill lab work to:

l‘psurance company (I understand that I will be responsible for any
copay or getting a referral if necessary)
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LONGWOOD UNIVERSITY HEALTH CENTER

106 Midtown Ave, Farmville, VA, 23901
434-395-2102 Fax 434-395-2783

2 Hour Cancellation & “No Show” Policy

As a participant at Longwood University Health Center (LUHC), it is your responsibility

to keep

record of your scheduled appointment. If you are unable to make a scheduled appointment,
we request that you cancel or reschedule at a minimum of 2 hours in advance. You can cancel

or reschedule your appointment by (a) calling 434-395-2102 and speaking to a staff m
by leaving a message, (b) (students only) by canceling your appointment on the Studei
web portal, or (c) coming to LUHC at 106 Midtown in the Landings Complex.

Pmber or
1t Health

A No Show is when a patient does not show for a scheduled appointment without cancelling or

rescheduling the appointment.

if a patient establishes a pattern of cancellations or rescheduled appointment and/or ho shows,

they will receive a letter, email, secure message via the portal (students only) and/or E phone

call from LUHC asking them to make an appointment with the Director before service

resume. If the pattern continues, then there will be a fee of $25.00 charged to the pa}ients

account for each reoccurrence.

can

By signing below, you acknowledge that you have received this notice and unders,tané this

policy.

Printed Name Date

Signature
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LONGWOOD UNIVERSITY: HEALTH CENTER
106 Midtown Ave, Farmville; VA. 23901
434—395-2102 Fax 434-395,-2783

Né)tlce of “Deemed Consent” for HIV, HBV and HCV Test1 ng
and Lab work consent form

‘As a health care provider, we are requlred by 32.1-45.1 of the code o?f
Virginia (1950) as amended, to give you the following notice.

" one of our health care professmnals, workers, or employees should
e directly exposed to your blood or body fluids in a way that may
ransmit disease, your blood will be tested for infection with Human
mmunodeficiency Virus (‘HIV”, the “AIDS” virus) and for the presence
f the Hepatitis B and Hepatitis C Viruses. A physician or other

iealth care provider will tell you and that person the result of the test
nd provide counseling, if necessary.

I 2 oI @ O cor B8 a8 8 s

f you should be directly exposed to blood or body fluids of one of our
iealth care professionals, workers, or employees in a way that may

ransmit disease, that person’s blood will be tested for infection Wlth
Tuman Immunodeficiency Virus (“HIV”, the “AIDS” virus) and for! the
resence of the Hepatitis B and Hepatitis C Viruses. A physician or
ther health care provider will tell you and that person the result of
he test and prov1de counseling, if necessary.

o oW U - o B s ol

understand I have the opportumty. to d1scuss my need for lab work
ind/or other procedures with a clinician and understand that I am
esponsible for any payment associated with lab work, x-rays or other
brocedures ordered today. I wish to bill lab work to:
nsurance company (I understand that I will be respon51b1e for any
g{)pay or getting a referral if necessary)

My home address

o My campus address (for students)

Jod fpd b AN ]

Signature date




