
Santa Ana College Health & Wellness Center 

Chart Face Sheet 

Date: Student/Employee ID: 

Last Name: ----------------------------
First Name: Middle Initial:------------------- ---

AKA: 

Address: -----------------------------
City: _____________ _ State: _____ Zip Code: _____ _ 

Date of Birth: ___________ _ Ethnicity: __________ _ 

Gender: 0 Male O Female 

> �_<_-________ __,, __ ,,.-. -. _""'!'.'---._------· . ::b'.oiio;��, ::� .... ·: 
·'·

,0 Ema,f:, _____ """""'----'--..:,,;__------------.-.,......... ____ _,.;;..;..,---'-"--,-�·O:ok�,�,. 

Do you have 

allergies? 

Yes No_ 

Allergic to: Reaction 

Emergency Contact 

Name: _________________________ _ 

Relationship: _______________________ _ 

Phone: ( ) ________ Q Ok to call?

Address: _________________________ _ 

City: _____________ State: ____ Zip Code: ____ _



SANTA ANA COLLEGE 
HEALTH & WELLNESS CENTER 

(714) 564-6216

GENERAL CONSENT TO TREAT 

The undersigned patient and/or parent or guardian hereby consents to and authorizes 
Santa Ana College Health & Wellness Center's physicians and medical personnel to 
administer and perform any and all medical examinations, treatments, designated 
procedures, vaccinations and immunizations against disease which may be now or 
during the course of the patient's care as an outpatient be deemed advisable or 
necessary. 

The undersigned also consents to the release of medical information to other 
institutions accepting the patient for medical care relative to continuity of care for 
services rendered in the Health & Wellness Center. 

The new HIPAA Law governing patient information is posted in the Health & Wellness 
Center for you to read, if desired, before signing this consent. 

(Patient) Print Name 

(Parent/Guardian) Print Name 
{For minor) 

Relationship to Patient 

Witness 

GEN- CNST.l'RM 

2/2013 

FORMS 

Patient Signature 

Parent/Guardian Signature 
(Minor) 

Date 

Date 

Date 
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