Ryon Medical & Associates, LLC

COORDINATION OF CARE FORM **Only complete if we are not your primary care provider**

Patient Name: Date of Birth:

Address:

Phone #: Email:

Primary Care Provider:

Phone #: Fax #:

I, the above-named patient (parent or guardian), authorize Ryon Medical & Associates, LLC and my PCP to
exchange information regarding my Mental Health Treatment and Medical Care for coordination
purposes, including diagnosis, testing, or treatment information. | understand that this authorization shall
remain in effect for one year from the date signed and that | may revoke

this authorization at any time by written notice.

Choose one and Sign.

| do want information released to my Primary Care Provider: (Please Sign)

| do not have a Primary Care Provider: (Please Sign)

| do not want information released to my Primary Care Provider: (Please Sign)

DO NOT WRITE BELOW THIS LINE. OFFICE USE ONLY

Providers are to complete the following.

Primary DSM-V Diagnosis: Axis |

Current Medication and Dosages Prescribed:

1:

2
3:
4

Treatment Start Date: Date of Last Appointment:

Expected length of treatment:

Treatment Recommendations:

PROVIDER: WE SUPPORT EPSDT AS REQUIRED BY CARELON HEALTH. PLEASE FAX THIS PATIENT’S MOST
RECENT EXAMINATION, SCREENINGS, AND ASSESSMENTS TO OUR OFFICE AS SOON AS POSSIBLE*

*If you want to discuss this patient’s treatment, please contact us at the number above. Sincerely,

Ryon Medical & Associates
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