Ryon Medical & Associates, LLC
318 Lacey Ave
La Junta, CO 81050
(719)384-0303 Ph. ~ (719)384-1033 fax

*** This form is required to be completed in its entirety!

Patient Name Date of Birth

Age O Male O Female Education Race

StreetAddress City/State/Zip

Mailing address City/State/Zip

Social Security Number E-Mail Address

Home Phone # Work Phone # Cell Phone #

Marital Status: ) SingleQ) Married — Spouse’s Name O widowed O Divorced

Occupation Status: 6 Employed — Employer @ Unemployed
6 Student — School Attending ORetired

Whoreferred youtothis practice?

Who is your Primary Care Physician? PCP Phone #

Drug Allergies

Pharmacy Preference Pharmacy Phone #
IF PATIENT IS A MINOR OR STUDENT (Please check [ | responsible Party)
(1 Mother’s Name

Date of Birth Social Security Number Phone #

Address, if differentthan above

Mother’'s Employer Phone #
EI Father’'s Name

Date of Birth Social Security Number Phone #

Address, if differentthan above

Father's Employer Phone #

EMERGENCY CONTACT (Please list someone not listed anywhere else )

Name Relationship Phone #
INSURANCE INFORMATION

Primary Insurance ID# Group#
Policy Holder Name SSN#
Relationship to Patient DateofBirth

SecondaryInsurance ID# Group#
Policy Holder Name SSN#
Relationship to Patient Date of Birth

AUTHORIZATION

| hereby authorize Ryon Medical & Associates, LLC to leave messages regarding my test results and appointment information
on my telephone. Yes No

| authorize to release medical information to

Name Phone Number

Name Phone Number
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