
RYON MEDICAL & ASSOCIATES, LLC. 
318 Lacey Ave 

La Junta, Colorado 81050 
719-384-0303 (Phone) ~ 719-384-1033 (Fax)

NEW PATIENT QUESTIONNAIRE 

 WE DO NOT OFFER CHRONIC PAIN MANAGEMENT AND WILL NOT DISPENSE PAIN

MEDICATIONS

 PLEASE NOTE THAT IF YOU ARE ACCEPTED AS A NEW PATIENT YOU WILL BE

ALLOWED TO RESCHEDULE YOUR APPOINTMENT ONE TIME WITH AT LEAST 24

HOURS NOTICE. IF YOU NO SHOW TO THIS APPOINTMENT YOU WILL NOT BE

RESCHEDULED.

Dr. Kevin Harsh-Family Practice    

Date: _________________________ 

Name: __________________________________________ Phone: _____________________DOB:_____________ 

Address: _________________________________________City/State/Zip: _______________________________________ 

Previous Address: _________________________________ City/State/Zip: __________________________________ 

Insurance Information: (Circle One) 

Medicare  Medicaid  Blue Cross Other            Commercial Self-Pay 

List Current Health Problems: _______________________________________________________________________ 

__________________________________________________________________________________________________ 

Medical/Surgical History: ___________________________________________________________________________ 

__________________________________________________________________________________________________ 

All Current Medications (Please include Over the Counter Products):______________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

List any other Physicians/Specialist you currently see: __________________________________________________ 

__________________________________________________________________________________________________ 

How often do you go to the Dr? ________________Are you currently seeking Disability (circle one)?  Yes No 

Is your present condition related to work comp, auto accident, or other accident (circle one):     Yes       No 

If Yes please explain: _______________________________________________________________________________ 

Do you have a history of substance abuse (circle one)?    Yes        No      If Yes please explain: ______________________ 

_________________________________________________________________________________________________ 

Current physician Name and Phone Number: __________________________________________________________ 

Reason for change of physician: ______________________________________________________________________ 

OFFICE USE ONLY 

Patient Accepted: Yes     No 

Comments: _______________________________________________________________________________________ 

Provider Signature: _________________________________________________________Date: __________________ 
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