
RYON MEDICAL & ASSOCIATES, LLC. 
318 Lacey Ave 

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

NEW PATIENT VIVITROL/SUBOXONE 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.

 ALL FIELDS MUST BE COMPLETED OR THE APPLICATION WILL BE DENIED.

Dr. Kevin Harsh-Mental Health / Family Practice / Substance Abuse 

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: _________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

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

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

List any other Physicians/Specialist you currently see: _____________________________________________________________ 

___________________________________________________________________________________________________________ 

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

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Current physician Name and Phone Number: ____________________________________________________________________ 

OFFICE USE ONLY 

Patient Accepted: Yes     No 

Comments: _______________________________________________________________________________________ 

Provider Signature: _________________________________________________________Date: __________________ 
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