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. iYes O No

| authorize to release medical information to

Name Phone Number

Name Phone Number




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



Ryon Medical & Associates, LLC

TELEHEALTH CONSENT FORM

(Patient), hereby consent to engage in Telehealth services.

I understand that Telehealth delivers health care services, including psychotherapy, via communication
technologies (e.g., Internet or phone) to facilitate diagnosis, consultation, treatment, education, care
management, and self-management of a patient's health care.

By signing this form, I understand and agree to the following:

1.

10.

I have a right to confidentiality with regard to my treatment and related communications via
Telehealth under the same laws that protect the confidentiality of my treatment information during in-
person appointments. The same mandatory and permissive exceptions to confidentiality outlined in
the [Informed Consent Form or Statement of Disclosures] | received from my therapist or provider
also apply to my Telehealth services.

I understand there are risks associated with participating in Telehealth including, but not limited, the
possibility, despite reasonable efforts and safeguards on the part of my therapist, that my
appointments and transmission of my treatment information could be disrupted or distorted by
technical failures and /or interrupted or accessed by unauthorized persons, and the electronic storage
of my treatment information could be accessed by unauthorized persons.

I understand that miscommunication between myself and my therapist or provider may occur via
Telehealth.

I understand that there is a risk of being overheard by persons near me and that | am responsible for
using a location that is private and free from distractions or intrusions.

I understand that at the beginning of each Telehealth session, my therapist or provider is required to
verify my full name and current location.

| understand that in some instances, Telehealth may not be as effective or provide the same results as
in-person appointments. You understand that if my therapist or provider believe 1 would be better
served by in-person appointment, my therapist or provider will discuss this with me and refer me to
in-person services as needed. If such services are not possible because of distance or hardship, 1 will
be referred to another therapist or provider who can provide such services.

I understand that while Telehealth has been found to be effective in treating a wide range of mental
and emotional issues, there is no guarantee that Telehealth is effective for all individuals. Therefore, I
understand that while 1 may benefit from Telehealth, results cannot be guaranteed or assured.

I understand that some Telehealth platforms allow for video or audio recordings and that my therapist
nor | may record sessions without the other party's written permission.

I have discussed the fees charged for Telehealth with my therapist or provider and agree to them [or
for insurance patients: | have discussed with my therapist or provider and agree that Ryon Medical
will bill my insurance plan for Telehealth and that | will be billed for any portion that is the patient's
responsibility (e.g., co-payments)]. | have been provided with this information in the [Informed
Consent Form or Statement of Disclosures].

I understand that my therapist or provider will make reasonable efforts to ascertain and provide me
with emergency resources in my geographic area. | further understand that my therapist or provider
may be able to assist me in an emergency situation. If | require emergency care, | understand that |
may call 911 or proceed to the nearest hospital emergency room for immediate assistance.



Ryon Medical & Associates, LLC

I have read and understand the information provided above, have discussed it with my therapist or provider,
and understand that I have the right to have my questions regarding this information answered to my
satisfaction.

[For conjoint or family therapy, patients may sign individual consent forms or sign the same form.]

Patient or Parent/Guardian Signature Date

Patient’s Printed Name

Verbal Consent Obtained

Ryon Medical has reviewed Telehealth Consent Form with Patient, Patient understands and agrees to the
above advisements, and patient has verbally consented to receiving services from Therapist or Provider via
Telehealth.

Staff Signature Date




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

Permission to Verbally Discuss Protected Health Information

-Completion of this form is optional-

Patient's Name: Date of Birth:

Previous Name: Social Security#:

Verbal Communication:

| give permission to Ryon Medical & Associates, LLC to VERBALLY discuss the following medical and
billing information about me (check all boxes that apply):

Scheduling/Appointment information
Medical information, including symptoms, diagnosis, medications and treatment plan

Behavioral health information, including my symptoms, diagnosis, medications and
Treatment plan

Sensitive health information for conditions of sexually transmitted diseases
Chemical dependency information containing drug and alcohol treatment, including my

Symptoms, diagnosis, medications and treatment plan
Lab/test results

Billing and payment information
Leave of Absence (specify):

Other (describe):

OooOo00d ooOo Ooog

Ryon Medical & Associates, LLC has my permission to discuss the above information with:

First and Last name Relationship to patient Best contact number

| give permission to Ryon Medical to leave the following information on my voicemail or answering machine
at the phone numbers indicated.

[ Scheduling/Appointments [ Medical information [ Billing information [] Nothing

Home phone Cell phone Work phone

Unless otherwise revoked, this Authorization shall be in force and effect indefinitely or expires
from the date of signature.




I understand that | may revoke this authorization, in writing, at any time except to the extent that Ryon
Medical has already relied on this authorization.

| understand that | may revoke this authorization by sending or faxing a written notice to theMedical
Records 318 Lacey Ave, La Junta, CO 81050 or fax (719) 384- 1033.

| understand that Ryon Medical may not condition treatment, payment/enrollment oreligibility for
benefits on the completion of this authorization form.

I understand that information being disclosed may be subject to re-disclosure by the recipient
And may no longer be protected by the Federal Privacy Law/ if the recipient is not a "covered entity".

By signing below, | agree that | have reviewed and | understand this authorization.

By: Date:

Patient Signature

OR

Date:
By:

Patient Representative

Relationship to patient: Legal guardian* Holder of Power of Attorney* Parent of the minor child

*Please attach legal documentation if you are the legal guardian or Holder of Power of Attorney



RYON MEDICAL & ASSOCIATES, LLC.

318 Lacey Ave.
La Junta, Colorado 81050
719-384-0303 (Phone) ~ 719-384-1033 (Fax)

PATIENT:

Name of Patient/Previous Names Birth Date/Medical Record Number

Street Address City, State, Zip Code

AUTHORIZES: TO RELEASE /RECEIVE HEALTH INFORMATION TO/FROM:

Ryon Medical & Associates, LLC.
318 Lacey Ave
La Junta, CO 81050

NFORMATION TO BE RELEASED: |:|_ Entire Medical Record (Include all)

Medical History, Examination, Reports Surgical Reports D Immunizations
Treatment or Tests Hospital Records Including Reports

X-ray Reports Allergy Records :I Laboratory Reports
Prescriptions Consultations

Other (Specify):

In compliance with Colorado Statutes, which require permissions to release otherwise privileged information,
please release records pertaining to: | Entire Medical Record (Include all)

Mental Health ] Developmental Disabilities a Alcoholism
HIV/AIDS Sexually Transmitted Disease Drug Abuse
Other (Specify):

For the following date(s):

PURPOSE FOR NEED OF DISCLOSURE: (Check applicable categories)
Further Medical Care Personal IE' Changing Physicians
Insurance Eligibility/Benefits Legal Investigation or Action Coordination of Care
Other (Specify):

| understand that | have the right to:
> Inspect or copy the information to be used or disclosed.

>  Receive a copy of this authorization

> Revoke this authorization at any time. | understand that the revocation will not apply to information that has already
been released in response to this authorization.
| understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure
and the information may no longer be protected by federal privacy regulations. | understand that my healthcare
and payment for my healthcare will not be affected if | do not sign this form

Unless Otherwise revoked, this authorization will expire on: or for one year from the date signed.
SIGNATURE OF PATIENT: DATE:
Signature of the personal representative, person Relationship/legal authority

Authorized by the patient, or other legal authority

Ryon Medical Witness



Ryon Medical & Associates
Acknowledgement

My Healthcare (PC or BH) provider has explained the following information to me and has given me this information in
writing:

Mandatory Disclosure Statement: This includes information about my therapist’s degrees, credentials, licenses, and
methods of therapy, including the duration of treatment when known.

Informed Consent for Treatment: This includes my right to receive information about the therapy methods, the
techniques used, the duration of therapy (if known), and the fee structure. | realize there are no guarantees about the
effectiveness of treatment and that there are risks, which include: sessions may deal with sensitive and difficult topics
and can bring up uncomfortable feelings and reactions, such as sadness, anxiety, guilt, and anger. | understand this is a
normal response to working on unresolved experiences, and | will discuss these reactions with my therapist.

“Benefits to treatment may include improved cognitive or academic/ job performance, health status, quality of life,
and awareness of strengths and limitations.”

Limits of Confidentiality: This includes my rights regarding confidentiality and when my behavioral health provider is
required to disclose information about me.

Patient office Policies: This includes information about my responsibilities as a patient of Ryon Medical.

Emergency Services: | am aware that if | am going to hurt myself or someone else, | can reach the National Suicide
Prevention Lifeline at 1-800-273-8255.

Patient Rights and Responsibilities: Includes rights to be treated with dignity, respect, and regard for your privacy and
how to report complaints.

Advanced Directives: | understand | have the right to receive a pack of advanced directives. | was given this opportunity
at this time. Should | need a packet, | can ask Ryon Medical staff for it anytime, and | will be provided with a copy.

Primary Care Provider Coordination or Care: Ryon Medical & Associates LLC is an integrated healthcare facility. |
understand that treatment providers (PC and BH) always have access to my medical chart unless | ask to restrict it. |
understand that BH PHI is only viewable by my treatment providers (i.e., your doctor and therapist). | understand that if
| receive primary care through an outside provider, | will be asked to sign a PCP Coordination of Care form informing
them of treatment goals and diagnoses. | understand | have the right to decline PCP Coordination on this information.

HIPAA Privacy Notice: | understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), |
have certain rights to privacy regarding my health information. | acknowledge that | have received the Notice of Privacy
Practices containing a more complete description of the uses and disclosures of my health information.

| understand my rights and responsibilities as a client of Ryon Medical. By signing, | confirm | have received a copy of the
information and understand all the information listed above and provided.

Patient Name:

All patients 12 and over must sign as well as the parent/guardian!

Patient Signature: Date:

Responsible Party Signature: Date:

Witness Signature: (Staff only)




Full Name:

Date: Birth Date: Age:

[CINO ALLERGIES

ALLERGY ALLERGIC REACTION

MEDICATION (Please list ALL) DOSE (Mg, pill, etc.) TIMES PER DAY

Ifyou need more room folist medications, pleasewrite themon ablank sheet of paper with the required information

CHOLESTEROL Date: Facility/Provider: I/Abnormal Result? O
COLONOSCOPY /SIGMOID | Date: Facility/Provider: Abnormal Result? O
MAMMOGRAM Date: Facility/Provider: Abnormal Result? O
PAP SMEAR Date: Facility/Provider: I/Abnormal Result? O
BONE DENSITY Date: Facility/Provider: Abnormal Result? O
Last Tetanus Booster or TdaP: Last Pnuemovax (Pneumonia):

Last FluVaccine: LastPrevnar:

Last Zoster Vaccine (Shingles):




DISEASE/CONDITION

CURRENT

PAST

COMMENTS

Alcoholism/Drug Abuse

Asthma

Cancer (type: )

Depression/Anxiety/Bipolar/Suicidal

Diabetes (type: )

Emphysema (COPD)

Heart Disease

HighBlood Pressure (hypertension)

High Cholesterol

Hypothyroidism/Thyroid Disease

Renal (kidney)Disease

Migraine Headaches

Stroke

Other:

Other:

O|0|00|0|00|0I0|0 |0 |0|0|0|0

O|00|0|0|0|0|0|0|0 |0 |0O0|0|O

TYPE (specify left/right)

DATE

LOCATION/FACILITY

Date of Last Menstrual Cycle:

Age of FirstMenstruation:

Age of Menopause:

Total Number of Pregnancies:

Number of Live Births:

Pregnancy Complications:

Patient Name:

DOB:




FAMILY MEDICAL HISTORY O NOSIGNIFICANT FAMILY HISTORY 1S KNOWN

v/ Check all that apply

Emphysema (COPD)

Alcohol/Drug Abuse
Cancer (type:
Depression/Anxiety
Bipolar/Suicidal
Early Death
Heart Disease

| High Cholesterol

| High Blood Pressure
Kidney Disease
Thyroid Disease

Asthma
Diabetes
Migranes
Other:
Other

Mother

Father

Brother ([ ] ] ]

Sister

Child

MGM [ ] [ | [ ]

MGF [ [[[ ] [ ]

PGM

PGF [ [[[ ] [ | [ |

Other: [ |[ | [ | [ ]

SOCIALHISTORY

Occupation (or prior occupation): [Retired  [Junemployed [JLOA []Disabled

Employer: Years of Education or Highest Degree:

If employed, do you work the night shift? (0)% ON ON/A

Marital Status (check one):(Q Single  QPartner (@Married (Divorced QWidowed () Other

Do you have children? (©)% ®N | If yes, how many?

OTHERHEALTH ISSUES

TOBACCO USE Smoke Cigarettes? (®Y (N (if you never smoked, please move to Alcohol/ Drug Use)

Current: Packs/day # of Years | Past: Quit Date: Packs/day ___ # of Years

Other Tobacco [Jripe  [o]Cigar [Isnuft [JChew  [] Other

ALCOHOL/DRUG USE | Do you drink alcohol? @Y QN | [J Beer [0]Wine [] Liquor | # of Drinks/week:

Do you use marijuana or recreational drugs? ®Y ON Have you ever used needles to inject drugs? (@) ®N

Have you ever taken someone else’s drugs? OY ON

Patient Name: DOB:




OTHER HEALTH ISSUES continued...

SEXUALACTIVITY | Sexually involved currently? (910 ON (If no sexual history, please continue to Exercise)
Sexual partner(s) is/are/have been: [ Mmale [] Female

Birth control method: [INone []Condom [CJPill/iRing/Patch/Inj/lUD []Vasectomy
EXERCISE | Do you exercise regularly? Oy ON (If you answered no, please move to Sleep)

What kind of exercise? Duration: How long (min.): How often:

SLEEP How many hours, on average, do you sleep at night (or during the day, if working night shift)?

DIET How would you rate your diet? () Good ()Fair () Poor | Would you like advice on your diet? QY QN
SAFETY Do you use abike helmet? QY ON | Do you use seat belts consistently? QY  ON
Working smoke detector in home? QY QN If you have guns at home, are they locked up? QY ON

Is violence at home aconcern foryou? QY QN Have you completed an Advanced Directive for Health Care (ADHC), Living Will,
or Physical Orders for Life Sustaining Therapy (POLST)? QY QN

OTHER PROVIDERS/SPECIALISTS

SPECIALIST NAME LAST VISIT

Cardiology

Gastroenterologist (Gl)

OB/GYN

Neurology

Pulmonary

Other:

Other:

ADDITIONAL INFORMATION

Have you traveled outside of the country in the last 30 days? @Y QN | Ifyes, where?

Have you served in the military? (@) ON If yes, how long and what branch?
Were you deployed? Oy ON If yes, where?

Sex assigned at birth? Gender Identity?

Sexual Orientation? Race?

Ethnicity? Religious Affiliation?

Patient Name: DOB:




v/ CHECKALLTHAT APPLY

CONSTITUTION

CARDIOVASCULAR

SKIN

Activity change

|_| Chest pain

Color change

Appetite change Leg swelling® Pallor

Chills |_| Palpitations Rash

Diaphoresis GASTROINTESTINAL Wound

Fatigue Abdominal distention El Environmental allergies
Fever Abdominal pain Food allergies

HEAD, EAR, NOSE & THROAT

Blood in stool

Immunocompromised

Congestion

Constipation

NEUROLOGICAL

Dental problem Diarrhea Dizziness
Drooling Nausea Facial asymmetry
Ear discharge Rectal pain Headaches

Ear pain \Vomiting Light-headedness
Facial swelling ENDOCRINE Numbness
Hearing loss | Cold intolerance Seizures

Mouth sores

Heat intolerance

Speech difficulty

0 [OOO0000000

Nosebleeds Polydipsia Syncope
Postnasal drip Polyphagia Tremors
Rhinorrhea Polyuria Weakness
Sinus pressure GENITOURINARY HEMATOLOGIC
Sneezing Difficulty urinating Adenopathy
Sore throat Dysuria Bruises/bleeds easily
Tinnitus Enuresis PSYCHIATRIC
Trouble swallowing Flank pain |_| Agitation
\oice change Frequency E Behavior problem
EYES Genital sore E Confusion
Eye discharge Hematuria E Decreased concentration
Eye itching Penile discharge Dysphoric mood
Eye pain Penile pain Hallucinations

Eye redness

Penile swelling

Hyperactive

Photophobia

Scrotal swelling

Nervous/anxious

Visual disturbance

Testicular pain

Self-injury

[HEEN

RESPIRATORY Urgency Sleep disturbance
Apnea Urine decreased Suicidal ideas
Chest tightness MUSCULAR
Choking Arthralgias
Cough Back pain
Shortness of breath Gait problems
Stridor Joint swelling
Wheezing Myalgias
Neck pain

Neck stiffness

Patient Name:

DOB:
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