	Ryan Kochanski, M.D.          MEDICAL QUESTIONNAIRE        Appointment Date: 

	Name: 
	Date of Birth: 
	Age: 

	Referring Physician:
	Primary Care Physician:
	Cardiologist/Other Providers: 

	Weight: 
	Height: 
	Dominant Hand: 

	Tobacco use: (Never, Former, Current: Please explain frequency and duration)
	Type: (Vape, Chew, Cigar, Pipe,…)
#/day:

	Allergies to medicine, food, or tape:
	NAME
	REACTION

	
	
	

	
	
	

	Current Medication:
Or attach med list
Prescriptions, Over the Counter, Vitamins and Supplements
Please let us know if you need more space.
	DRUG NAME
	DOSAGE
	Reason for Medicine (Medical Condition)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Previous Medical History: (spine or brain surgery/conditions, heart or lung surgery/conditions, major medical events/current medical conditions not listed above)



	Any difficulty dressing, bathing, with other daily activities?

	Any difficulty walking/climbing stairs?

	Do you use any walking aids? Cane, walker, wheelchair, other

	Balance Issues?
	Numbness?
	Weakness?

	Have you completed any physical therapy?  Facility?  Dates?

	Have you been treated by a pain management doctor?  Name, date, procedures


	Vaccine/Approx Date:
	Flu:
	Covid:
	Other:

	Current Occupation/Former Occupation if Retired:
	Alcohol Use: (Never, Former, Current: Please explain frequency and duration)



Patient Signature: ________________________________________________		Date: _____________________________
By signing this form, I acknowledge that the information I am providing is complete and accurate to the best of my knowledge.
Ryan Kochanski, M.D.		 	PATIENT REGISTRATION   	         												       
Last Name _____________________________________   First Name & Initial _________________________________
Sex _________ 		Date of Birth ________________      Social Security Number ______________________   
Address _________________________________________________________________________________________
City __________________________________________	State ___________     Zip ________________________
Home Phone ____________________ 	Cell Phone ____________________	 Work Phone _____________________
Email _________________________________________	Preferred Language ____________________________
Spouse/Emergency Contact _________________________________________	  Phone _________________________
Alternate Emergency Contact ________________________________________    Phone _________________________
             (not living with you)
Marital Status:  Single, Married, Divorced, Separated, Widowed, Other
Employer and Address ______________________________________________________________________________
Pharmacy Name and Location ________________________________________________________________________   
Preferred Imaging/Radiology Center  ___________________________________________________________________
Patient Payment Policy, Privacy Practices and Office Policies
We appreciate the opportunity to serve your medical needs. Below is a list of office and financial policies for your benefit.  I authorize payment of medical benefits to Dr. Ryan Kochanski for services described on any health insurance claim form submitted for these services. I also understand I am responsible for any balance not paid by my insurance. If my health insurance does not agree to pay for services rendered, I understand I am financially responsible. There may be a charge for copies of medical records. I authorize the office of Dr. Ryan Kochanski to release any information or copies of records related to my condition. I also hereby consent to the use and disclosure of my health information by Dr. Kochanski for purposes of treatment, payment, and healthcare operations as set forth in accordance to HIPAA. I consent to share medical data with a Health Information Exchange. Please call our office at least 24 business hours ahead of your appointment to cancel or reschedule. Failure to do so will result in a $50 fee. Payment: All applicable fees, deductibles, co-payments, and balances are due when you check in for your appointment. Payment for private pay and out of network patients will be collected prior to the visit. We accept checks and major credit cards (Visa, MasterCard, Discover, and American Express), and cash. There is a minimum of $35 returned check fee. Your insurance policy: It is ultimately your responsibility to know and understand your policy. Some policies exclude certain procedures, products, and medical specialties. If your insurance company refuses to pay for any part of charges resulting from medical services rendered, you are responsible for payment. If surgery is necessary, our office will make every effort to precertify the procedure. If for any reason your insurance does not cover a procedure, the payment will be the responsibility of the patient. Insurance is a means to assist in payment of services but ultimately the patient is responsible for payment of services rendered. Referrals: If your policy requires written authorization for your PCP, we need this prior to your appointment. If we do not have the authorization at the time of visit, you will be responsible for payment in full. When extra insurance forms, disability, medical records, and/or handicap placards are requested, there will be a maximum of $50. This certifies that I have read and understand the office policies of Dr. Ryan Kochanski. I also consent to Dr. Kochanski importing my medication history from SureScripts. I also understand that if I have had previous brain or spine surgery by another surgeon and/or I am being seen for a second opinion, there is no guaranteed assumption of ongoing care. If my current problems are related to an accident or injury that could involve a lawsuit and/or any open or closed Worker's Compensation Case, I have disclosed all information and understand any treatment provided by Dr. Kochanski will be my financial responsibility. I understand the same standard of care, confidentiality, billing, and financial responsibilities apply to a telehealth visit, although being remote, as applies to an in-person visit.

__________________________________________                                      _______________________
                Signature of Patient or Personal Representative                                                            Date

By signing this form, I acknowledge that the information I am providing is complete and accurate to the best of my knowledge.
