Patient Information
Patient First Name:
Date of Birth

Middle Initial:
Age:

Last Name:

Social Security Number:

Male Today's Date:
Female

Gender:

Street Address:

Email Address:

City:

State:

Zip

Home Phone:

Work Phone:

Cell Phone:

Emergency Contact:

Phone Number:

Relationship:

Primary Insurance:

Policy Number:

Group Number:

Insurance Phone Number:

Employer Name & Address:

Secondary Insurance:

Policy Number:

Insurance Phone Number:
Primary Care Physician:
Pharmacy Name:

Group Number:
Primary Language:

Office Name:

Phone Number

Pharmacy cross
streets:

Pharmacy Phone Number:

If patient is a minor (under 18), Parent/Legal Guardian Contact Information:
Patient or Guardian Full Name:

Employer Name & Address:

Street Address:

Phone Number:
Zip:

City/State:

SSN#:

Financial Policy and Assignment of Benefits
I, _________________________________ (Patient or Guardian's printed name) do hereby give full permission and authorize Mountain View Pain Center, herein referred to
as "MVPC," to bill my health insurance company ____________________________________________ (name of health insurance) for services rendered by Mountain View
Pain Center. I also agree to have any checks or payment made by said insurance company to be payable and deliverable to:
Mountain View Pain Center
5445 DTC Parkway Ste 1130
Greenwood Village, CO 80111
By signing this document, I also agree to the following statements below:
APPOINTMENTS
• Copays and Deductibles: Copays and deductibles are due at the time of service, in accordance with your insurance carrier's plan. If you are unable to make your payment
at the time of service, MVPC reserves the right to reschedule your appointment until such time that you can make your payment. If you feel you might qualify for our
financial hardship policy, notify the office immediately so we can begin your qualification process. Personal balances may not exceed $200. If your balance is over $200 we
do offer payment plans, however the balance must be paid off in 6 months or less.
• Procedure and Payment: As a courtesy to our patients, this office will bill third party payers, accept assignment, and wait to be paid for some portion of our patients'
financial responsibility. MVPC may collect your prepayment based on an estimate of your expected financial responsibility. We will help you make the best estimate of your
coverage for the recommended services. This service is a courtesy to you and is not a guarantee of coverage. You are ultimately responsible for payment-in-full for all
medical services provided to you. Any charges not paid by your insurance carrier will be your responsibility. In the event of an overpayment, you may request a refund.
• Self Pay: If you do not have health insurance, or if your health insurance will not pay for your services by MVPC or if you notify us to not contact or bill your insurance
company, you are considered a self-pay patient.
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Financial Policy (cont.)
• No Show/Cancellation Policy: If you do not cancel or reschedule your appointment prior to your appointment time, we may assess a $50-$250 “no-show” charge to your
account. This “no-show” fee is not reimbursable by your insurance company, and it will be billed directly to you. After three consecutive no-shows to your appointment, our
practice may decide to terminate its relationship with you. As a courtesy, when time allows, we make reminder calls or text reminders for appointments. If you do not receive
a reminder call or text message this policy will remain in effect.
• Coverage Changes and Timely Submission: It is the patient’s responsibility to timely inform MVPC of any change in demographics, marital status or coverage. Your
insurance places a time limit within which MVPC can submit a claim on your behalf. If MVPC is unable to process your claim within this period due to your providing
incorrect information or not responding to insurance carrier inquires, you will be responsible for all charges.

BENEFITS AND AUTHORIZATION
• Insurance Plan Participation: We participate in most major health insurance companies, however, there may be select plans that we do not participate with. It is your
responsibility to contact your insurance carrier to verify that your assigned provider participates in your plan. If we do not participate with your specific plan, we will work with
you to determine the amount of coverage and help estimate your responsibility.
• Referrals: Referral requirements vary among insurance carriers an plans. If your insurance requires a referral, it is the patient’s responsibility to obtain referrals for Mountain
View Pain Center, prior to your appointment.
• Prior Authorization and Non-Covered Services: MVPC may perform services that require pre-authorization. As a courtesy to our patients, we will make a good-faith effort to
determine if services we provide are covered by your insurance plan, and if so, determine if prior-authorization is required. If it is determined that prior-authorization is required
we will attempt to obtain authorization on your behalf. It is ultimately your responsibility to ensure treatments are covered by your insurance.
ACCOUNT BALANCE AND PAYMENTS
• Billing Practices: Mountain View Pain Center houses additional companies: ME Physical Therapy and Mountain View Pain Specialists, which will appear on your
explanation of benefits, if you are treated for physical therapy and/or pain management.
• Billing to Outside Sources: All urine testing will be sent to and billed by a third party, Insight. All billing questions or concerns must be directed to them; as MVPC is not
responsible for any bills related to urine testing. Insight Labs Customer Support may be reached at (720) 548-3334.
• Reassignment of Balances: Reassignment of balances: If your insurance has not paid on any individual bill within 60 days, the balance will be transferred to your
responsibility and it will become due and payable 30 days after a statement is mailed to you.
• Collection and Unpaid Accounts: Should you discontinue care for any reason, any and all balances will become due and payable 30 days after a statement is mailed to
you. Thirty days after a statement is mailed to you and no payment is received by MVPC, you are in default. Upon default you will be charged 24% per annum interest. If
your account is turned over to a collection agency or attorney, you are responsible for attorney fees and costs of collection, whether a lawsuit is filed or not. MVPC reserves
the right to refuse treatment to patients with outstanding balances over 30 days old.
• Returned Check: Should payment be refused by your bank for any check written, this office will charge up to a $45 fee to offset the charges we will incur as a result of the
returned check.
ADDITIONAL FEES
•
Medication Refill Requests: All medication refill request are to be approved by your provider. If approved by your provider, a fee will be charged according to the
Public Fee Schedule for lost prescriptions and refills processed after a missed appointment, with a one-time exception.

The undersigned does agree to observe and abide by all of the statements made above.
Patient's Signature (or guardian's signature):

Date:

Practice Code of Conduct
We are pleased to serve you and glad you chose Mountain View Pain Center. We will always strive to provide exceptional care for you.
Reasons that Mountain View Pain Center may ask you to seek services elsewhere might include:
•
•
•
•
•
•

Rude or violent behavior towards staff and/or other patients, whether in-person or via telephone; this also applies to your family members and/or friends
Repeated no shows, cancellations, or continual late arrivals for office visits or procedures
Refusal to adhere to the plan of care as outlined by your Clinician or to follow health insurance or government guidelines
Unwarranted requests for disability paperwork
Presenting to appointments while inebriated, intoxicated or with altered mentation
Failure to pay MVPC per requirements

Our goal is to help you. Therefore, we ask that you schedule and keep all follow up appointments, participate in all treatments, and diagnostic testing.
Date:

Patient's Signature (or guardian's signature):
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Consent to Treat
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and massage
therapy, on myself (or on the patient named below, for whom I am legally responsible) by the doctors and the staff of MVPC. If necessary, I also consent to pain
management treatment performed by Mountain View Pain Specialists.
I've had an opportunity to discuss with the physician of Mountain View Pain Center the nature and purpose of chiropractic adjustments and other procedures. I understand
that results are not guaranteed.
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures,
disc injuries, strokes, dislocations and sprains; I understand and am informed that as in all risks to treatment are the responsibility of the patient. I do not expect the doctor
to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of my treatment, based upon the
facts then known to him or her, practiced in my best interest.
I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named
procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.
Date:

Patient's Signature (or guardian's signature):

Consent To X-Ray
***FOR ALL PATIENTS***
I hereby authorize Mountain View Pain Center and whomever the clinician may designate as his assistant(s) to take x-rays of myself (or said minor)
Date:

Patient's Signature (or guardian's signature):
*FOR FEMALES ONLY, Must be completed for all females of childbearing age*

I hereby release Mountain View Pain Center from any and all liability. I hereby affirm that I am not pregnant nor am I attempting to get pregnant as of this date. I have
been informed adequately of the potential effects of radiation on a developing fetus. If a pregnancy test has been performed, I am also aware that this test is not 100%
accurate and may yield false results.
Onset date of patient's last menstrual period (LMP):
Date:

Patient's Signature (or guardian's signature):

HIPAA (Health Insurance Portability and Accountability Act)
PATIENT CONSENT FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION TO CARRY OUT TREATMENT, PAYMENT AND
HEALTHCARE OPERATIONS

1. The Practice’s Privacy Notice has been provided to me prior to my signing this consent. The Privacy Notice includes a complete description of the uses and/or disclosures
of my protected health information (“PHI”) necessary for the Practice to provide treatment to me, and also necessary for the Practice to obtain payment for that treatment and
to carry out its health care operations. The Practice explained to me that the Privacy Notice will be available to me in the future at my request. The Practice has further
explained my right to obtain a copy of the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this
Consent.
2. The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable law. I understand, and consent to, the
following appointment reminders that will be used by the Practice: a) Emails and postal mail to the respective addresses provided by me; and b) telephoning my cellular,
home, or work number I have provided, and leaving a message on my answering machine or with the individual answering my phone.

3. The practice may use and/or disclose my PHI (which includes information about my health or condition and the treatment provided to me) in order for the Practice to treat
me and obtain payment for that treatment, and as necessary for the Practice to conduct its specific health care operations.
4. I understand that I have a right to request that the Practice restrict how my PHI is used and/or disclosed to carry out treatment, payment and/or health care operations.
However, the Practice is not required to agree to any restrictions that I have requested. If the Practice agrees to a requested restriction, then the restriction is binding on the
Practice.
5. I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this Consent, in writing, at any time for all future transactions,
with the understanding that any such revocation shall not apply to the extent that the Practice has already taken action in reliance on this consent.
6. I understand that if I revoke this consent at any time, the Practice has the right to refuse to treat me.
7. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me above and contained in the Privacy Notice, then the
Practice will not treat me.
8. I understand that if I am in default of any payment to MVPC, my PHI may be provided to a collection agency or attorney.

Patient's Signature (or guardian's signature):

Date:
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Notice of Privacy Practices Acknowledgement & Authorization
I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy regarding my protected health information. I
acknowledge that I have received or have been given the opportunity to receive a copy of Mountain View Pain Center’s Notice of Privacy Practices (NPP). I also
understand that this practice has the right to change its Notice of Privacy Practices and that I may contact the practice at any time to obtain a current copy of the Notice
of Privacy Practices
Patient's Name (print):

Patient's Date of Birth:

Patient Signature:

Date:

Consent To Intramuscular Manual Therapy aka Functional Dry Needling (FDN)
1)

IMT / FDN involves placing a small needle into the muscle at the trigger point which is typically in an area where the muscle is tight and may be tender with the intent of
causing the muscle to contract and then release, improving the flexibility of the muscle and therefore decreasing the symptoms. The performing therapist will not stimulate
any distal or auricular points during the dry needling treatment.

2)

IMT / FDN is a valuable treatment for musculoskeletal related pain such as soft tissue and joint pain, as well as to increase muscle performance. Like any treatment there
are possible complications. While these complications are rare in occurrence, it is recommended you read through the possible risks prior to giving consent to
treatment. Risks of the procedure.

3)

Though unlikely there are risks associated with this treatment. The most serious risk associated with FDN is accidental puncture of a lung (pneumothorax). If this were to
occur, it may likely only require a chest x-ray and no further treatment as it can resolve on its own. The symptoms of pain and shortness of breath may last for several days
to weeks. A more severe lung puncture can require hospitalization and re-inflation of the lung. This is a rare complication and in skilled hands should not be a concern. If
you feel any related symptoms, immediately contact your IMT / FDN provider. If a pneumothorax is suspected you should seek medical attention from your physician or
if necessary go to the emergency room.

4)

Other risks may include bruising, infection and nerve injury. Please notify your provider if you have any conditions that can be transferred by blood, require blood
anticoagulants or any other conditions that may have an adverse effect to needle punctures. Bruising is a common occurrence and should not be a concern unless you are
taking a blood thinner. As the needles are very small and do not have a cutting edge, the likelihood of any significant tissue trauma from IMT / FDN is unlikely. Please
consult with your practitioner if you have any questions regarding the treatment above.

5)

Dry needling is deemed as unproven or experimental by many insurance companies. Please be aware that if your insurance denies for these reasons, and/or not covered by
your insurance, you will be responsible for our self-pay rate of $25.00 for this service.

6)

Do you have any known disease or infection that can be transmitted through bodily fluids?

Yes

No

By signing below I authorize and give consent to Mountain View Pain Center for the treatment of Dry Needling
Patient's Signature (or guardian's signature):

Date:
*Depending on your insurance additional charges may apply for Dry Needling*

Pain Description
Thank you for choosing Mountain View Pain Center. In our clinic we carefully examine all of the systems in your body so that we may gather all of the information
necessary in order to best address your healthcare and wellness. Please do not assume that any question is irrelevant or unimportant to your care. We need you to
carefully and honestly answer every question so that we may piece together the best approach to managing your case.
What is your primary complaint today
Please list any other areas of pain
A)
E)

B)
F)

C)
G)

Does the pain radiate? If yes, where?
Approximately when did this pain begin?
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D)
H)

Pain Description (cont.)
On the diagram (below) please mark the following symptoms on the body, if you are experiencing them:
// = Stabbing Pain B = Burning Pain D = Dull Pain A = Aching Pain Sw = Swelling C = Cramps

T = Tingling

St = Stiffness

N = Numbness

22)What is your current pain right now? Use pain scale (right)
23) What is your worst pain level?
Check all of the following that describe your pain:
Aching
Hot/ Burning
Cramping
Numbness

Shock-like
Spasming

Squeezing
Stabbing/Sharp
Timing

Throbbing
Tingling/Pins & Needles

What caused your current and/ or chronic pain episode?
How did your current pain episode begin
Since your pain began, how has it changed:
What word best describes the frequency of your pain?
When is the pain at its worst?
Factors that Affect your Pain
Increases Pain
Bending Backward
Bending Forward
Changes in Weather
Climbing Stairs
Lifting Objects
Coughing/ Sneezing

Decreases Pain

Looking Downward
Looking Side to Side
Rising from a Seated Position
Sitting
Standing
Walking

Rest
Activity
Sitting
Standing
Heat
Ice

Massage
Medications
Bending forward
Bending backwards
Lying down
Working out

What other factors worsen or affect your pain that are not listed above?
Balance Problems
Difficulty Walking
Numbness/Tingling?
Weakness?

In the past 3 months have you developed any new:
Bladder Incontinence
Bowel Incontinence
Fevers
Nausea/Vomiting
Please list where
Please list where

Chills
Unintentional weight loss

I HAVE NOT RECENTLY DEVELOPED ANY OF THE ABOVE CONDITIONS
Diagnostic Tests and Imaging
Mark all of the following tests you may have had that are related to your current pain symptoms within the past 2 years:
MRI of the
Date:
Facility:
X-ray of the
Date:
Facility:
CT scan of the
Date:
Facility:
EMG/NCV study of the
Date:
Facility:
Ultrasound of the
Date:
Facility:
I HAVE NOT HAD ANY DIAGNOSITC TESTS PERFORMED FOR MY CURRENT PAIN COMPLAINTS
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Pain Treatment History
Mark any of the following pain treatments you have undergone prior to today's visit:
Chiropractic
Physical Therapy
Spine Surgery
Psychological Therapy
Tens Unit
Epidural Steroid Injection: (check all levels that apply)
Cervical
Thoracic
Lumbar
Medial Branch Blocks or Facet Injections: (check all levels that apply)
Cervical
Thoracic
Lumbar
Radiofrequency Ablation: (check all levels that apply)
Cervical
Thoracic
Lumbar
Spinal Column Stimulator: (check one)
Trial Only
Permanent Implant
Trigger Point Injections:
Other Treatments:
Other Physicians you have seen to treat your pain
Neurosurgeon
Orthopedic Surgeon
Psychiatrist/Psychologist
Rheumatologist

Acupuncturist
Primary Care Provider

Pain Physician
Neurologist

Physical Therapist
Other

Medications
Please check your previous pain medications below:
Tylenol
Baclofen
Horizant
Oxycodone
Suboxone

Ibuprofen
Chloroxazone
Gralise
Fentanyl
Methadone

Naproxen
Zanaflex
Cymbalta
Dilaudid
Other:

Mobic
Soma
Vicodin
Butrans

Etodolac
Gabapentin
Norco
Percocet

Diclofenac
Lyrica
Morphine
OxyContin

Nabumetone
Nortriptyline
MS Contin
Nucynta

Flexeril
Amitriptyline
Opana
Tramadol

1) Are you taking a prescribed blood-thinner medication?
2) Who prescribes your blood thinner medication? Doctor's name and phone number:
Current Medications
Name

Dose

Frequency

Name

Dose

Frequency

Drug, Environmental, Latex, and Food Allergies
Do you have any known allergies or reactions to medications?
A)
B)
Are you allergic to:

Iodine

Tape

If so please list them and the known reaction:
D)

C)
Latex

Shellfish

Pollens

Medical History
Present or prior health conditions (check all that apply)
Cancer - Type
Diabetes - Type
HIV/ AIDS
Bladder Infection(s)
Dialysis
Kidney Infection
Kidney Stones
Urinary Incontinence
Bowel Incontinence
Acid Reflux (GERD)/ Ulcers
Gastrointestinal Bleeding
Constipation
Frequent Diarrhea
Glaucoma
Headaches
Head Injury
Hyperthyroidism
Hypothyroidism
Migraines

Asthma
Bronchitis
Emphysema/COPD
Pneumonia
Heart Murmur
Heart Attack
Hypertension
High Cholesterol
Stroke
Irregular Heart Beat
Blood Clot (Extremities)
Amputation
Bursitis
Fibromyalgia
Joint Injury
Osteoarthritis
Tuberculosis
Valley Fever
Sleep Apnea
Pulmonary Embolism

Anemia/Bleeding Disorders
Mitral Valve Prolapse
Pacemaker/Defibrillator
Poor Circulation
Congestive Heart Failure
Osteoporosis
Phantom Limb Pain
Carpal Tunnel Syndrome
Rheumatoid Arthritis
Vertebral Compression Fracture
Alzheimer's Disease
Bipolar Disorder
Depression
Epilepsy
Multiple Sclerosis
Paralysis
Peripheral Neuropathy
Schizophrenia
CRPS/ Reflex Sympathetic
Dystrophy

6

Recurrent infections
History of substance abuse
History of physical/sexual/emotional abuse
Hepatitis A - circle one
active
inactive
Hepatitis B - circle one
active
inactive
Hepatitis C - circle one
active
inactive
Other:

unsure
unsure
unsure

Past Surgical History
Please indicate any surgical procedures you have had done in the past
Abdominal Surgery
Date
Spine/ Back Surgery
Date
Gallbladder removal
Discectomy (levels)
Appendectomy
Laminectomy (levels)
Gastric banding
Spinal fusion (levels)
Heart Surgery
Valve replacement
Aneurysm repair
Stent placement
Pacemaker
CABG

Date

Joint Surgery
Shoulder
Hip
Knee

Female Surgeries
Caesarean section
Hysterectomy
Laparoscopy
Ovarian

Date

Other Surgeries
Hernia repair
Thyroidectomy
Tonsillectomy
Vascular surgery
Implant
Other

Date

Date

Please list any other surgeries and dates (attach an additional sheet if necessary):

Review of Systems
Are you currently experiencing any of these symptoms? Please check all that apply,
Respiratory:
Women Only:
Spitting up blood
Irregular periods
Shortness of breath
Painful periods
Asthma or wheezing
Vaginal discharge
Frequent coughing
None in this category
None in this category
Neurological:
Gastrointestinal
Frequent or recurring headaches
Stomach pain
Light headed or dizzy
Blood in stool
Convulsions or seizures
Change in bowel movements
Numbness or tingling sensations
Nausea or vomiting
Tremors
Frequent diarrhea
Stroke
Have you ever had a head injury?
Constipation
Painful bowel movements
Have you ever been in a car accident?
Loss of appetite
None in this category
None in this category
Genitourinary
Skin and Breasts
Sexual difficulty
Rash or itching
Kidney stones
Change in skin color
Burning or painful urination
Change in hair color
Blood in urine
Non-healing sores
Change in force or strain of urination
Change in appearance of a mole
Incontinence or dribbling
Breast pain
Frequent urination
None in this category
Breast lump
Breast discharge
None in this category
General (constitutional)
Recent weight change
Fever
Fatigue
None in this category

Eyes and Vision:
Wear glasses/contacts
Blurred or double vision
Glaucoma
Eye disease or injury
None in this category

Mind/stress
Nervousness/ Anxiety
Depression
Sleep problems
Memory loss or confusion
None in this category

Endocrine:
Thyroid problems
Diabetes
Excessive thirst or urination
Cold extremities
Change in hat or glove size
Dry skin
Glandular hormone problem
None in this category

Heart & Cardiovascular
Chest pains
Sudden heartbeat changes
Swelling of feet, ankles, hands
Heart trouble
None in this category

Ears, Nose, Throat
Bleeding gums
Sore throat or voice change
Swollen glands in neck
Ringing in ears
Earaches or drainage
Sinus problems
Hearing loss
None in this category

Musculoskeletal
Joint stiffness or swelling
Weakness of joints
Muscle pain or cramps
Muscle weakness
Neck pain
Upper or mid-back pain
Low-back pain
Difficulty walking
None in this category

Hematological/Lymphatic
Swollen glands
Easily bruise or bleed
Anemia
Phlebitis
Transfusion
Slow to heal after cuts
None in this category

St
ro

ke

Family History
Mark all appropriate diagnoses as they pertain to your biological MOTHER/ FATHER/AND SIBLINGS only.

Mother
Father
Sibling
7

Social History
Are you capable of becoming pregnant?

If yes, are you currently pregnant?

Alcohol Use:
Current Alcoholism
History of Alcoholism
Social Alcohol Use

Tobacco Use:
Current Smoker/Tobacco User
Former Smoker/Tobacco User
Never Smoker/Tobacco User

Daily Limited Alcohol Use
Never Drinks Alcohol

Drug Use:
Denies any illegal drug used
Currently using illegal drugs, list:
Currently using someone else's prescription medications, list:
Formerly used illegal drugs (not currently using); list:
Have you ever abused narcotic or prescription medications?
Are you working?

Yes

No

Which ones:

Student

Retired

Are you on disability?

Occupation:
Does your pain affect any of the following aspects of your life?
Sleep
Sex
Ability to exercise
Interpersonal interactions
School
Work

Hobbies/Interests
Cognitive function
Shopping

Household Chores
Other:

Activity
Do you exercise?

If yes, how many days per week?

What type of exercise do you perform?
Other

Cycling

Strength

Cardio

Swimming

Walking

Have you had two or more falls in the past year?

HIPAA Disclosure
Would you like our correspondence with you to be marked “Confidential”?

Yes

May we identify ourselves over the phone?

May we leave messages?

Yes

No

No
Yes

No

I, the Patient, hereby authorize the doctor and/or hospital listed above to release my medical information
(appointments, lab/x-ray results, diagnoses, treatments, medications, surgeries, etc.) via postal mail, telephone, fax, or email to the following family
members:
Name:

DOB:

Relationship:

Name:

DOB:

Relationship:

Name:

DOB:

Relationship:

I further release my medical information to the following physicians, clinics, and/or hospitals:
Doctor:

Clinic:

Phone:

Doctor:

Clinic:

Phone:

Clinic:

Phone:

Doctor:

This information is important in the doctor obtaining a clinical picture to make an appropriate diagnosis & treatment plan. Please sign below authorizing that the
information in this form has been read and filled out completely & accurately to the best of your understanding. Also, understand that the information in this form
is considered confidential and for use by your doctor at Mountain View Pain Center LLC. Any disclosure is outlined in our privacy policies.
Patient or guardian's Printed Name:

Date:

Patient or Guardian's Signature:
(All signatures in this document could be electronic)
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