
New Patient Paperwork 

Phone: 303-750-SlOO/Fax: 303-369-1891 

Referral Information 

R�ferring Physician: _____________ Phone: _______ Fax: ______ _ 
Primary Care Physician: ____________ Phone: Fax: ______ _ 
Other pro.vider(s} you would like MD Pain to notify of today's office visit: 
Provider: _________________ Phone: _______ Fax: ______ _ 
Provider: ------...................................................................... _ ................... .........._Phone: ..................................................... __ Fax:=--------
Patient Information 

Patient Name:------------------,-.--- Appointment Date: _____ _ 
Driver's License Number/State: ___________ Social Security Number (last 4 #s): ___ _ 
Date of Birth:_______ Age: ____ Gender: □ Male □ Female
Home Address: ______________ City/State/Zip: ---,----------
Mailing Address different than Home Address: □ Yes □ No If yes, provide mailing address: 
Mailing Address: ______________ City/State/Zip: ___________ _ 
Preferred Phone Number: ______________ □ Home 

Secondary Phone Number: _____________ D Home 
Email: 

--------------------

□ Mobile 
□ Mobile 

□ Work 
□ Work 

Emergency Contact Name: _________________ Relationship: ______ _ 
Emergency contact phone number: ______________ _ 
Race: 0 Native American □ Alaska Native □ Asian/Pacific Islander □ African American/Black 

□ Caucasian/White □ Other
Ethnicity: □ Hispanic/Latino □ Non-Hispanic D Other/Undetermined 
Preferred Language: D English □ Spanish □ Other:============ 
Primary Insurance Plan 

Insurance Company: _______________ Telephone: __________ _ 
Policy/ID Number: Group Number: 

---------

Subscriber Name: Subscriber Date of Birth: 
Relationship to Subscriber: ============= 
Secondary Insurance Plan 

------

Insurance Company: _______________ Telephone: __________ _ 
Policy/ID Number: Group Number: ________ _ 
Subscriber Name: Subscriber Date of Birth: 
Relationship to Subscriber: ============= 
Workers' Compensation/Personc:il Injury Claim Information (fill out only if applicable) 

Is this visit related to a Workers' Compensation Claim? □ Yes D No

------

Insurance Company/Work Comp Carrier: ______________ Date of Injury: ____ _ 
Claim ID: _____________ _ Adjuster's Name : _____________ _ 
Adjuster's Telephone: _____________ Adjuster's Fax: ___________ _ 
Claim Submission Address: ____________________________ _ 
Is this visit related to an auto or other accident and filed under a personal injury claim? D Yes □ No

Personal Injury Attorney's Name: _______________ Phone: ________ _ 
Personal Injury Attorney's practice Name:=================------
Preferred Pharmacy 

Pharmacy Name: _________________ Phone Number: ________ _ 
Street Address: City/State/Zip: 
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CLINICAL INFORMATION 

Today's Date: ____ _ 

Your Name: __________________ .......... === Age:=== Gender: □ M □ F 
Hand Dominance 
□ Right hand-dominant D Left hand-dominant □ Ambidextrous {able to use both hands equally}

Please indicate your WORST PAIN or CHIEF COMPLAINT {Please mark only one) 
□ Headache □ Groin □ Anal/Rectal □ Left Shoulder
□ Facial □ Neck □ Vaginal/Scrotal (circle} □ Right Shoulder
□ Ch�st Wall □ Mid Back □ Left Uppercxtremity □ Left Hip
□ Breast □ Low Back □ Right Upper Extremity □ Right Hip
□ Abdominal □ Buttock □ Left Lower Extremity □ Left Knee
□ Pelvic □ Tailbone □ Right Lower Extremity □ Right Knee

Other pain location? 

Please indicate ALL ADDITIONAL areas of pain (Please mark all that apply) 
□ Headache □ Groin □ Anal/Rectal □ Lef

f 

Shoulder 
□ Facial □ Neck □ Vaginal/Scrotal (circle) □ Right Shoulder
□ Chest Wall □ Mid Back □ Left Upper Extremity □ Left Hip
□ Breast □ Low Back □ Right Upper Extremity □ Right Hip
□ Abdominal □ Buttock □ Left Lower Extremity □ Left Knee
□ Pelvic □ Tailbone □ Right Lower Extremity □ Right Knee

Other pain location? _____________________________ _ 

History of COMMON PAINFUL CONDITIONS OR ILLNESSES (Please mark all that apply) 
Please indicate if you have had any of the following common PAIN problems: (Mark ALL that apply) 

□ Headache □ Neuropathy □ Chronic back pain □ Chronic abdominal/pelvic pain

□ Fibromyalgia □ Scoliosis □ Chronic neck pain □ Vertebral compression fracture

□ Osteoarthritis □ Stroke □ RSD/CRPS □ Cancer-related pain

□ Rheumatoid Arthritis □ ·Hepatitis □ Sickle cell anemia □ Autoimmune disease

□ Chronic Sciatica □ Crohn's disease □ Interstitial cystitis □ Post-herpetic neuralgia

□ Kidney disease □ Ulcerative colitis □ Multiple sclerosis □ Other:
---------

ONSET and FREQUENCY of pain 
How did the current pain episode begin? □ Gradually □ Abruptly 
When did your pain first begin? Exact Date _____ or approximately ___ □ Months □ Years ago 
What caused your pain? □ Surgery □ A Fall □ Accident at work □ Car Accident □ Sports Injury 

□ Normal Aging □ Unknown □ Other: ____________ _
Since the pain started, how has it changed? □ Decreased □ Increased □ Unchanged 
The frequency of my pain currently is: □ constant and never changing □ fluctuating but always present 

□ fluctuating but usually present □ fluctuating but r_arely present
Pain SEVERITY, LOCATION, DESCRIPTION & OTHER FACTORS that affect your pain 

Please rate your pain severity: (0 = No pain, 10 = Unbearable pain) 
N�: □ 0 □ 1 □ 2 □ 3 □ 4 □ S0607 □ 8 □ 90W

Worst: □ O □ 1 □ 2 □ 3 □ 4 □ 5 □ 6 □ 7 □ 8 □ 9 □ 10 
Least: □ O □ 1 □ 2 □ 3 □ 4 □ S □ 6 □ 7 □ 8 □ 9 □ 10 
�era�: □ 0 □ 1 □ 2 □ 3 □ 4 □ 5 □ 6 □ 7 □ 8 □ 9 □ W 
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Please describe your pain. Use the pictures below to mark the areas on your body where you feel the 

described sensations. 

Ii 

Please indicate if the following INCREASE 

or DECREASE your pain: 
Increase Decrease 

Heat. 

Cold 

Weather Changes 

Sitting 

Standing 

Walking 

Exercise 

Bending forward 

Leaning back 

Twisting at waist 

Looking up 

Leaning back 

Turning head 

Lying down 

Lying on side (R/L) 

Massage 

Physical therapy 

Bowel movement 

Sneezing/Coughing 

Stress 

Medications 

Other: 

When is your pain worse? 

□ Morning
□ During the day
□ Evening
□ In the middle of the night
□ Other

Use the following 

letters to describe 

your pain. 

Ache =A 
Burning= B 
Cramping =C 
Dull= D 
Numbness= N 
Pins/Needles = P 
Stabbing= S 
Throbbing = T 
Muscle Spasm= M 

Draw arrows where 
the pain radiates 

------------

Do you have any other symptoms associated with your pain? 

□ Sweating □ Bowel or bladder changes
□ Skin color changes □ Dizziness
□ Swelling □ Headaches
□ Hair/nail growth changes □ Blurred vision
□ Skin temperature changes □ Other

-------

In the past 3 months have you developed any new symptoms? 

□ Balance problems
□ Difficulty walking
□ Bladder incontinence
D Bowel Incontinence
D Weakness; Where?

--------------

□ Numbness; Where? 
--------------

□ Fine motor control problems (buttoning shirt, using a pencil, etc.)

□ Falls/Near Falls; Date
------

□ Use of assistive devices: □ Cane □ Walker □ Other
---

□ Other symptoms (please explain)
---------
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How does your pain affect your functional abilities? {0 = Does not affect, 10 = Significant affect) 

• Activities of daily living, such as hygiene & household chores:

• Ability to function and interact well with family and friends:

• Work in my usual occupation: (D if not working)

• Ability to sleep well:

00010203040506 □ 70809010 

00010203040506 □ 708 □ 9010 

□ 001 □ 2 □ 3040506 □ 70809010

□ 0 □ 1 □ 2 □ 3040506 □ 70809 □ 10

Previous Pain Management Providers 

Have you previously been under the care of a PAIN MANAGEMENT SPECIALIST? □ Yes □ No 
If 'Yes', ph�ase list up to the two most recent physicians you have seen: 

Name I Address/City/State/Zip Code 

1. 

Why are you no longer under the care of this physician? 

2. I 
Why are you no longer under the care of this physician? 

Current PAIN medications 

Please list ALL CURRENT PAIN MEDICATIONS. Include all prescription and over�the-counter medications. 

Medication Name Dose (mg) Frequency 

□ I am currently not taking any pain medications.

Prescribing Provide No Relief Mild Rellef 
Moderate 

Relief 

If you are currently taking pain medications, will the prescribing provider continue to prescribe these 

medications? 0 Yes □ No 

Current PAIN medication EFFECTIVENESS and SIDE EFFECTS 

Overall, do your pain medications provide PAIN RELIEF? □ Yes O No ON/A 

If 'Yes', how much? □10% □20% □30% □40% □SO% □60% 070% □80% 090% 0100% 

Overall, do your pain medications IMPROVE Y()UR FUNCTION? □ Yes □ No □ N/A 

If 'Yes', how much? □10% □20% □30% □40% □SO% □60% □ 70% □ 80% 090% □100% 

Overall, do your pain medications IMPROVE YOUR QUALITY OF LIFE? 0 Yes O No □ N/ A 
If 'Yes', how much? □10% □20% □30% □40% □SO% □60% 070% □80% □90% □100% 
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Please indicate any SIDE EFFECTS caused by your current pain medication {Mark ALL that apply) 
□ Nausea □ Rash □ Confusion □ Acid Reflux □ Memory loss
□ Vomiting □ Itching □ Dizziness □ Constipation □ Other:

----------

□ Diarrhea □ Sedation □ Upset Stomach □ Urinary retention □ No Side Effects

PAIN and RELATED medication history 

Please mark all med1cat1ons you have TRIED IN THE PAST FOR PAIN or PAIN-RELATED ISSUES (sleep 
problems, etc.) and their EFFECTTIVENESS. (Mark only those that apply) 

OPIOIDS U I have never taken opioid medications 

If you have ever been prescribed opioids, what was your age when you first starting taking them? 
Not $1cie '40t Side �ot ,ide

Medication Helpful Helpful �ffects r,,edicatlon l!elpful l!elpful �ffects Medication Helpful Helpful ffects 
Fentanyl (Durageslc patch, Actiq, Tramadol (Ultram, Ultram ER, 
Fentora, SUbsys) IPropoxyphene (Darvocet, Darvon) Tramadol ER, Ryzolt) 

Morphlna (Avlnza, Embeda, MS 
Contln, Kadlan, Morphabond, MSER) �xymorphone (Opana, Opana ER) Codeine (Tylenol 113, #4) 

,-,ethadone (Dolophlne) Hydromorphone (Dllaudld, Exalgo) Meperldlne (Demerol) 

pxya,c!one (ROldcodone, Percocet, '4Yd� (\lla,dln, Norco, Lortab, 
�ndocet, OxyContln) l!yslngla, Zohydro) Other: 

Buprenorphlne (Butrans, Belbuca, 
llupninex, Suboxone, Subutex) Tapentadol (Nucynta, Nucynta ERi 

ANTI-INFLAMMATORIES □ I have never taken anti-inflammatories 
Not Side Not Side Not ,Ide 

Medication Helpful Helpful Effects Medication llelpful Helpful �ffects Mi!cllcation Helpful Helpful •ffects 

Etodolac (Lodine) Oxaprozln (Daypro} Plroxlcam (Feldene) 

buprofen (Advil, Motrln} Meloxlcam (Moblc) ndomethacln (lndocln) 

Dlclofenac (Arthrotec, Voltaren, Zlpsor, 
Naproxen (Aleve, Naprosyn) Flector patch} Ketoroiac (Toradol) 

"elecoxlb (Celebrex) Nabumetone (Relafen) Other: 

ASPIRIN and ACETAMINOPHEN □ I have never taken Aspirin or acetaminophen 
Not ,Ide '4ot Side 

""1edlcation Helpful Helpful Effects Medication l!elpful �elpful �ffects 

ilw,irln Acetaminophen (Tylenol) 

MUSCLE RELAXANTS □ I have never taken muscle relaxants 
Not Side '4ot !Side Not Side 

Medication !Helpful !Helpful •ffects IMedlcatlon !Helpful Helpful �ffects Medication !Helpful Helpful Effects 

jl�clofen {Uoresal) hloroxazone (Parafon•Forte, lorzone) lnianldlne (Zanaflex) 

ydobenzaprfne (Flexeril, Amrlxl orphenadrine (Norflex) Dlazepam (Valium) 

Methacarbamol (Robaxln) Metaxalone (Skelaxln) pttier: 

arfsoprodol (Soma) 

MD Pain - New Patient Intake Form, revised 8/2021 Page S of 11 



ANTIDEPRESSANTS (SSRls. SNRls) □ I have never taken antidepressants 
Not !side Not Side Not �Ide 

Medication Helpful Helpful Effects Medication Helpful Helpful �fleets Medication Helpful Helpful flects 

J)uloxetlne (Cymbalta) Buproplon (Wellbutrln) Desvenlafaxine (Prlstlq) 

Wenlafaxlne (Effexor, Effexor XR) ltalopram (Celexa) luoxetlne (Prozac) 

�ltrlptyllne (El,ivll, Endep) lsctt.alopram (Lexapro) �efazodone (Serzone) 

Nortrlptyllne (Pamelor, Aventyl) Sertrallne (ZOloft) l\llilnaclpran (Saitella) 

Mlrtazaplne (Remeron) _,rotrlptyllne (Vlvactll) Trazodone (Desyrel) 
Deslpramlne (Pertofran, 
Norpramlne) Doxepln (Slnequan, Sllenor) Other: 

mipramlne (Tofranll) IParoxetlne (Paxlll 

ANTICONVULSANTS D I have never taken anticonvulsants 

Not ISlde l'lot �Ide Not side 
Medication .. elpful Helpful Effects !Medication ,-ielpful .,elpful �fleets· ,-,iedlcatlon Helpful Helpful Effects

i.abapentln (Neurontln, Grallse) lcarbamazlplne (Tegretol) Joxcarbazeplne (Trlleptal) 

Pregaballn (Lyrical evetlracetam (Keppra) µmotraglne (Lamlctal) 
lroplramate (Topamax, Trokendl XR, 
kludexyXR) tzonlsamlde (Zonegran) Jother: 

lnagablne (Gabatrll) IValproic Aclc (Depakote, Depakene) 

OTHER MEDICATIONS FOR PAIN or HEADACHES □ I have never taken these medications 
Not '!side l\lot !side Not !side 

Medication Helpful Helpful Effects !Medication Jielpful .. elpful Effects Medication Helpful Helpful Effects 

!iumatrlptan (lmltrex) Nlfedlplne (Procardla) Plmasartan (Benlcar) 

JUzatrlptan (Maxalt) �lmodlplne (Nlmotop, Nymallze) �alsartan (Dlovan) 

IButalbltal/acetamlnophan/caffelne 
�lmltrlptan(Zoml&) Metoprolol (Lopressor, Toproll .Rorlcet) 

Fovatrlptan (Frova) Propranolol (lnderall IButalbltal/asplrln/caffelne (Florlnal) 

Acetamlnophen/dlchloralphenazone/ls 
Eletriptan (Relpax) Nadolol (Corgard) ometheptena (Mldrln) 

"lmotrlptan (Axertl P.tenolol (Tenormln) Udoderm patches (Lldocalne patch) 

N■ratrlptan (Amerge) Uslnoprll (Zestrll, Prlnlvll) Hydroxyzine (Vlstarll) 

lsumatrlptan/Naproxen (Treximet) �mlprll (Altacel Mexilltlne (Mexltlll 

Ergotamlne (Ergostat catergot, DHE, �terolds (cortisone, Medrol dose pack, 
Mlgranal, Mlgergot) l'.nalaprll (Vasotec) prednlsone) 

OnabotullnumtoxinA (BOTOX) 
Methylserglde (Slnsertl lcandesartan (Atacand) njectlons 

Dlltlazem (Cardlazeml rbesartan (Avapro) Lithium 

IVarapamll (Catan, isoptln, Verelan) �osartan (Cozaar) Other: 
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Patient Name: 

Chronic Pain Management 

Review of Systems Form 

-----------------
Today's Date: 

-------

Please mark only the following symptoms that you have experienced during the last 30 days. 

Body System Symptoms 

Constitutional □ Fatigue □ Fever □ Night sweats/Chills □ Unexplained weight loss

□ Weight gain

□ Cough □ Wheezing □ Shortness of breath □ Blood in sputum/phlegm

Gastrointestinal □ Constipation □ Diarrhea □ Heartburn/Reflux □ Vomiting

□ Dark and tarry stools □ Bloody stools □ Bowel incontinence

Neurological □ Headache □ Dizziness □ Seizure □ Weakness □ Numbness □ Tingling

□ Tremor

0 Depres-sedma,od 0,.An� lhougntof-;hurtln,g yoursetf 
0 lhou� o.f'hl,J,tfng>Ot6en; 

Endocrine □ Heat or cold intolerance □ Sweating □ Excessive appetite □ Excessive thirst

□ Frequent urination □ Change in energy level

Hemaf01og1c 0 Easy bruising □ Easy,bfeeding □ .Frequent infections 
□ Histery of btDQd t'flmlsrusion

Allergy/Immunology □ Frequent sneezing □ Itchy/Teary eyes □ Swollen lymph nodes 

Date: Reviewed by: _______________ _ 
-------
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Opioid Therapy Statement 2021 

Welcome to MD Pain. This document contains the Opioid and Controlled Medications 
Agreement/Contract, the Informed Consent for the Treatment of Chronic Pain with Opioid Pain 
Medications, and the Opioid Therapy Statement. If you plan to ask for an opioid or other 
controlled substance for the treatment of your pain, then please read all three of these 
documents carefully and sign or initial where indicated. If you have any questions, please do 
not hesitate to ask a provider or staff member. 

At MD Pain, it is the goal of our physicians and staff to help give you your life back by reducing 
your pain and improving your daily functioning. We accomplish these goals with customized, 
safe, comprehensive and effective treatment plans that reduce risks and maximize benefits. 

To protect our patients from the significant risks associated with opioid therapies including 
addiction, we follow recommendations and applicable guidelines from the Drug Enforcement 
Agency (DEA), Colorado state regulatory agencies and the Colorado Medical Board regarding 
the safe and responsible prescribing of these medications. We first try non opioid medications 
and other treatments before progressing to treating pain with opiates. Furthermore1 we only 
prescribe opioid medications if, after thorough screening, risk stratification from the forms you 
fill out, and after through history and physical, we determine that a patient's pathology 
warrants their use, they meet specific criteria, and other treatment options, including 
alternative non-opioid pain medications, have failed to achieve satisfactory results. 

The opioid therapy statement and patient agreement serve to document that both you and 
your clinician agree on a care plan so that controlled substances are used in a way that is safe 
and effective in treating your pain. 

MD Pain takes a conservative approach to opioid therapy. Depending on a patient's specific 
situation, these medications may not be prescribed at all, may be prescribed at a lower dose, or 
changed to a safer, more appropriate alternative opioid. Research results continue to 
demonstrate conflicting evidence for the long-term use of opioid medications for chronic non
cancer pain. High doses or ever-escalating doses can result in a greater risk of physical 
dependence, tolerance addiction, and increased pain (opioid induced hyperalgesia). The lowest 
effective dosage of opioids used in conjunction with non-opioid medications in concert with 
pain management procedures, physical therapy, mental health therapy and other conservative 
treatments have been shown to produce the best long-term, effective results. 

We track our treatment outcomes to do our best to ensure that our patients are being helped. 
We are proud of our results and believe that if you suffer from chronic pain we can help you. 
We provide a multidisciplinary approach to pain management that is safe, minimally invasive 
and clinically proven to be effective. 
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Side Effects of opioid Medications 

I understand that the medication I will be taking may cause side effects to include, but not 

limited to: sleepiness or drowsiness, constipation, inability to urinate, nausea, vomiting, 

dizziness, an allergic reaction, immune suppression, hormone deficiencies, sexual problems, 

lack of coordination, kidney or liver disease, and bone thinning/weakness. Furthermore, the 

medication may cause my reflexes and reaction time to slow down. Finally, the medication may 

cause my breathing to become shallow and slower, leading to decreased oxygen supply to my 

body, which may lead to permanent neurological, mental, cognitive and physical deficits and 

possibly death. 

I have read, understand, and acknowledge the MD Pain Opiate Therapy Statement. 

Printed Name ___________________ _ 

Signature ___________________ _ Date 
------
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Opioid and Controlled Substances Provider-Patient Agreement 

Consent for Treatment 

I,-------------� understand and voluntarily agree that: 

Identification of Alternative Treatment Options: I am aware that my physician and his staff have 
discussed the possible benefits and risks of other treatments that do not include opioid therapy. 
These treatments include, but are not limited to, non-opioid medications, injections, physical 
therapy, mental health therapy and surgery, among others. 

I understand my condition and I voluntarily request that my physician/ provider and his/her 
staff treat my condition. I further authorize my provider to administer or write prescriptions of 

controlled substances/ opioids/ "pain killers" to me for the purpose of treating my chronic pain. I 

am in agreement with taking these medications and in no way did my provider require me or 
talk me into taking these medications. 

I understand all controlled substances can be addictive and can lead to death. 

I understand the side effects of opioids listed in the Opioid Therapy Statement and will ask 

questions if needed. 

I will participate in all other types of treatment that I am asked to participate in within reason 

I will be responsible for my medicines and will keep the medicine safe, secure, locked, and out of 

the reach of children. 

I will not sell my medicine or share it with others. I understand that if I· do, my treatment will be 

stopped and authorities may be called. 

If my medicine is lost or stolen, I understand it will not be replaced until my next appointment, 

and may not be replaced at all. 

I will not take anyone else's medicine. 

I will not increase my medicine until I speak with my doctor or MD pain clinical staff. 

I will bring the pill bottles with any remaining pills of this medicine to each clinic visit. I will 

authorize MD pain staff to count my pills if necessary 

I will take my medication as instructed and not change the way I take it without first talking to 

the doctor or other member of the treatment team. 
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Right to Discontinue Treatment or Medication 

I understand that I may discontinue using my medication at any time and I agree to notify 

physician and/or his staff Immediately upon discontinuing the use of my medication. I 

understand that I may be provided supervision if needed by my physician and/or his staff if I 

choose to discontinue my medication. In this situation alternative care by other pain or 

addiction providers will be suggested and you would then be released of this agreement 

I know that these opioid and controlled medications will be stopped by the MD Pain providers if 

any of the following occurs: 

• I trade, sell, give away, misuse, or abuse these medications;

• MD Pa in finds that I have broken any part of this agreement;

• I do not present immediately for a blood, urine or saliva test, or pill count when

requested by MD Pain;

• My blood, urine, or saliva tests show the presence of controlled or non-controlled

medications that have not been previously reported to MD Pain, the presence of illegal

drugs or fail to show opioid and other controlled medications that I am being prescribed

by MD Pain;

• I receive prescriptions for opioid and controlled medications from sources other than

MD Pain, unless arranged and discussed previously with my MD Pain physician or

provider;

• Any member of the professional staff at MD Pain feels that it is in my best interest, from

a safety or accountability standpoint, that opioid and controlled medication treatment

be discontinued;

• I demonstrate ANY aggressive, belligerent, or unacceptable behavior toward any
physician, provider, patient, or staff member at MD Pain;

• I consistently miss scheduled appointments at MD Pain, including office visits and

procedures scheduled at MD Pain or any other facility utilized by MD Pain.

• Illicit Drug use ie: cocaine, methamphetamine, heroin

• Misrepresenting or lying about medical history including not disclosing risks to addiction

such as family history of abuse, prior abuse of drugs or alcohol, prior military experience.

My signature indicates that I understand and agree to abide by each issue displayed on this 

page and I understand that if I fail to abide to any issue displayed on this page, I may be 

discharged from this clinic. 

Printed Name 
--------------------

Signature ___________________ _ Date 
------
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6950 E Belleview Ave Suite 300 Greenwood Village CO 80111 

Giancarlo Checa, MD Christopher Huser, MD
Jonathan Bernardini, MD

Neelam Gala, PA-C Adrian Sutter, PA-C 
Rachel Spady, PA.-C Karissa Hoeme, PA-C 

Ashley Vanderjagt, PA-C   Erica Watson PA-C
Phone: 303-750-810D 

Fax: 303-974-3804 

CANCELLATION and NO-SHOW POLICY 

We understand that situations may arise which makes it necessary to cancel your appointment. 

Accordingly, we request that you provide at least 24-hour notice of cancellation. This will 

enable the physicians to offer that time slot to other patients who need to be seen. 

Appointments with our specialists are in high demand, and your early cancellation will give 

another person access to timely medical care. 

Cancellation Fee: Office appointments, which are cancelled with less than a 24-hour 
notification, are subject to a $25.00 cancellation fee. 

All procedure appointments (done outside of office), NOT cancelled 48 hours prior to 
scheduled appointment are subject to cancellation fee of $100.00. 

Patients who do not show up for their appointment and who do not call to cancel or 

reschedule, will be considered a No-Show and are also subject to a No-Show fee. Patients who 

"No Show", for 2 or more appointments in a 12-month period may be dismissed from the 

practice. The Cancellation and No-Show fees are the sole responsibility of the guarantor and 
cannot be billed to the insurance company. 

Please sign that you have read and are aware of the above Cancellation and No-Show Policy. 

All appointments not cancelled 24 hours prior are subject to $25.00 

No Show Fees 

$50.00 New Patient 

$40.00 Established Patients 

$100.00 Surgical procedures (performed outside office) 



Payments can be made directly to our billing office at 303-422-9438 or our office at 303-750-
8100 

Please sign that you have read and are aware of the above Cancellation and No-Show Policy. 

PATIENT NAME (Please Print): __________________ _ 

Patient or guardian name _____________________ _ 

Patient or guardian signature. ____________________ _ 

Date _________________ _ 

YOUR CREDIT CARD WILL ONLY BE CHARGED FOR CO PAYS AND OUTSTANDING BALANCES 

MDPAIN Management 

CREDIT CARD INFORMATION______________










