
Medical Massage Center, Inc. 
Patient Information 

 
Patient Name              

Address      City    Zip    

Home Phone    Work Phone   Cell Phone     

E-mail Address              

SSN  - -  Sex   M / F       Birth Date:  / / Marital Status  S  M  D  W 

Employer’s Name             

Address              

Occupation              

 
How did you learn of Medical Massage Center, Inc.?  Please check all that apply. 
 

 Doctor Referral, name:     
 Other Professional:     
 Sign on Building:     
 Friend/relative, name:     

 Yellow Pages  Denver / Local  (circle one) 
 White Pages:      
 Welcome Wagon:     
 Website:      

 
Payment in full is due at the time of service unless other 

arrangements have been made with this office. 
 

I authorize the release of any medical or other information concerning my present illness or injury to my current 
medical provider(s). 
 
Signature        Date      
 
               
 

CANCELLATION POLICY 
 
 
Medical Massage Center, Inc. has adopted a 24 hour cancellation policy.  We require 
notification 24 hours in advance if you cannot keep your appointment.  Since we set aside one 
hour for each appointment, it is only respectful of our time and others who wish to be seen that 
you give adequate notice. 
 

We certainly understand that extenuating circumstances can arise over which you have no control.  
However, please be advised that we will charge $25.00 in the event that an appointment is missed.  This is 
a charge for which your insurance company is not responsible; therefore, it will be billed directly to you. 

 
Thank you, in advance, for your consideration of our time and the time of our other clients. 
 
I have read and understand the above policy, and agree to abide by it while being treated at 
Medical Massage Center, Inc. 
 

 

________________________________           __________________________ 

Patient Signature     Date 
 

8370 W. Coal Mine Avenue   Suite 106   Littleton, CO  80123   303-979-0342 
Revised 2.2.10 





 
 


Medical Massage Center, Inc. 
Confidential Medical History 


 
Patient Name        Date:                 


 


PRESENT SYMPTOMS 
 


1. What is your major complaint?           


2. Minor complaints or other areas of pain or concern?        


3. When did you first notice major complaint?         


4. What brought it on?            


5. What activities aggravate this condition?          


6. Is this condition getting progressively worse?   □ Yes    □ No   □ Constant   □ Comes and goes 


7. Is this condition interfering with your    □ Work  □ Sleep   □ Daily routine   □ Daily Comfort 


8. When are your symptoms most intense?     □ Morning □ Afternoon □ Evening/Night 


9. What do you believe is wrong with you?          


10. What have you done to get relief?          


11. Has there been a medical diagnosis?_______If yes, what was the diagnosis?     


By whom?_____________________X-Rays,MRI,CT Scan?       Bloodwork?        


Physician Phone                       


12. Other treatment by  □ Chiropractic □ Physical Therapist □ Occupational Therapist    □ Other 


  Name and Phone:               


 


PAST HISTORY 
 


Have you had a similar problem before?   If yes, when?      


What caused these episodes?     What relieved them?     


             Did they disable you?________________Prevent you from working?___________Hospitalize you?  


What was the previous diagnosis?          


What were the treatments?________________________________________Did they help?   


             Name of attending physician___________________________Address      
             


Previous Surgery:                                                                           Year?             
              
             Broken bones?          Previous accident?    Year?         
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		Patient Name: 

		Date: 

		What is your major complaint: 

		Minor complaints or other areas of pain or concern: 

		When did you first notice major complaint: 

		What brought it on: 

		What activities aggravate this condition: 

		Yes: Off

		No: Off

		Constant: Off

		Comes and goes: Off

		Work: Off

		Sleep: Off

		Daily routine: Off

		Daily Comfort: Off

		Morning: Off

		Afternoon: Off

		EveningNight: Off

		What do you believe is wrong with you: 

		10 What have you done to get relief: 

		11 Has there been a medical diagnosis: 

		If yes, what was the diagnosis: 

		By whom: 

		X-Rays,MRI,CT Scan: 

		Bloodwork: 

		Physician Phone: 

		Chiropractic: Off

		Physical Therapist: Off

		Occupational Therapist: Off

		Other: Off

		Name and Phone: 

		Have you had a similar problem before: 

		If yes, when: 

		What caused these episodes: 

		What relieved them: 

		Did they disable you: 

		Prevent you from working: 

		Hospitalize you: 

		What was the previous diagnosis: 

		What were the treatments: 

		Did they help: 

		Name of attending physician: 

		Address: 

		Previous Surgery: 

		Year: 

		Broken bones: 

		Previous accident: 

		Year_2: 








 
Do you have any of the following? 
 


 Headaches 
 Shooting head pains 
 Sinus trouble 
 Loss of smell 
 Hayfever 
 Allergies 
 Asthma 
 Loss of taste 
 Tightness in throat 
 Inflammation of throat 
 Thyroid trouble 
 Head feels too heavy 
 Twitching of face 
 Loss of memory 
 Fatigue, Tire too easily  
 Depression 
 Grind or clench teeth 
 Jaw pain, popping or 


clicking of jaw 
 Ringing in ears 
 Dizziness 
 Fainting 


 Loss of balance 
 Lights bother eyes 
 Muscle spasms in neck 
 Grating in neck 
 Tightness of shoulder 


muscles 
 Pain in legs or feet 
 Pins and needles in 


arms or hands 
 Cold hands 
 Chest pains 
 Shortness of breath 
 Ulcers 
 Heart pain 
 Heart palpitations 
 Heart attacks 
 High blood pressure 
 Low blood pressure 
 Anemia 
 Nerves or nervousness 
 Nervous stomach 
 Inner tension 


 Irritability 
 Cold sweats 
 Liver trouble 
 Gall bladder trouble 
 Indigestion, digestive 


problems 
 Intestinal gas 
 Constipation 
 Kidney trouble 
 Bladder trouble 
 HIV / AIDS 
 Diabetes 
 Cancer 
 Sleeping problems 
 Painful joints 
 Swollen joints 
 Osteoarthritis 
 Rheumatoid arthritis 
 Slipped disk 
 Pinched nerves in back 
 Swollen ankles 
 Cold feet


FEMALES ONLY     MALES ONLY 
 


 Pre-menstrual tension or 
depression 


 Painful menstruation or cramps 
 Painful breasts 
 Menopausal hot flashes, etc. 
 Birth control pills   


Are you pregnant? ______ 


How many weeks? ______ 


Has your Physician classified your pregnancy as high 


risk? Explain: ________________________________ 


 History of prostate trouble 
 Frequent night urination 
 Persistent abdominal pain 
 Pain in groin area 
 Sacroiliac or low back pain 


 
 
 
 
 
 
 


 
Do you wear contact lenses?   □ Yes   □ No 


 
Are you wearing dentures?    □ Yes   □ No 
 


HABITS   Heavy   Moderate      Light     None MEDICATIONS  / SUPPLEMENTS 
Exercise     □       □         □          □ 
Water intake          □       □         □          □ 
Alcohol      □       □         □          □ 
Caffeine     □       □         □          □ 
Tobacco     □       □         □          □ 
Weekly sugar     □       □         □          □ 
consumption 


□ Aspirin                  
□ Vitamins/Minerals 
□ Ibuprofen        
□ Laxatives 
□ Please list medications: 


□ Herbs                 
□ Sleeping pills 
□ Hormones          
□ HRT 
 


 
Age of mattress_________ Comfortable Uncomfortable Board under mattress 
 
Do you use a cervical pillow? ___________________Do you sleep on Side Back Stomach 
 
Are you wearing:      Heel Lifts      Sole Lifts    Arch Supports      Inner Soles Orthotics 
 
 
Signature       Date    
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		Are you pregnant: 

		How many weeks: 

		risk? Explain: 

		Do you wear contact lenses: Off

		Herbs: Off

		Sleeping pills: Off

		Hormones: Off

		HRT: Off

		Aspirin: Off

		VitaminsMinerals: Off

		Ibuprofen: Off

		Laxatives: Off

		Please list medications: Off

		Age of mattress: 

		Do you use a cervical pillow: 

		Date: 

		Headaches: Off

		Shooting head pains: Off

		Sinus Trouble: Off

		Loss of smell: Off

		Hayfever: Off

		Allergies: Off

		Asthma: Off

		Tightness in throat: Off

		Inflammation of throat: Off

		throid trouble: Off

		Head feels too heavy: Off

		Twitching of face: Off

		Loss of memory: Off

		fatigue: Off

		Depression: Off

		Grind or clench teeth: Off

		Jaw pain: Off

		ringing in ears: Off

		dizziness: Off

		fainting: Off

		Loss of taste: Off

		1: Off

		2: Off

		3: Off

		4: Off

		5: Off

		6: Off

		7: Off

		8: Off

		9: Off

		10: Off

		11: Off

		13: Off

		14: Off

		15: Off

		16: Off

		17: Off

		18: Off

		19: Off

		20: Off

		a: Off

		b: Off

		c: Off

		d: Off

		e: Off

		f: Off

		g: Off

		h: Off

		i: Off

		j: Off

		k: Off

		L: Off

		m: Off

		n: Off

		o: Off

		p: Off

		q: Off

		r: Off

		s: Off

		t: Off

		u: Off

		premen: Off

		painful menstruation: Off

		painful breasts: Off

		hot flashes: Off

		birth control pills: Off

		prostate: Off

		freq: Off

		persistent: Off

		groin pain: Off

		12: Off

		sacroiliac: Off

		Exercise: Off

		Water Intake: Off

		Alcohol: Off

		Caffeine: Off

		Tobacco: Off

		Sugar: Off

		Heel lifts: Off

		Sole lifts: Off

		Arch supports: Off

		Inner soles: Off

		Orthotics: Off

		comfortable: Off

		Uncomfortable: Off

		board: Off

		side: Off

		back: Off

		stomach: Off

		medications: 
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Acknowledgment of Receipt of Notice of Privacy Practices 
 
 
 
 
I,       , have received the Notice of Privacy Practices from 
Medical Massage Center, Inc. 
 
Medical Massage Center, Inc. shall collect acknowledgement of the provision of its Notice of 
Privacy Practices to all patients. 
 
Please sign below after receiving Medical Massage Center’s Notice of Privacy Practices. 
 
I acknowledge receipt and availability of the Notice of Privacy Practices. 
 
 
X       
Signature 
 
     
Date of Acknowledgement 
 
 
 
 
 
In lieu of patient signature, I,       , a staff member of Medical 
Massage Center, Inc., state that       has been given our current 
Notice of Privacy Practices. 
 
X       Date     


Medical Massage Center, Inc.  
8370 W. Coal Mine Ave., Suite 106 
Littleton, CO  80122 
303-979-0342 





		I: 

		X: 

		Date of Acknowledgement: 

		Massage Center, Inc, state that: 

		X_2: 

		Date: 








 
Medical Billing 


Policies and Procedures 
 
 


IT IS YOUR RESPONSIBILTY TO BE FAMILIAR WITH YOUR INSURANCE POLICY 
 
 


Please make certain that you know what medical benefits are covered under your medical insurance policy.  Please 
be familiar with your deductibles, co-payments, and percentages of coverage.  (Please note:  The information 
you may received from your insurance company is NOT a guarantee of payment, but will be based on 
eligibility and contract benefits at the time services are rendered.  All claims are subject to review.) 
 
While Medical Massage Center, Inc is pleased to submit claims to your insurance company on your behalf, 
payments for services provided are your responsibility. 
 
Some policies do not cover the entire amount of services.  Your individual policy will determine the allowable 
reimbursement amount.  If the insurance reimbursement does not cover the charges, or coverage is denied, the 
remaining amount is your responsibility. 


 
If you would like us to submit claims please complete the following information: 


 
 Auto Accident  Worker’s Comp Injury  Other 


 
Insurance Company Name       Policy #      


Address      Claim #       


Insured’s Name      Relation to Patient     


Date of Accident or Injury       


Attorney’s Name      Phone       


Address             


Contact      


 
I UNDERSTAND THAT MY INSURANCE POLICY IS A CONTRACT BETWEEN PATIENT AND INSURANCE 
COMPANY.  MEDICAL MASSAGE CENTER, INC IS NOT A PARTY TO THAT CONTRACT. 
 
I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES THAT HAVE BEEN 
INCURRED FOR SERVICES RENDERED ON MY BEHALF.  ANY AMOUNT REMAINING AFTER INSURANCE 
REIMBURSEMENT IS MADE ARE ALSO MY RESPONSIBILITY. 
 
I authorize the release of any medical or other information concerning my present illness or injury necessary to 
process this claim. 
 
 
Signature         Date     
 
 
I authorize payment of medical benefits to Medical Massage Center, Inc.  I understand that I am responsible for the 
payment of these medical services in the event of non-payment by any third party payer. 
 
 
Signature         Date     
 


 
 
 


8370 W. Coal Mine Avenue   Suite 106   Littleton, CO  80123   303-979-0342 
Revised 2.2.10 





		Insurance Company Name: 

		Policy: 

		Address: 

		Claim: 

		Insured’s Name: 

		Relation to Patient: 

		Date of Accident or Injury: 

		Attorney’s Name: 

		Phone: 

		Address_2: 

		Contact: 

		Date: 

		Date_2: 

		Auto Accident: Off

		WorkerComp: Off

		Other: Off








Show me where it hurts        Patient Name:      
           Date:        
Please mark these drawings according to where 
You hurt.  (If the back of your neck hurts, mark 
the drawing on the back of the neck, etc.) 


Revised 2.2.10 
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