
1. PATIENT INFORMATION (Please Print Clearly)

Full Name: Date of Birth: 
Sex Male 

● 
Female 
● 

Other 
● 

Marital 
Status 

Single 
● 

Married 
● 

Divorced 
● 

Widowed 
● 

Address: 

City: State: Zip: 

Home Phone: Cell Phone: ● Ok to Receive Texts

Email: ● Ok to Receive Emails

2. PROVIDERS & PHARMACY

Referring Physician: Primary Care Physician: 

Preferred Pharmacy: Pharmacy Location:(City) 

3. EMERGENCY CONTACT

Name: Relationship: 

Home Phone: Cell/Alt. Phone: 

4. HIPPA PRIVACY ACKNOWLEDGEMENT

I acknowledge that I was offered or reviewed the Notice of Privacy Practices explaining how medical information 
may be used and disclosed by CT Kidney & Hypertension Specialists, LLC.  

Signature: Date: 

Printed name: 

5. INSURANCE AUTHORIZATION & FINANCIAL RESPONSIBILITY

I authorize payment of insurance benefits, including Medicare, to be made directly to CT Kidney & Hypertension 
Specialists, LLC for services provided and understand I am responsible for noncovered charges.  

Signature: Date: 

Printed name: 

6. AMBULATORY BLOOD PRESSURE MONITOR RESPONSIBILITY (if Applicable)

If I am issued an ambulatory blood pressure monitor, I agree to return the device as instructed and understand I 
may be responsible for any loss or damage while it is in my possession.  

Signature: Date: 
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1. YOUR MEDICAL HISTORY:  

​        Chronic Kidney disease ​    Heart Attack/Heart Disease ​     Diabetes mellitus 

​        Acute Kidney Failure ​     Atrial Fibrillation ​      Anemia 

​       Dialysis:Hemo/Peritoneal ​     Valve Replacement ​      Stroke / CVA 

​        Kidney Transplant ​    Blood clot/ DVT/Embolism  ​      Sleep Apnea 

​        Kidney Stones ​   Peripheral vascular disease ​      Gout 

​        Protein in urine ​    High Blood Pressure  ​      Cancer:__________ 

​        Urinary Tract Infections ​    High Cholesterol ​     Autoimmune Disorder 
 
Other:(list) 
 
2. MAJOR SURGIES / PROCEDURES: (list) 

  

  

  
 
3. ALLERGIES: (please list) 

 
 
4. CURRENT MEDICATIONS: Or Attach List  

1. 6. 

2. 7. 

3. 8. 

4. 9. 

5. 10. 

 

   

5. FAMILY HISTORY:  
Member Alive Health / Cause&Age -  Death Kidney Disease 

Mother ​  Y  ​ N  ​  Y    ​ N 

Father ​  Y  ​ N  ​  Y    ​ N 

Sibling(s) ​  Y  ​ N  ​  Y    ​ N 

Children ​  Y  ​ N  ​  Y    ​ N 
 

 



7. KIDNEY - SPECIFIC QUESTIONS:

YES NO 
  Use of Nsaids (Ibuprofen, Advil, Motrin, Alleve, etc.)  Regularly? 

 Use of Proton Pumps Inhibitors:Pantopraxole,Omeprazole, Protonix 

  History of Acute Kidney Injury in the Past?​

  Have you ever required Dialysis?​

  Born Premature< 33 weeks?​

  Family History of Kidney Disease?​

  Prior Kidney Ultrasound/ Imaging?​

  Prior use of Lithium, Gentamicin, Tobramycin, Cisplatinum ?​

  History of Kidney Stones? 

  Use of Herbal Medications?​

8. REVIEW OF SYSTEMS:

YES  NO YES  NO           YES   NO 

Change appetite/taste Cough Sputum/Blood Difficulty urinating 

Fatigue-Low energy Chest Pain Joint Pain / Arthritis 

Fever / Chills Leg swelling Hair Loss 

Weight loss/gain Shortness of Breath Restless legs 

Rash Diarrhea/ Loose Stool Numbness / Tingling 

Itchy Skin/Hiives Nausea / Vomiting Gout 

Vision changes-new Abdominal Pain Anemia 

Dry Eyes/Dry Mouth Foam / Blood in urine Bleeding disorders 

Hearing Loss Flank / Kidney Pain Headache 

Mouth Ulcers Urinating at Night Sleep problems 

9. QUESTIONS / CONCERNS FOR TODAY:

6. SOCIAL HISTORY:

Occupation: ​ Retired   Student 

Past/Current Tobacco          Y       N packs per day  for years 

Past/Current Alcohol          Y        N drinks per week  for             years 

Hobbies/Interests: 



Authorization to Share Medical Information 

1. Privacy Notice

Your privacy is important to us. By signing this form, you are acknowledging that you have 
reviewed the Notice of Privacy Practices of Connecticut Kidney & Hypertension Specialists 
which outlines how Connecticut Kidney & Hypertension Specialists may use and disclose your 
protected health information. I am aware that I can go to ctkidneyspecialists.com  to get a copy 
of the notice or request one at any time. 

I am providing permission to leave detailed messages or instructions on my 
Personal Cell Phone Number : 

2. Authorization to Share My Medical Information

I authorize Connecticut Kidney & Hypertension Specialists to disclose my personal 
health information to the following individual(s):  

Name Relationship Phone Number/Email 

● I understand that I may revoke this authorization at any time in writing.
● Revocation will not apply to information already released in response to this authorization.
● CT Kidney & Hypertension Specialists will not use or disclose personal health information beyond

the scope of this authorization without my written consent.
● I understand that the recipients designated above may further disclose my private health

information, and I release CT Kidney & Hypertension Specialists from responsibility should this
occur.

3. Signature

Signature of Patient / Legal Representative:____________________________________________ 

Printed Name : ___________________________________________ Date: ______________________  

CTKidney.ShareInfo.Form2026

http://ctkidneyspecialists.com/
Marc Ciampi
@majciampi@gmail.com @asnh101@gmail.com Please view this document. You can also add comments.



Office Polices & Procedures 

I. Cancellation & No-Show

● Provide at least 24 hours’ notice to cancel or reschedule (call/text).
● Missed appointments or late cancellations incur a $50 fee for new or established patients.
● Fees are the patient’s responsibility and not covered by insurance.

II. Arrival & Late Policy

● New patients: please arrive 20 min early
● Established patients: arrive 5 min early
● Please Call / text if late. Late arrivals > 10min may need to reschedule.  If your provider

can accommodate you, you may be worked into the schedule at a later time

III. Patient Info & Portal

● At every visit, Update changes to Personal Info, Insurance, or Medications.
● Bring all Medications or an up-to-date, Accurate Medication List to every visit.
● Access secure portal for visit summaries and lab results.

IV. Insurance & Payments

● Payment due at visit: Copays, Deductibles, Coinsurance, Full visit charge if uninsured
● We file with most insurers. Referral must be obtained from your PCP if required.
● Accepted: Cash, Check, Visa, MasterCard, Discover, AmEx
● Contact us with any questions about payment, refunds, or insurance coverage.

V. Medication Refills

● Refills between visits:
● Ask pharmacist to submit electronic request OR Call/text office and leave a message
● Requests processed within 48 hours; after-hours/weekend = up to 5-day supply.
● Prior authorization may delay refills; office will assist.

VI. Mutual Respect Policy:  We expect mutual respect in all interactions, including:

● Respectful communication – courteous and professional interactions with staff, providers,
and other patients.

● Zero-tolerance for verbal, physical, or emotional abuse – any abuse may result in
termination of care. Thank you for your understanding.

 I acknowledge that I have received and reviewed these office policies and procedures, 
including the Mutual Respect Policy, and understand my responsibilities as a patient. 

Signature Patient/Guardian : ___________________________  Date: ___________________ 

Printed Name: ________________________ Relationship to Patient:_____________________ 

CTKidney.Policy&Procedures.V2.2026
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