286 16th Street, Burlington, CO 80807 | 719-346-5311
kcchsd.org

KCCMH

Andrew Brookens, MD
& Greg Schlessinger, MD
: Rocky Mountain Kidney Care
(720) 500-3439 (office)
(855 712-9183 (fax)

Regarding: N ep h rology Referral / Appointment

Has an appointment with_Dr. Brookens / Dr.Shlessinger

on @ At the KCCMH Specialty Clinic in Burlington, Co.

You will need to bring the following items with you to this appointment:
o New patient paperwork
o |ID/ Drivers Licenses
o Insurance cards
o Co-pay/ payment (if self-pay, a $231 payment will need to be collected at Admissions prior to your
consult please bring check or cash)
o Current Medication list

If you have any of the following medical records or test result from a different facility, please bring a copy
of the result with you or request that facility to fax them to us @ 970-692-2655

o Lab results (within the last current year)
CT/MRI / Ultra Sound/ Xray of Abdomen/ Pelvis (with in the last 2 years) ( Report/ Disc with images)
Other Provider Consult notes from

O O O

Please arrive 15 minutes prior to your appointment time to check in and register with Admissions. If you
have any questions regarding your upcoming appointment or if you need to cancel or reschedule please
call us @ 719-346-4780.

UPDATED: 02/11/2026

Mission:
To improve the health and lives in our communities by providing high quality healthcare close to home.



T New Patient Registration Form

Rocky Mountain
Kidney Care

Welcome to Rocky Mountain Kidney Care!

We look forward to being part of your healthcare team. To serve you better, we would like to
prepare in advance for your visit with your assistance.

Please complete the New Patient Forms and return to our office as soon as possible prior to
your first appointment via fax, email, mail or in-person. Providing your packet to our practice in
advance enables our team to gather additional records, allowing our doctors to offer you the most
comprehensive consultation during your visit

Email: info@RMKC.com

Aurora office: Dr. Brookens, Dr. Fabian, Summer Noel, NP
1444 S. Potomac St, Suite 215, Aurora, CO 80012
Fax: 855-712-9183

Phone: 720-500-3439

Lone Tree office: Dr. Salameh, Dr. Fabian, Dr. Schlessinger, Dr. Rocklin, Mandy Trolinger, NP
9777 S. Yosemite St, Suite 110, Lone Tree, CO 80124

Fax: 720-696-0892

Phone: 720-696-0852

If you are unable to provide the forms in advance of your appointment, please bring the
completed forms with you for your visit.

What to expect on the day of your appointment:

e Bring your insurance card, identification card, and copayment

¢ Bring all your medications in bottles (including vitamins, herbs, etc.)

e Bring a list of your other providers so we can communicate with your whole care team
e Be ready to submit a urine sample for your provider’s review in clinic

If you are unable to keep your appointment, please call our office as soon as possible so
we can reschedule you in a timely manner and offer the appointment slot to another
patient in need of care. We sincerely appreciate your consideration.

Warmly,

Your Rocky Mountain Kidney Care Team

Rocky Mountain Kidney Care Rev. 02.06.2025
Ph: 720-696-0852 Fax: 720-696-0892
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Rocky Mountain
Kidney Care

New Patient Registration Form

Demographic Information (please print clearly)

Patient Legal Name: Dateof Birth: __ / [

Street Address: PO BOX (it applicable):

City: State: ZIP: Preferred Language:

Primary Phone: ( ) - Mobile Home Work (ircle one) Detailed messages? Yes No

Secondary Phone: ( ) - Mobile Home Work (circle one) Detailed messages? Yes No

Email: Marital Status:

Birth Gender: __ Male ___ Female Race:____ African Amer ___AmerIndian ____ Asian____ Caucasian
Other Ethnicity: __ Hispanic/Latino ___ Not Hispanic/Latino

Emergency Contact Name; Relation: Contact #:( ) -

Do you have a Living Will? Yes No Advanced Directive? Yes No

Primary Care Provider? Full Name Phone: (__) -

Who Referred You?

Please list any other providers you see (Name, phone & specialty)

Authorization to download patient’'s medication history automatically from pharmacy? _ Yes __No
Authorize discussion of health records to family/friends:

Name: Relationship: Phone:

Primary Pharmacy:

Pharmacy Address: Pharmacy Phone: ( ) -

Preferred Laboratory:

Laboratory Address: Laboratory Phone; ( ) -

Preferred Imaging:

Imaging Address: Imaging Phone: ( ) -

Billing Information

Primary Insurance; ID# Phone #
Secondary Insurance: ID# Phone #
Rocky Mountain Kidney Care Rev. 02.06.2025

Ph: 720-696-0852 Fax: 720-696-0892
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Rocky Mountain
Kidney Care

1)

Consent for rendering medical care. | voluntarily give my consent to Rocky Mountain Kidney Care, its
providers, staff, and affiliates (hereafter “the Clinic”), to render health care typical to outpatient services including
history taking, diagnostic procedures including labs and radiology imaging, medications both oral and injectable,
both in-person and via alternative means such as telehealth. | understand that the Clinic and its desighees will
provide care to the best of their ability, and that despite this, medical care is not an exact science and therefore no
guarantees are made regarding treatment or services and their outcomes in the Clinic.
Financial agreement. | understand that this agreement is a contact which obligates me to pay all charges for my
treatment, whether through insurance company (whether private, nonprofit or governmental such as Medicaid or
Medicare) reimbursement for services, out-of-pocket payments, or a combination of both. | understand that the
Clinic has predetermined charges consistent with area norms and the services it provides. | acknowledge that it
frequently is not possible to predetermine which exact services are indicated and their specific cost at the Clinic is
acting in good faith to offer the best medical care possible, and certain costs are either unpredictable or unknown.
I am aware that | have a right to request a non-binding estimate of charges for the services to be rendered.
Specimen handling. | understand that specimens as a byproduct of my care may be produced and will be
retained, managed and disposed of by the Clinic in accordance with the law.
Financial assistance. If | cannot pay my bill, | understand that | may be able to inquire about and qualify for
financial assistance.
Nonpayment. | understand that after a good faith effort to notify in compliance with the law, the Clinic may
employ third party services for the collection of delinquent debts due to my nonpayment for services rendered.
Communication consent. | understand that by providing my telephone number or email, | give my consent to the
Clinic and its assigns to receive communications for the purposes of scheduling, follow-up, and or payment of
bills.
Preauthorization. | understand it is my duty to obtain preauthorization for services where required by my
insurance coverage plan.
Assignment for payment. | authorize and direct payment for health care services be paid on my behalf of the
Clinic. )

(initials) Acknowledgement of privacy practices. | acknowledge that the Clinic has provided me
a copy of its Notice of privacy practices which is also available on its website, rockymountainkidney.com, and that
this does not affect the care | receive at the Clinic.

I acknowledge that | have read this document, | understand its contents, and | have access to a copy for my
records. | am the patient or authorized person to sign this consent.

My signature is my consent to the above terms:

Signature: Date:

Patient/parent/legal guardian (or person authorized to give consent)

Name of Patient:

If signed by person other than patient, provide:

Name: Relationship to patient: ID/Driver's license number:
Witness name: Witness signature: Date:
Rocky Mountain Kidney Care, LLC Rev 02.06.2025

Ph: 720-696-0852 Fax: 855-712-9183
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Form 4.3

Rock n"f;’é’;ﬁ;‘i“ Authorization for the Use and Disclosure of Protected Health Information

Patient Name:

Patient Address:
Patient SSN: Date of Birth:
Maiden/Other Name: Phone Number:

| authorize to release my medical records for the service dates to,

For the following purpose: O At My Request (patient only) O Continuation of Care O Insurance O Legal OOther

Release to: Rocky Mountain Kidney Care

Release to: Fax: 855-712-9183

Please release the following information in my medical record (check all that apply):

O Entire Medical Record O History and Physical 0O Med Sheets O Other:
O Medications O Laboratory Reports O Progress Notes

O Radiology O Billing Records O Consultations

Check one: OO Yes O No |/ understand that the records used and disclosed pursuant to this authorization may
include information relating to treatment or diagnosis of: Human Immunodeficiency Virus (“HIV”) infection,
Acquired Immunodeficiency Syndrome (“AIDS”) or other sexually transmitted diseases; Hepatitis B&C; history
of drug or alcohol abuse; or mental or behavioral health or psychiatric care; and/or other sensitive information. |
authorize the release of the above listed information with the request.

I understand that this authorization is voluntary and may be revoked by me at any time in writing except to the
extent that action has already been taken in reliance with this authorization.

OParent
OPersonal Representative
COLegal Representative

Signature of Patient or Patient’s Representative Date

(Personal & Legal Representative must include proof of status)

Printed Name of Patient or Patient Representative

FORRMKC STAFFONLY: =
O Identity Confirmed by RMKC Staff

Printed Name of Employee:

Signature of Employee; L ' : o S Date:

V. 2018

T TR



Patient Name:

i

ROCRY Mountain Date of Birth: / /
Kidney Care

Why are we seeing you?

List allergies and state reaction, if known. Circle, ‘none’, if you have no allergies.

Medications you are taking (include, all prescriptions, OTC meds, vitamins, herbals)
Medication Name Dose (mg, mcg, ml, etc) How Often?(daily, twice daily, etc)

Family History: Please list family members with following health issues: (paternal/maternal)
* Kidney disease:
e High blood pressure:

e Diabetes:
e Cardiovascular disease:
e Stroke:

e Cancer(type, if known):
e Auto-immune disease (eg lupus, rheumatoid arthritis)
e Other:

Past Surgical History- Please list any surgeries/procedures you have had and estimated date

" 1|Page
Rev 11/29/2021



Patient Name:

Rocky Mountain  Date of Birth: / /
Kidney Care

Diet and Exercise

What type of diet are you following (such as low salt, diabetic, regular?)
Do you have any dietary restrictions?
What is your exercise level? None Occasional Moderate Heavy

Education and Occupation
Are you currently employed?
What is your occupation?

Activities of Daily Living

Are you able to care for yourself? Yes No

Are you blind or do you have difficulty seeing? Yes No

Are you deaf or do you have serious difficulty hearing? Yes No

Do you have difficulty concentrating, remembering or making decisions? Yes No

Do you have difficulty walking or climbing stairs? Yes No

Do you have transportation difficulties? Yes No

Substance Use

Do you or have you ever smoked tobacco?: Never Former Use Current Use
How many years have you smoked tobacco?
How many packs per day? When did you quit smoking?

Do you or have you ever used any other forms of tobacco or nicotine? Yes No
Do you or have you ever used vape or e-Cigarettes? Never Former Use Current Use
What was the date of your most recent tobacco screening?
Have you been counseled for smoking cessation? Yes No
Do you or have you ever used smokeless tobacco?:  Never Former Use Current Use
What is your level of alcohol use? None Occasional Moderate* Heavy*
*Moderate = Men: 2 or more drinks per day; Women 1 or more per day
*Heavy = Men: 4 or more drinks on any day or more than 14 per week; Women 3 or more
drinks on any day or more than 7 per week)
How many years have you consumed alcohol?
Have you ever been counseled for unhealthy alcohol use? Yes No
Do you use any illicit or recreational drugs? Yes No
What is your level of caffeine consumption? None  Occasional Moderate  Heavy

Marriage and Sexuality
What is your relationship status? Married Single Divorced Widowed Domestic Partner Other
How many children do you have?

Public Health and Travel

Have you recently traveled abroad? Yes No

Have you been to an area known to be high risk for COVID? Yes No
Have you been around anyone with COVID in the past 14 days? Yes No

Advanced Directive
Do you have an advance directive? Yes No

Rev 11/29/2021
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Patient Name:

Rocky Mountain ~ Date of Birth:

Kidney Care

Past Medical History
No Kidney disease
No Kidney Transplant
No Other Organ Transplant
No Kidney stone
No Kidney infection
No Prostate Enlargement (BPH)
No Hypertension
No Coronary artery disease
No Congestive heart failure
No Heart disease
No Atrial fibrillation
No Abdominal Aortic Aneurysm
No Peripheral Vascular Disease
No Stroke/Mini Stroke
No High cholesterol
No Diabetes
No Thyroid disease
No Electrolyte Imbalance
No Emphysema/COPD
No Asthma
No Sleep Apnea
No Cancer (specify)
No Anemia/Low Blood Count
No Blood transfusion
No Blood clots legs or lungs
No Lupus or Auto-immune
No Arthritis
No Gout
No Acid Reflux (GERD)
No Liver disease {hepatitis)
No HIV infection
No Infectious Disease/COVID
No Seizure/Epilepsy
No Depression

Yes

Other medical history not listed above:

3|Page
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Patient Name:

T
Rocky Mountain ~ Date of Birth: / /
Kidney Care
Review of Systems: Circle any conditions you have experienced in the past month

Renal/Urinary: Blood in urine/cola colored urine, Protein in urine, Difficulty urinating, Increased
urine production, Pain during urination, Incontinence

Constitutional: Fever, Chills, New weight loss { pounds), Loss of energy, Loss of Appetite,
Frequent headaches

Eyes: Blurred vision, Double vision, Eye Pain/irritation, Vision Change, Loss of Vision
Ears/Nose/Mouth: Sinus problems, Nosebleeds, Sore throat, Mouth sores
Heart: Chest pain/discomfort, Ankle or leg swelling, Calf pain with walking

Lungs: Frequent coughing, Trouble breathing/short of breath, Shortness of breath when walking,
Shortness of breath when lying down

Stomach: Stomach pain, Frequent nausea, Frequent vomiting, Frequent diarrhea, Frequent
heartburn or indigestion

Muscles and Bones: Joint pain, Frequent muscle aches, Swelling in the arms or legs, Swelling in the
joints, Recent broken bones or fractures

Skin: Rash, Persistent itching

Neurologic: Recent changes or loss of memory, numbness or tingling in hands/feet, recent pain in
hands/feet

Endocrine: Extreme tiredness, Extreme intolerance to cold or hot, excessive thirst/fluid intake
Hematologic/Lymphatic: Swollen glands, blood clotting problems
Mental Wellness: Lack of interest in life activities, Feeling depressed, Extreme anxiety

Describe any other new concern you want your provider to know:

4|Pagéw
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