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Behavioral Optometry • Vision Therapy and Rehabilitation
Samantha Slotnick, OD, FAAO, FCOVD

 495 Central Park Ave • Suite 301, Scarsdale, NY  10583   •  (914) 874-1177 •  www.DrSlotnick.com 
 

WELCOME to the office of Dr. Samantha Slotnick. All information will be kept confidential.  
 

TODAY’S DATE______________________ 
Patient Information 
 
Last Name: ________________________First Name _________________M.I._____ Nickname _____________ 
 
Sex: Birthdate: __________ AGE____ Grade ______ School _____________________________________ 
 
Address: ______________________________ City ______________ State ________ Zip________________ 
 
Home # (      ) _________________ Cell# (      ) _________________ Email ______________________________ 
 
Patient referred by: __________________________________________________________________ 
 
Parents (or guardians):  
Mother Name_____________________________________Cell #: ______________Work#: ___________ 
  □ Permission to txt appt confirm'n? 
Address (if different) _________________________________________________________________________ 
 
E-mail Address__________________________________Best Contact # __H   /__W/ ___Cell/ ____E-mail___ 
 
Mother’s Employer/Address____________________________________________________________________  
 
Father Name_____________________________________Cell #: ______________Work#: ___________ 
  □ Permission to txt appt confirm'n? 
Address (if different) _________________________________________________________________________ 
 
E-mail Address_______________________________Best Contact # __H   /__W/ ___Cell/ ____E-mail___ 
 
Father’s Employer/Address______________________________________________________________________  
In case of emergency notify:  
Name _____________________________________ Phone # (        ) ___________________ Relationship _______________ 

Medical insurance Information 
Insurance Company_______________________________  
Member or Primary Insured’s I .D. #___________________________ Group number _____________ 
Primary Insured’s name: ___________________________________ DOB____________ 
Relationship to Patient: _________________________________  
 
I request that payment of authorized insurance be made to Dr. Samantha Slotnick for any services rendered. I authorize any holder of medical 
information about me, to release to HCF and its agents any information needed to determine these benefits payable for related services. I also 
understand there may be procedures that are not covered by my insurance and I am responsible for payment, including but not limited to 
refraction.  I understand that payment in full is expected when services are rendered and materials dispensed. 
 
SIGNATURE _____________________________________________________________________ Date _____________________ 
 
HIPAA privacy acknowledgement - I was given and read, and understand my privacy rights under the HIPAA laws.  
 
Parent/Guardian Signature____________________________________________________ Date________________________ 

□ Ins card(s) copied front/back  □ ABN signed? 
□ Records Release filed? Y/N □ Referral Needed? Y/N 

M / F / X
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