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Julia Samton, MD 
Fellow, American Board of Neurology and Psychiatry 


       
 
Confidential 
 
Date:__________________________    
 
Patient Name:____________________________________  SSN:______-_____-_______ 
    Last  First         M.I. 
Address:____________________________________________________________________ 
 
City:_________________________________  State:_____________ Zip:________________ 
 
Home Phone:(____)_____-________ Work Phone:(____)_____-___________ Ext:________ 
 
Gender: [ ] Male   [ ] Female Date of Birth:______-_______-________  Age:_______ 
 
 
Email____________________________________________ 
 
 
Marital Status:  [  ] Married  [  ] Single  [  ] Divorced 
  [  ] Separated [  ] Widowed  [  ] NA (children) 
 
Employment Status: [ ] employed  [ ] student 
  [ ] employed/student [ ] unemployed 
 
Employer: __________________________________________________________________ 
 
Insurance Company:__________________________________________________________ 
 
Grp#:____________________________ID#______________________________ 
 
Telephone # for providers/precertification on back of card:  ___________________________ 
 
 
 
Email:_______________________________________________________ 
 
 
Referral Source: (include name, address, and phone number)  
 
______________________________________________________________ 
  
  
Primary Care Physician: ______________________________ Phone:__________________ 
  
 
 
In Case of Emergency, Contact: 
 
Name:________________________________ Relationship:_________________________ 







 
Phone:________________________________  
 
If patient is minor: 
 
 [ ] Mother (or Guardian)  [ ] Father 
 
Name: _____________________________ ________________________________ 
 
Address: _____________________________ ________________________________ 
 
 _____________________________ ________________________________ 
 
 _____________________________ ________________________________ 
 
(H) Phone:  _____________________________ ________________________________ 
 
(W) Phone: _____________________________ ________________________________ 
 
 
 
Billing Information: 
 
Unless stated otherwise, please provide payment at the time of service.  You will be provided with a 
receipt via email, unless specified below.  To assure expedient response, be sure to notify your insurance 
company that you will be submitting an out of network for the date and services rendered.  Be sure to 
indicate clearly that reimbursement should be sent directly to you, the “patient”, and not to Julia Samton, 
MD, the “provider”. 
 
Your insurance may occasionally contact me for precertification for a procedure, medication, or to insure 
payment to for my services.  By signing below, you permit me to communicate to your health insurance 
company on your behalf and argue for the highest possible level of reimbursement. 
 
Signature: 
__________________________________________Print:________________________________        
 
Date_______________________ 
 
If you wish to submit payment via credit card, please indicate below. 
 
Credit card type:  
 
American Express: ___________________________________________________ 
   
   Exp. Date: ______________   Security code:_________________ 
 
Visa: _________________________________________________________________ 
   
   Exp. Date: ______________   Security code:_________________ 
 
Mastercard:__________________________________________________________________________ 
 
   Exp. Date:_______________  Security code__________________ 
 
I hereby authorize the above card to be billed for services provided by Dr. Julia Samton. 
 







Name/signature__________________________________________________________ 
 
Billing information (if distinct from above home address) 
 
Name on card__________________________________________________ 
 
Address ___________________________________________________ 
 
City________________________  State_________________ 
 
Zip code____________________ 
 
 
 
Cancellation policy.  I do have a cancellation policy.  Currently, clients are not responsible for payment as 
long as cancellation occurs within 48 hours of the anticipated appointment.   You will be responsible for 
the appointment fee only if your time is not filled.  Please feel free to discuss my cancellation policy with 
me at any time.   








HEALTH HISTORY QUESTIONNAIRE 
All questions contained in this questionnaire are strictly confidential  


and will become part of your medical record. 


Name (Last, First, M.I.):    M      F DOB:  


Marital status:    Single      Partnered      Married      Separated      Divorced      Widowed 


Previous or referring doctor:  Date of last physical exam:  


 


PERSONAL HEALTH HISTORY 


Childhood illness:  Measles     Mumps     Rubella     Chickenpox     Rheumatic Fever     Polio 


 Tetanus   Pneumonia  


 Hepatitis   Chickenpox  


Immunizations and 
dates: 


 Influenza   MMR Measles, Mumps, Rubella  


List any medical problems that other doctors have diagnosed 


 


 


 


 


Surgeries 


Year Reason Hospital 


   


   


   


   


   


Other hospitalizations 


Year Reason Hospital 


   


   


   


   


   


 


Have you ever had a blood transfusion? Yes No 


Please turn to next page 


 







 


List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers 


Name the Drug Strength Frequency Taken 


   


   


   


   


   


   


   


   


Allergies to medications 


Name the Drug Reaction You Had 


  


  


  


 
 
 


FAMILY HEALTH HISTORY 


 
 AGE SIGNIFICANT HEALTH PROBLEMS  AGE SIGNIFICANT HEALTH PROBLEMS 


Father     M
  F   


Mother     M
  F   


  M 
  F     M


  F   


  M 
  F   


Children 


  M
  F   


  M 
  F   Grandmother


Maternal 
  


  M 
  F   Grandfather 


Maternal 
  


  M 
  F   Grandmother


Paternal 
  


Sibling 


  M 
  F   Grandfather 


Paternal 
  


 







 


OTHER PROBLEMS 


Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain. 


 


 Skin  Chest/Heart Recent changes in: 


 Head/Neck  Back Weight 


 Ears  Intestinal Energy level 


 Nose  Bladder Ability to sleep 


 Throat  Bowel Other pain/discomfort: 


 Lungs  Circulation   
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AUTHORIZATION FOR RELEASE OF INFORMATION 


 
 
I hearby authorize ___All Healthcare Providers (or specify below)   to release the 
following  information in my records to Dr. _______________________________ 
 
 [ ] Records of outpatient treatment 
 [ ] Records of hospitalization and inpatient treatment 
 [ ] All diagnostic and laboratories 
 [ ] Other____________________________________________ 
 
 
I understand that I have the right to revoke consent to future disclosure in writing 
at any time.  
 
 
_______________________________ ________________ 
 
Signature of Patient   Date 
 
 
 








Julia Samton MD 
General Psychiatry, Psychopharmacology, Behavioral Neurology 


Manhattan Neuropsychiatric P.C. 
18 East 48 Street 


Suite 1202 
New York, N.Y.  10017 


Phone 212.286.9025 
samtonmd@gmail.com 


 
 


 
 
In order to deliver quality care to you, Dr. Samton has established usual and 
customary policies.  These guidelines are necessary to make your treatment as 
effective as possible.  
 
Please read all the information and acknowledge by signing below. 
 
 
Appointments 
Appointments may be booked through Dr. Samton directly, or through the 
answering service by calling 212.286.9025.  If you would like an email reminder, 
please provide us with a confidential email address. Reminders will be sent 24 hours 
before your scheduled visit.   
 
When an appointment is made with Dr. Samton, time is specifically allocated for 
you.  When your appointment is missed, another patient that needed to be seen may 
have been unable to do so because the time slot was already taken.  Nevertheless, we 
understand that some cancellations are unavoidable.  Therefore we have developed 
the following policy: 
 
● If you cancel greater than 48 hours (two business days) from your scheduled time 
slot, you will not be charged.  
 
● If you cancel within 48 hours (two business days,) we will attempt to fill your time 
slot with a client who has requested an earlier appointment time.  If we are 
successful at filling your time slot, you will not be charged.   
 
Cancellations may be made by calling 212.286.9025, or by speaking with Dr. Samton 
directly.  If you should cancel via email, please call the 24 hour phone number above 
to insure that your message was received. 
 
Fees 
Dr. Samton does not accept insurance.  All patients must be self pay, and payment is 
due at the time of your visit.  For your convenience, you may keep a credit card 



mailto:samtonmd@gmail.com





(Visa, MasterCard, or American Express) on file, and your card will automatically 
be charged.  Checks and cash are also welcome.  
 
If you wish to use your health insurance, you must file an out of network claim 
directly with your insurance company.  Following your visit, you will receive a 
receipt with all of the necessary codes and information to redeem out of network 
benefits.  If you have specific questions regarding reimbursement, please call your 
insurance company.  
 
Please note that additional fees may be incurred for the following procedures: 
 
Neuropsychological Testing 
Forensic services 
Disability applications 
Medical record and paperwork 
Phone consultations with family members, or phone calls lasting longer then 10 
minutes 
 
These fees will be discussed with you directly as needed. 
 
Prescriptions 
Please make every effort to obtain prescription refills at the time of your office visit.  
Clients receiving medications from Dr. Samton will be required to make an office 
visit at a minimum of once every three months.  These regular visits are standard 
practice and essential for monitoring the safety and efficacy of pharmacological 
medications. 
 
Communication and Emergencies 
Dr. Samton may be reached at any time through her office number at 212.286.9025.  
Every effort will be made to return calls promptly and within one business day.  
Although you may contact us via email, phone calls are prioritized.  Therefore, if 
you require the most expeditious response, please call the office number.   
 
Never use email to communicate emergent or urgent medical information.   
 
By signing below, you understand and agree to the policies set forth by Dr. Samton. 
 
Name (printed)__________________________________________ Date_________ 
 
Signature_____________________________________________________________ 
 
 
 
 





