
   Account #       Patient Registration 
 
Name            SS#  - -   
 
Street Address      Date of Birth           /              /          Marital Status       S  M  W  Sep  D 
 
Apartment#   City       State   Zip   
 
Telephone:  Home    Office     Cellular     
 
How did you find out about our office?      E-Mail      
 
Spouse’s Name         
 
Spouse’s Employer/Address             
 
Emergency Contact     Telephone#    Relationship   
 

Patient Employer Information 
 
Employer name         Tel#      
 
Street Address       City/State    Zip   
 
Patient’s occupation              
Insured Person (If Not Patient) 
 
Name        Date of Birth  /  /   
 
Street Address       City/State    Zip   
 
Telephone#       Relationship to Patient      
Insurance 
 
Medicare#       Medicaid#       
 
Primary Insurance Company Name       Insured Person     
 
ID#      Group#    Telephone#     
 
Secondary Insurance Company Name      Insured Person     
 
ID#      Group#    Telephone#     
 

Medical Information Release and Assignment of Benefits 
 
I authorize the release of any medical information necessary to process this claim.  I permit a copy of this authorization to be used in place 
of the original.  
 
Date     Signature          
 
●I hereby authorize Dr. Craig Herman, D.P.M. to apply for benefits on my behalf for covered services rendered by him, or by his order.  I 
request that payment from my insurance company be made directly to Dr. Craig Herman, D.P.M. (or to the party who accepts 
assignment). 
●I certify that the information I have reported with regard to my insurance coverage is correct. 
●I understand that I will be responsible for any fees deemed to be “patient responsibility” by my insurance company.  
●I understand and agree to pay charged fees for service as issued by Dr. Herman’s office if I am uninsured or my insurance is inactive. 
●I permit a copy of this authorization to be used in place of the original.  Either my insurance company or I may revoke this authorization 
at any time in writing.   
Date     Signature          
       (Patient, parent or guardian)  



  Name        Account #    
General Medical Information 
 

Describe your current foot problem/reason for today’s visit:      Duration:   

Please list Any Medications you take:             

Allergies to medications:              

Allergies (other) to soap, dyes or tape:            

Other Physicians currently treating you:            

Previous or other medical problems:            

List any previous surgeries or hospitalizations:           

Females only:  Are you pregnant, planning a pregnancy or nursing a child?     Yes     No   Explain     

Do you smoke?   No      Yes        Cigarettes    Pipe       Cigars    No of years      How much per day?   

      Are you interested in Stopping?  Yes  No  Have you abused any drugs (Illegal or Prescription)?    Yes     No 

Do you regularly drink alcohol?  Yes  No  How many ounces/beers/wine per day?     

Do you regularly drink coffee?  Yes  No How many cups per day?   

Are you under a lot of pressure at work?  Yes  No  Please describe:       

Personal Medical History 

Have you ever had any of the following (check all that apply)? 

 Chest pain/pressure/tightening 

 Hypertension (High blood pressure) 

 Heart attack 

 Stroke 

 Headaches 

 Glaucoma 

 Allergies or Eczema 

 Depression 

 Blood in Stool 

 Peripheral vascular disease 

 Other_________________________ 

 Asthma 

 Dizzy spells 

 Cancer  (Type: __________________) 

 Diabetes   (  Type 1            Type 2) 

 Arthritis  Osteoarthritis 

Rheumatoid 

 Difficulty hearing 

 Memory loss 

 Hemorrhoids 

 Kidney disease 

 Shortness of breath 

 TB/Lung disorder 

 Stomach ulcers 

 Foot or leg ulcers 

 Skin disorders 

 Hepatitis    (Type: _________________) 

 HIV + 

 Cataracts 

 Digestive problems 

 Frequent urination/urinary tract infection 

 Hyper cholesterol 

 Thyroid disorder 

 Any other information you think the doctor 

should know? 

 

 

 

 

 

 

 

 

Family History 
                                                                                       Father’s     Mother’s                               
                                                    Father        Mother      Parents      Parents      Siblings       Children 

High Blood Pressure       

Epilepsy       

Cancer       

Eczema/Psoriasis       

Heart Attack       

Stroke       

Diabetes       

Asthma       

Peripheral Vascular 

Disease 
      

 



 

 

Advanced Foot Care 
 

Craig P. Herman, D.P.M. 
 
 
 

 
ACKNOWLEDGMENT OF RECEIPT 

 
OF 

 
NOTICE OF PRIVACY PRACTICES 

 
 
 I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the 
opportunity to read if I so chose) and understood the Notice. 
 
 
 
_________________________________________  _______________________ 
Patient Name (please print)     Date 
 
 
_________________________________________ 
Parent or Authorized Representative (if applicable) 
 
 
________________________________________ 
Signature 
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