
STEPHEN M HERMAN MD, LLC 

INTERNAL MEDICINE 

Patient Information 

Last Name__________________________________ First Name _____________________________Middle Initial________ 

Date of Birth________________________________Social Security Number_______________________________________ 

Home address_____________________________________________________________________________________________ 

Home Phone_________________________Cell Phone________________________Work Phone_______________________ 

Email address____________________________________________________________________________________________ 

Next of Kin  (Name, address, and relationship)______________________________________________________________ 

___________________________________________________________________________________________________________ 

Marital Status_____________________Children’s Names & Ages_______________________________________________ 

___________________________________________________________________________________________________________ 

Medication or food allergies:____________________________________________________________ 

Date of Immunizations:  Flu____________Pneumonia_____________Tetanus__________ H. zoster_______________ 

Hepatits B_______________Hepatitis A__________________ HPV ______________ TB Skin Test___________________ 

Surgical Procedures:______________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Medical hospital admissions: ______________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Use tobacco products?________________Use Alcohol?_______________________Other?__________________________ 

Current Medications:______________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Preferred Pharmacy Name & Address:_____________________________________________________________________ 

Family Medical  History:  Father_________________________________Mother__________________________________ 

Siblings____________________________________________Children_____________________________________________ 

Recent Foreign Travel:___________________________________________________________________________________ 

History of Exposure to Hazardous Material:______________________________________________________________ 

Anything else the Dr should know about me:____________________________________________________________ 

Do you agree to allow Dr Herman to file an insurance claim on your behalf?______________________________ 

Date__________________ Signature of Patient or Guardian__________________________________________________ 


