
WHO REFERRED YOU TO DR. DeFRANCO: ____________________________________________________ 

IF NO ONE REFERRED YOU, HOW DID YOU HEAR ABOUT OUR OFFICE: __________________________ 

__________________________________________________________________________________________ 

 
MEDICAL DOCTOR: ______________________________ PHONE NUMBER: ______________________________ 

PHARMACY: _____________________________________ PHONE NUMBER: ______________________________ 

REASON FOR VISIT: ______________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

PLEASE WRITE YES IF YOU HAVE OR HAD ANY OF THE FOLLOWING PROBLEMS: 

____ AIDS                                                             ____ LEUKEMIA 

____ ANEMIA                                                      ____ LUNG DISEASE 

____ ARTHRITIS                                                ____ LIVER DISEASE 

____ ASTHMA                                                     ____ PARKINSONS DISEASE 

____ BAD CIRCULATION                                ____ PHLEBITIS 

____ BRONCHITIS                                             ____ RHEUMATIC FEVER  

____ BLOOD CLOTS                                          ____ SEIZURES 

____ DIABETIES                                                 ____ STOMACH OR 

____ GLAUCOMA                                                        INTESTINAL DISEASE 

____ GOUT                                                           ____ STOMACH ULCER 

____ HEART DISEASE                                      ____ STROKE 

____ HEART VALVE PROBLEM                    ____ THYROID DISEASE 

____ HEPATITIS                                                 LIST ANY OTHER PROBLEMS NOT LISTED 

____ HIV                                                               __________________________________________ 

____ HIGH BLOOD PRESSURE                       __________________________________________ 

____ JOINT REPLACEMENT  

____ KIDNEY DISEASE 

LIST ANY SURGERY YOU HAVE HAD IN LAST 10 YEARS: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

 

LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING: 

_______________________              _______________________         __________________________ 

_______________________              _______________________         __________________________ 

 

ARE YOU ALLERGIC TO: 

PENICILLINE                                         ASPIRIN                                    CODEINE 

 

LIST ANY OTHER MEDICATION YOU ARE ALLERGIC TO: __________________________________________ 

ARE YOU PREGNANT: _________________________________ 

ARE YOU A SMOKER: _________________________________ 

 

 

SIGNATURE:___________________________________________  DATE: ___________________________________ 


