MEDICAL HISTORY

VENOUS HISTORY

SYMPTOMS

Patient Confidential Health History

IINDITIU I L Patient Information
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Name Today's Date
DOB / / Age
Primary Physician Referring Physician
Occupation:
Marital Status: O Married O Single [ Divorced O widowed

Children (ages):

O Smoke packs per day for years CAlcohol use for years

What is the reason for this visit? (Check all that apply)

O varicose Veins [ Spider Veins O Aching and Pain [ Itching and Burning [ Tiredness and Fatigue
[0 Restless Legs O swelling O Leg Cramps 0 Heaviness [0 Skin Changes/Skin Ulcers
Other:

How long have you had these symptoms?:

Do you have a FAMILY history of spider veins or varicose veins? [ Yes O No
If so, please check and describe:

O Mother O Father O Grandparents

Do you have a FAMILY history of deep venous thrombosis, stroke or clotting disorders? Describe which:
O Mother O Father 0 Grandparents

Please check if you have:
O Red spider veins [ Bulging veins O Purple veins [ Flat bluish-green veins [0 Abdominal veins

[0 Skin discoloration below your knee O Leg ulcer O Purple vein network [ Diagnosis of vein disease
Other:
Please describe. Do your legs or ankles:
Ache/hurt? Swell?
Cramp? Itch?
Become tired/Heavy? Other?

Have you ever been treated for your veins before? [ Yes O No

By whom? When?
What method?
[0 Cosmetic Injections [ Laser for Spider Veins O Ambulatory Phlebectomy [ Ultrasound-Guided Injections
[0 Radiofrequency closure [ Laser Catheter Ablation [ Stripping O Ligation
Other:

What have your results been?

Are you being treated for any current medical conditions? [Yes [INo If so, what are these conditions?

Reviewed By
Date
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Do YOU have a history of:
OKidney/Bladder Disease
[ODiabetes: Insulin Dependent
O Peripheral Vascular Disease
[OBleeding or Blood Disorder
OHigh Blood Pressure
OHemorrhoids
OBlood Transfusion (Date)

OLiver Disease

OThyroid Disease

[ Coronary Heart Disease
ODVT/Blood Clot
[OCarotid Disease
ORupture of a vein

O0Other

Patient Confidential Health History

O Hepatitis

O Stroke

OHeart Valve Problems
OPulmonary Embolism
O Atherosclerosis

O Cancer of

Patient Information

OHIV/AIDS

OTIA

OAnemia

OEasy Bruising
OTrauma to your legs

Past Surgical History. Please list any procedures you have had and the year.

Bleeding History. Please check all that apply.

O Excessive bleeding
OOther,

OEasy Bruising

O Coumadin Use

OAspirin Use

Please list all medicines that you take (Prescription, Non-Prescription, Vitamins and Herbal):

Medication

Dose

# Per Day/Frequency

Reason for Taking

Are you allergic to any medications?

Medication Reaction
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Review of Systems. Please check all that apply

Constitution:

OWeight loss
OWeight gain
CINight sweats
OFever

Skin:

[OChange in size / color of moles
ORash

OBruising

Eyes:
ODecreased vision
ODouble vision
OBlurred vision
OGlasses

Ear, Nose, Mouth, and Throat:
OPain

ODeafness

ODischarge

ORinging in ears

OSinus drainage

ONose bleed

[OHoarseness

Cardiac:
OPalpitations
OChest pain
OShortness of breath
OFatigue

OSwelling in feet/legs

Patient Confidential Health History

Respiratory:

OCough

CProduction of sputum
O Coughing of blood
OPain

Gastro:

OPainful swallowing
CONausea

O Vomiting
OVomit blood
OIndigestion
ODiarrhea

O Constipation
OTarry stools
OVYellow jaundice
OBloody stools
OChange in BMs

Genito:
OKidney/Bladder disease
ODecreased urine stream
OUnable to urinate

O Painful urination
OBlood in urine

Musc/Skel:

OWeakness trauma
OLimited motion
OBone/joint deformity

Patient Information

Neuro:

OParalysis
OWeakness
OSeizure
OFainting
OHeadache
OMigraine
OMigraine with aura
COONumbness/ tingling
in extremities

OIncoordination
[OHead trauma

Psych:

OAnxiety
O Depression
OHallucinations

Endocrine:

O Change of appetite
[ Excessive thirst/urination
OGoiter

Hemato:

OSwollen lymph nodes
OBleeding disorders

Immuno:

OImmune disorders
Olmmunosuppressant

FEMALES ONLY

Breast: Gyn:

OLump Olnfection Olrregular periods
OPain OTrauma OBirth control
ONipple discharge

Date of Last Date of Last Date of Last
Mammogram pelvic exam period

Signature

OHormone therapy
OMenopause

History of miscarriages; if
S0, how many.

Date
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