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1. ARE YOU SEEKING TREATMENT FOR:

A. Cosmetic reasons (solely for improvement of appearance)

_________

B. Medical reasons (relief of pain, swelling,

aching or cramps) 

_________

C.    Both


_________

2. VASCULAR – General

Do you have history of:

Varicose vein problems

_________

Phlebitis



_________

Blood clots



_________

Pulmonary embolism


_________

Leg ulcer



_________

Leg fractures



_________

Cellulitis



_________

3. VASCULAR HISTORY – Specific

Indicate which of these problems you have had:

A. Pain in your:  Rt. Leg   Lt. Leg   How long
Lower limb
  ______
  ______
  ______

Thigh
  ______  ______  ______

        Calf
  ______
  ______
  ______

        Leg

  ______  ______  ______

B. Swelling of

the legs 
  ______  ______  _______

C. Skin or Ulcer

problems
  ______  ______  _______

D. Others

Specify:
  _____________________

If you experience pain in the lower limbs:

A. Is the pain exacerbated by:

                                                No            Yes

Extended periods in


Position

             ___
___

Heat

             ___
___

Menstrual periods             ___          ___

Exercising and/or walking___
___

Medications
             ___
___

Others

Specify:  ________________________

B. Is the pain alleviated by:

Elevation of the limbs      ___
___

Elastic stockings
             ___
___

Walking and/or exercise   ___         ___

C. Indicate the type of pain:

Resting pain
            ___
___

Resting cramps                ___
___

Night cramps                   ___
___

Tiredness
            ___
___

Heaviness in legs             ___
___

Pain in specific areas       ___
___

Numbness
            ___
___

Burning sensation            ___
___

Have you ever been treated for one of the following:

A. Phlebitis (inflammation of the vein)

____Right leg  ____ Left leg    

        Hospitalization ________________

B. Leg ulcer

____Right leg  ____Left leg   


        Hospitalization ________________

C. Pulmonary embolism (blood clot in lungs)

       No   Yes

       ___  ___

        Hospitalization  ________________

D. Deep vein thrombosis (blood clot in legs)

       No   Yes

                                                 ___  ___

        Hospitalization  ________________

Have you ever been treated for varicose veins with:

                                                 No   Yes

a. Sclerotherapy

       ___  ___

b. Laser therapy

       ___  ___

c. Photoderm
                     ___  ___

d. Electro-cauterization
       ___  ___

e. Surgery (vein stripping)


(Ligation)
       ___  ___

f. Ambulatory phlebectomy      ___  ___

              4.     PAST MEDICAL HISTORY

Have you ever had any of the following:

                                           Check if Yes

Heart murmurs

        ____

Heart trouble (chest pain, palpitations,

congestive heart failure)           ____

High blood pressure                  ____

Pregnancy (indicate number)     ____

Diabetes                                    ____

Seizures or convulsions             ____

Fainting or dizzy spells             ____

Stroke                                       ____

Nervous breakdown                  ____

Psychological illness (e.g.
 

depression)

       ____

Frequent infection of boils       ____

Hepatitis       

       ____

Abnormal or prolonged

bleeding

                      ____

Easy bruising 

       ____

Difficult skin healing or

abnormal scarring
       ____

Blood disease (e.g. leukemia)   ____

Blood transfusions
       ____

HIV infection or AIDS  
       ____

Exposure to HIV or AIDS        ____

Colitis or other bowel disease   ____

Breathing problems (any)
       ____


                    Check if Yes

Asthma


     
____

Hives


     
____

Kidney disease

     
____

Autoimmune disease (e.g. lupus)     ____

Severe arthritis

               ____

Weight gain

               ____

Anything else you have suffered from that 

is not listed above please specify: _____________________________

_____________________________

4. SURGICAL HISTORY:

List any operations you have had and their approximate dates.  Please mention any complications you experienced.

Surgery        
Year
       Complication

________________________________________

________________________________________

________________________________________

________________________________________

5. MEDICATIONS:

Do you take any of the following:  

                                                         Check if Yes

Aspirin



_____

Blood thinners (anticoagulants)
_____

Pain killers (e.g. ibuprofen)

_____

Arthritis medications


_____

Insulin



_____

Cortisone (steroids)


_____

Oral contraceptives (birth

Control pill)



_____

Estrogen, Progesterone, or other

hormones



_____

List all medications that you take occasionally

or regularly

6. Allergies: _____________________________

          _____________________________

          _____________________________

          _____________________________

7. PERSONAL ACTIVITIES LIST:

Does your work require a:



No     Yes

a. Prolonged standing position
             ____    ____

b. Prolonged sitting position
             ____    ____

In a course of a normal day, how much time is spent

in standing position:

a. 10% of the day
_____

b. 20% of the day
_____

c. 30% of the day
_____

d. More than 50%
_____





             Check if yes

Do you wear elastic support stockings   ____  ____

Do you exercise regularly 
             ____  ____


(high impact)

             ____  ____

Do you smoke:

             ____  ____

If yes, how many per day
             ____

Do you drink:

             ____  ____

If yes, how many drinks per day            ____

Ultraviolet exposure

             ____  ____

8. Previous Laboratory Evaluations

(Please include years)

Have you ever had your veins examined by:

                                                                 No    Yes

a.  Doppler ultrasound examination
____  ____

b.  Light Rheography (L.R.R.)

____  ____

c.  Photoplethysmography (P.P.G.)
____  ____

d.  Pneumoplethysmography

____  ____

e.  Venography


____  ____

f.  Duplex ultrasound


____  ____ 
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