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Patient Venous History                         









Email address:  __________________________
Patient Name:  ____________________________________      Primary Care Physician:  __________________________
Please answer the following questions as completely as possible. Have you ever had: 

· Previous treatment for spider or varicose veins?



Yes

No
· A history of skin ulcerations thought to be due to vein disease?

Yes

No
· A history of deep vein thrombosis (blood clots in deep veins) 

       or pulmonary embolism (also known as PE)?



Yes

No
· Ever been diagnosed with a blood clotting disorder?


Yes

No
· A history of migraine headaches?




Yes

No   



· A family history of varicose veins?




Yes

No
· Do you currently take hormones or birth control pills?


Yes

No
· Does your work require you to sit or stand for long periods?

Yes

No
· Does your condition ever cause you to have difficulty performing 

your daily routine, such as your activities of daily living?

Yes

No      
· Do you or have you ever worn prescription support stockings?

Yes 

No

· How many months have you been wearing them?  _____________________________________________

· Do you elevate your legs to relieve the discomfort?

Yes

No
· How long have you been elevating your legs on a routine basis?  _________________________________
· Do you ever take over-the-counter medication to relieve the pain?

Yes

No
· Which medications have you tried (i.e ibuprofen, Tylenol)? ______________________________________

· Have any of these treatments relieved your symptoms?


Yes

No

Are you currently taking any medications? If yes, which ones__________________________________________________

List any medication allergies: __________________________________________________________________________

Please list any seasonal or environmental food allergies: ____________________________________________________  Are you allergic to adhesive tapes?
Yes

No

Please list any major illnesses, injuries or surgeries that you have had:__________________________________

__________________________________________________________________________________________

Pregnancies?_____  Deliveries______  Did your symptoms increase during pregnancy? 
Yes
No

Please mark the symptoms you are experiencing:





Right Leg

Left Leg

Swelling


______


______

Pain (aching, throbbing)

______


______

Cramping


______


______

Burning



______


______

Tiredness


______


______

Ulcerations or sores

______


______

Skin color changes

______


______

Spider veins


______


______

Varicose veins
             ______
  ______

Itching



______


______

Restless legs


______


______

Other symptoms____________________________________________________________________

