[image: ]Confidential Health History
Patient Name:  ______________________________________________                DOB:___________________
Who’s your primary care physician? _______________________    Referred by:________________________
	Please check the symptoms you are currently experiencing.	
	(Please Circle)

		Varicose Veins, Spider Veins, Purple (Reticular) Veins at the Ankles                                             
	Left
	Right

		Leg Pain:  Aching, Tired, Heavy Legs, Tender Varicosities, Painful Calves    
	Left
	Right

		Leg Cramps:  Night Cramps, “Charley Horses”, Nocturnal Cramping    
	Left
	Right

		Swollen Ankles:  Swelling at day’s end or when traveling (w/o CHF, renal issues)    
	Left
	Right

		Skin Changes:  Red/Brown Discoloration, Ulceration, Eczema, Itching & Burning    
	Left
	Right

		‘Secondary’ Restless leg syndrome
	Left
	Right

	
	
	

	Please check any methods you have used to relieve your leg discomfort:


	__Warm Soak   __Exercise   __Pain Meds   __Wrap    __Leg Elevation  __Cold Packs     __Walking   __Flexion/Extension of your feet      

	Other Method: __________________________________________________

	
Many insurance companies require conservative treatment of Compression Stockings before they will consider coverage for any venous treatment.   Have you previously worn Compression Stockings?  If so, please provide the length and type?
 _______Years     _______  Months  __________ Thigh High   ____________ Knee High ____________Full Length

Insurance companies also need to know the details of medications you have tried to relieve pain and swelling:
____Asprin   _____Tylenol   _____ Ibuprofen   _____Dosage    ______Frequency                 Other: __________________________


	Your insurance will ask how your vein symptoms affect your daily life?  Please explain specific examples: (keeps you up at night, ways it makes it hard to take care of your self or your family or if it interferes with your employment)
____________________________________________________________________________________________________________


	Do you have a history of serious skin, staph or bacterial infections?                                                            Yes         No
Please Explain:             

	

	Does walking/exercise relieve your discomfort?
	Yes
	No
	Which?            Walking / Exercise

	Have you ever been treated for your veins before?
	Yes
	No
	When?________________________________

	What Method:
	

	__Cosmetic Injection       __Ultrasound-Guided Injections          __Radiofrequency Closure          __Ambulatory Phlebectomy

	__Ligation                           __Stripping                                               __Laser for Spider Veins              __Laser Catheter Ablation

	__Other____________________________________        What were your results? _________________________________________

	
ALLERGIES:
Do you have any allergies or sensitivities to medicines, latex or tape?           Yes              No
	
	

	Please list and include reaction:

	
MEDICATION LIST:   (Prescription, Non-Prescription, Vitamins and Herbal Suppliments. List dosage and how it’s administered)

	
	

	
	

	
	

	

	PAST MEDICAL HISTORY:  (Please check all that apply to your PAST Medical History)

	__ Kidney/Bladder Disease
	
	
	__ Liver Disease
	
	

	__ Diabetes: Insulin Dependent
	
	
	__ Thyroid Disease
	
	

	__ Peripheral Vascular Disease
	
	
	__ Stroke or TIA
	
	

	__ Atherosclerosis
	
	
	__ Bleeding Disorder
	
	

	__ Coronary Heart Disease
	
	
	__ Deep Vein Thrombosis
	
	

	__ Heart Valve Problems
	
	
	__ Excessive Bleeding/Easy Bruising
	
	

	__ Anemia
	
	
	__ Carotid Disease
	
	

	__ Pulmonary Embolism
	
	
	__ Trauma to your Legs
	
	

	__ High Blood Pressure
	
	
	__ Intolerant of NSAIDS
	
	

	__ Acid Reflux                                                                                                                                          
	
	
	__ Stomach Ulcers
	
	

	
	
	
	
	
	

	PAST SURGICAL HISTORY & HOSPITALIZATIONS: (Please include childbirths & pregnancies)
	YEAR

	
	

	
	

	FAMILY HISTORY:
	
	
	

	Family History of spider and /or varicose veins?
	Yes
	No
	Mother/Father/Grandparent/Other

	Please list and describe:________________________________________________________________________________________

	Family History of deep blood clot, stroke, or clotting disorder?
	Yes
	No
	Mother/Father/Grandparent/Other

	Please list and describe:________________________________________________________________________________________

	SOCIAL HISTORY:

	Do you smoke?
	Yes
	No
	How much and how often?______________  

	Do you consume alcohol?
	Yes
	No
	How much and how often?______________

	OCCUPATION: ______________________________________________________

	Are you being treated for any current medical conditions?
	Yes
	No

	Please list:

	
CURRENT MEDICAL - REVIEW OF SYSTEMS:  (Please check all that apply to your CURRENT health)

	__ Weight Loss
	__ Weight Gain
	__ Fever
	__ Chills

	__Night Sweats
	__ Fatique
	__ Dizziness
	__ Chest Pain

	__ Heart Palpitations
	__ Tachycardia
	__ Shortness of Breath
	__ Cough

	__ Wheezing
	__ Vision Loss
	__ Loss of Taste
	__Loss of Balance

	__ Bleeding Disorder
	__ Cough of blood/sputum
	__ Headaches
	__ Painful Respiration

	__ Blood in urine
	__ Blood in Stool/Tarry Stool
	__Frequent Fainting  
	

	
	
	                     
	


Patient Signature _____________________________________________     Date _______________________
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