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Venous History
      Patient name: _______________________________    Date: ______________________________
Do you have or have you had any of the following? (Check all that apply): 
	Bleeding disorder		Deep vein thrombosis		HIV			MRSA
	Pulmonary embolism		Superficial phlebitis		Hepatitis	
Are you pregnant or nursing?		Yes		No		N/A	
Do you have any of the following symptoms? (Check all that apply):
	Aching or throbbing		Ankle/leg swelling		Skin changes		Hard lumps
	Tired/heavy legs		Leg pain			Ulcers/ulcerations	Spider veins
	Burning pain in legs		Tenderness			Red/warm areas	Facial veins
	Night cramps			Varicose veins (bulging)	               Itching	                            Other: _____
How many years have you had trouble with your veins? _______	Are your symptoms worse with:
· Related to pregnancy			Yes	No		Prolonged standing	Yes	No
· Related to accident/trauma		Yes	No		Prolonged sitting	Yes	No	
· Are you developing new veins	               Yes	No		Menstrual cycle		Yes	No
How does your leg discomfort/pain interfere with your daily living? (Please check all that apply):
  	Cleaning			Working			Driving			Exercise
  	Household Chores		Sleeping			Gardening		Standing
  	Walking			Bathing/Grooming		Caretaking		Sitting
 	 Other: ____________________________________________________________________________
_________________________________________________________________________________________
· Are your symptoms relieved by rest/elevation of leg(s)?			Yes	No
· Do you need to stop and elevate your legs throughout the day?		Yes	No
· Do you feel the need to sit after standing for a short period of time?	Yes	No
· Do your symptoms require special accommodations at work? 		Yes	No
Has anyone in your family suffered from varicose veins? (Check all that apply):
Mother		Father		Brother		Sister		Grandparent		Aunt/Uncle
Have you tried conservative therapy for your varicose veins?
Worn compression stockings?			Yes	No
When? ________________	How long? ________________
Have the compression stockings helped with the symptoms you are experiencing?
Completely helped		Partially helped		Didn’t help
Taken pain medications for your leg pain?	Yes	No
Have you had previous varicose vein treatments? 
Ligation/stripping surgery	Yes	No		If yes, Which leg? __________      When? _________
Injection treatment		Yes	No		If yes, Which leg? __________      When? _________
Laser therapy			Yes	No		If yes, Which leg? __________      When? _________ 
[bookmark: _GoBack]Other: ___________________________________________________________________________________
Patient Signature: ___________________________________	Date: ___________________________

Doctor Signature: ____________________________________	Date: ___________________________
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