Richard S. York, MD
Vein & Laser Clinic

VARICOSE VEIN QUESTIONARE

Nume l'oday's Date
Birthdume Referning Doctor
Uccupation__

Chiel Complaint (reason for seeking medical attention):
4 Varicose veins (bulging, rope-like veins)
g Spider veins (fine veins on skin surface)
J  Other, please deseribe

1 Do you have or have you had:

Linsightly veins O yes Qoo O right O left Aches or Pum i legs O yes oo O right O left
Heaviness or Tired Legs U yes Qoo O right O left  Ankle Swelling 3 ves O no O righn O let
ltehing in legs O yes Do O right O left  Night Cramps in Jegs O ves O no O right Q lefl

Rleeding from Veins O ves O no O right Q lefl  Pigmentation (Discoloration) in Legs O ves U no U right U leh
Dermatitls (et of the skin) & yes ™ no O right U lefl  Ulceration (Open Sores) on legs O yes Uno O right 3 left
Pulmonary emboll (hlood clot in lungsy D yes Dno Burming restless legs O wes U no O dght O lel
Superficial phiehitis of legs (skin over vein hecomes red, warm & tender) J yes O oo O vight 3 left

Deep Theambo-phiebitis (blood clot in leg) U yes d no O right O left
Which leg i3 worse? O right O left

Any previous ultrasound of legs U yes Qo When & Where

1L Previous Vein Trestments (murk all thst apply):

d Compression Stockings: Dpanty hose, Dihigh highs, or Qkonee high Wpreseription or Qover the coumer
How Ofen & When

U Sclerotherapy tinjections) W nght Q left

O Vein Stripping (surgery) Q3 eigha O lent
When:
Ineision al groin: a yes D no
Other Incision location:

D Local Varicose Vein Removal/Exeision (phlebectomy)

O Oiher procedures - EVLA “Laser Closure™ O right O lefl
When & with whom:

i, Most Insurunee companies require documentation of any medication taken for discomfort, when
coasidering covernge of varicose veins treatment. Please list any medication you have ever tuken for leg
ache, including preseription and over-the-counter medicines (such as Tylenol, ibuprofen, naprosyn,
celebres, motrin, nspirin, and others)




Other Medicul History:
List any other previous yurgery:

| Year Operation

Mark any condition you huve or have had in the past:

O Stroke O Epilepsy O Diabetes O Gilaucoma U Anemia
W HIV Infection J Hepatitis O Aleoholism W Heart Disease O Pacemaker
O Thyroid Disense 3 High Cholesterol  J Kidney Disense O Hypertension (high blood pressure)
O Lung Disease J Liver Disease O Prosmie Problems O Cancer - Type

O Psychintric Care I Bleeding or blood disorders O Injury to Leg O right O left

List any vther serious illness or injury with approsimate date;

List all medicationy that you are currently taking:

‘Medication Dosage Frequency

Allergiex: U None

Health Habits: Check substances vou use, and describe how much
3 Tobacco
g Aleahuol
J Recreational Drugs
o Other

Lamily History
Is there a fumily history of varicose veins? O Yes d No Is there o Tamily history of blood clots? O Yes 3 No

Other

Do your veln sympioms ndversely aftect your life? d Yes d No
L wiy, how? )
What pctivities cause leg pain and what brings relief?




