€ sENTARA Venous Health History Form

Name:
Chart. Date: Sentara Surgery Specialists
DOE: Age: Sentara Medical Group

PRIMARY PHYSICIAN
SEX; Male O Female [

Date:

Directions: Please answer the following guestions. Provide your best estimate for
dates of occurrence.

Past Medical History

1. Have you ever had vein stripping? Yes No
If yes, when and which leg?
2. Have you ever had vein injections? Yes No
If yes, which leg and where?
3. Have you ever had a blood clot? Yes No
If yes, when and which leg?
4. Have you ever had phlebitis? Yes No
If yes, when and which leg?

Family History
Does anyone in your family have (or used to have) varicose veins, spider veins, leg
ulcers, or swollen legs?

Father .unsnuaannsaiannansnsnnnnnasaanmmasmnnnmnysmnans Yes  No
IMOLRET oottt ettt sesaesaeesaenesaaesssaseennsenmsnressinenreneeneees ¥ES  NO
BIOthEr(S) vuvviiiviiiniiiriininieirncrrrras i srnrerssresssssnseassnssssssssssssiasansnessosrsnsnsenensene. Y68 NO
SISLBILS ) isnsinsmvnsmsansnseanmn saimssnnmmsmnmsvampranssesss Y5  No
BT oot sreeee s s eeseeesernesss e s et saassnaresanesaaeserneesaeesenstesntasarsnrrrnssereeereeees YOS NO

1. Do you experience any of the following?

Aching/pain in yourlegs" surmnsERTRssR s Yes No
HEaRinEss . cumsmmmissmammmmammmsamsssmmmmssrmasavs 1088 NG
Tiredness/fatigue? ......coccovviiviivcr v, YES NO
Itehing/barming?..cnnmmnnanaaaavsmsmasnaisavens YO8  NO
Swollen ankles? ... . YES NO
Leg cramps? cosvamemammvssaawmannsiaansrusaemrunsass Yes No
Restless Iegs" R S R R et TEE oD
Throbbing? ... BSOS OORIUPTURUOTOTOTORUPOTOURTPPURYPRNSRRURITR { -1 S \\ [+
Other‘? sseanans Yoy No
Do you expenence r.hese problems in _]LlSt one, or both legs" ................. One Both
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Venous Health History Form

2. Have your veins gotten worse in recent months?...........cocooviins .. Yes No

3. Do you take any medication for pain (eg. Advil, etC.)..cccocvvivvvcvven.. Yes No
If yes, what medication and how often?

4. Do you elevate your legs to relieve discomfort? ...........ccevvvvevvervceerens Ye8 NO

5. Do you wear support hose prescribed by a doctor? ..........cccccvvieeen. Yes No
If yes, what type and how long have you worn them?

6. Do you wear light support hose (eg. Sheer Energy, etc.)}?..................... Yes No

7. Dotheyprovide teliel? ....covemmmiiennuanassmmaisnnesmsuen: Yes  No

8. Do you have any problem walking? .........ccccoovvmvvinviinveniiiicnisiicnecne. Y68 NO
If yes, how does it affect you?

9. Do you stand much at work? .......ccooiiiiniinnn . Yes No
Do you stand much at home? ........ccccicvmviinciniiiviniisinisiosnonnns. 168 NO

10. Have you ever had any test(s) done on your veins? ........cccocvvvesvenene. Y68 NO
If yes, when, what type of test and where on the leg?

11. Were you diagnosed with saphenous vein reflux? ..o, Yes - No

12. Please list all Medications including Birth Control.
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