VEIN CENTER OF CHARLOTTE - MEDICAL HISTORY FORM

Do you have any of these symptoms? (Please check)

QA LEG PAIN QTIRED / HEAVY LEGS Q1 SKIN CHANGES

Q OTHER O TENDERNESS QA NIGHTTIME LEG CRAMPS
A RED WARM AREAS QACHING / THROBBING QITCHING

Q ULCERS/OPEN SORES U BURNING /STINGING O SWELLING

Q RESTLESS LEGS AT NIGHT

How long have you had this problem? YEARS MONTHS

Are your symptoms worse with? 1 PROLONGED SITTING / STANDING
QHOT BATHS Q1 MENSES

Are your symptoms improved by? 1 RESTAND ELEVATION QO WALKING

How does your pain/discomfort affect your daily activities?

Have you ever worn prescription compression stockings? ANO QYES
For how long?

Have your U Symptoms U Veins worsened over time? ANO QYES

List any Rx or OTC pain medications you take for your symptoms:

Have you ever had treatment for vein problems? ANO QYES
IF YES, EXPLAIN:

Was treatment successful? QYES ANO
IF ‘NO’, EXPLAIN WHY NOT:

Females only: Are you pregnant or trying to become pregnant? Q1 NO QYES
Do you take hormones or birth control pills? A NO QAYES
For how many years?
Total number of pregnancies you have had: How many children?
# miscarriages? Were your veins made worse with pregnancy? U Yes d No

Medical History (Check the appropriate box only if you have ever been diagnosed with or
treated for the following):

4 HIGH BLOOD PRESSURE QA HIV/AIDS WASTHMA Q1 OTHER

J HEART DISEASE U DIABETES U BLOOD CLOTS
J HEPATITIS 4 EMPHYSEMA / COPD 4 PHLEBITIS
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Surgical History (List all surgeries including year):

Current Medications (Include all over-the-counter or non-prescription drugs):

Allergies-Sensitivities (drugs and foods):

Family history of (check all that apply and please explain)

J VARICOSE VEINS:

J SPIDER VEINS:

4 BLOOD CLOTS:

J PHLEBITIS:

What do you hope to get out of vein treatment?

Family physician’s name, address, and phone number:

Whom may we thank for referring you to our office?

By signing below | also consent to the taking of photographs for my medical record.

Patient’s signature Date
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