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Varicose Vein Questionnaire
Name:___________________________________Age:___________________Sex: Male/Female
Do you experience any of the following sensations in your legs? Please Circle

Aching/Pain                 Heaviness
Tiredness/ Fatigue      Itching/ Burning
Swelling                         Leg Cramps
Restless Legs                 Throbbing

Other:___________________________________________________________________

Have your Veins worsened in recent months?			Yes  or No
Do you elevate your legs to relieve discomfort?			Yes  or No
Do you wear support hose?					Yes or No
Prescribed by a physician?					Yes or No
If yes, How Long?____________________
If yes, Do the hose provide relief?_________________
Ha e you ever had bleeding from your leg veins?	Yes or No
Do you have any problems walking?         			Yes or No
Do you stand much at work or at home?			Yes or No
How does standing effect your leg(s)?_______________________________________________________________________________________________________________________________________________________
Have you ever had a Vein evaluation before?________When and Where?___________________________Which Leg____________________________________
Have you ever had any Testing done on your Veins?______When and Where?__________________________________Which Leg_____________________________
Have you ever had Vein Stripping Surgery?________When and Where?_________________________Which Leg?_____________________________________
Have you ever had Sclerotherapy Vein Injections?________When and Where?___________________Which Leg?___________________________________________
Do you have or ever had a Blood Clot?______________________Which Leg?_________________________
Have you ever had phlebitis or inflammation of your veins?_____________If yes, which leg?______________________________________________________________________


Child Bearing History
Do you think that you are presently pregnant? 			Yes   No
How many times have you been pregnant?_________________
Do you intend to have any more children?___________________
Are you currently Breastfeeding? 					Yes  No

Family History
Does anyone in your family have varicose veins, spider veins or leg ulcers?
Father			Yes  No
Mother			Yes  No
Brother			Yes  No
Sister			Yes  No
Children		Yes  No
Medical History
Have you ever had any of the following health problems?
Diabetes
High Blood Pressure
Stroke
TIA or Mini Stroke
Blood Clots 
Varicose Veins
Blockage in the Arteries of the legs
Aortic Aneurysm (AAA)
Heart Attack
Atrial Fibrillation
Congestive Heart Failure
Kidney Failure
Hepatitis 
HIV/AIDS
Stomach or Peptic Ulcer
Cancer
OTHER ____________________________________________________________________________________________________________________________________________________________

Are you currently taking Antibiotics or currently being treated for any infections?_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgery History.
Procedures/Surgeries please check the following:
Bypass Surgery (heart CABG)   Date:__________________________
Heart Angioplasty or Stent   Date:____________________________
Pacemaker   Date:_______________________
Heart Valve Surgery   Date:______________________
Leg Bypass Surgery  Date:_____________________
Leg Artery Stent  Date:________________________
Carotid Endarterectomy  Date:___________________
Aortic Aneurysm  Date:__________________
Any other Surgery:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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