
PrirrcctoD Surgical Associates

Patient Name Physician

Ag9________―
――――――――

Wび _  lbs Date
Most vancose van stllgCncs arc cOvcred lhrollgh mcdlcal轟 sulance Maly lnsurancc ca..lers
would requllc a six 16)monm tl.al ofconsen/advc managcmcnt

When did you first notice eDla.ged veins?
1- Is oIIe leg worse thar the other?
2. How do the veins bother you:

Sharp pain

I-eft Same
I{ave you ever had:
Clots in legs (pl ebitis) yes no
Deep veinthrombosis yes no
Clots in lungs (embolus) yes no
Leglaakle ulcers yes no
flltrasound/duplex yes no
Blood thirurers yes no

腱 gllt

ycs Ю
Aches/discomfort yes no
Congestion/pressure yes no
Swellirg yes no
Itching yes no
Appearance yes no

3. Ifyes to any ofthe above questions - whcD./wherc treated/dosage

4. I{ave you tried compressiotr stockings? ( Most insurance carriers require a 3,6 month
trial of comprcssion stockings)
If not, why

5- Ilave you had previous injection thempy or surgery for your veins? yes no
Results

6. Have you now or ever had the followilg:
Weight change of 10 lbs. in the last 6 months
Easy bruising or fiee bleeding
Lrg pain caused by walkirg
Major injury or surgery in your legs

Do you elevate your legs
Number of pregnancieVdeliveries
Do you take aspirin or blood thinners regularly?
Dosage Lcngth Of●」llc

9. Do you take over-the-counter medication for painful varicose veins"?
If so,whatコ■cd Dosage & longth of time
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10. Anv other toms related to yaricose yeiN?
1'o be completed by physiciar

1

2
3

Diameter, in millimeters, of vadcosities
l,ocalion ofveins to be treated
Diagnostic tests performed and results

Commeuts:

Signature Datc


