                       Tallahassee Vein & Face Clinic Patient History



          2822 Remington Green Circle, Suite 102





     Tallahassee, Florida  32308

Patient Name:_______________________________________Date of Birth;______________

Address:____________________________________________Phone: (h)_________________


   ____________________________________________Phone: (c)_________________

Soc. Sec.#_________________________(for insurance filing) Phone: (w)_________________

Primary Insurance:_________________________Name of Insured:_____________________

Secondary Insurance:_______________________Name of Insured:_____________________

Place of employment:___________________________________________________________

How did you hear about us?

___TV commercial

___magazine ad

___internet

___yellow pages

___Physician referral

___referral from friend

___sign out front

Directions:  Please answer the following questions.  You may estimate dates of occurrence.

Past Medical History

1.  Have you ever had vein stripping surgery?

___Yes
___No
2.  Have you ever had vein injections?


___Yes
___No


which leg, and where?______________________________________________________

3.  Have you ever had a blood clot?



___Yes
___No


which leg, and when?______________________________________________________

4.  Have you ever had painful, inflamed veins (phlebitis)?
___Yes
___No

Family History
Does anyone in your family have (or did they have) “bad veins”, leg ulcers, or swollen legs?

Father

___yes
___no

Mother

___yes
___no

Brother(s)
___yes
___no

Sister(s)
___yes
___no

Other

___yes
___no
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1.  Do you experience any of the following in your legs?


Aching/pain?

___yes
      ___no      ___left
  ___right
___both legs

Heaviness?
            ___yes       ___no      ___left     ___right        ___both legs

Tiredness/fatigue?
___yes       ___no      ___left     ___right        ___both legs


Itching/burning?
___yes
      ___no      ___left     ___right        ___both legs


Swollen ankles?          ___yes       ___no      ___left     ___right        ___both legs


Leg cramps?

___yes       ___no      ___left     ___right        ___both legs


Restless legs? 

___yes
      ___no      ___left     ___right        ___both legs


Throbbing?

___yes       ___no      ___left     ___right        ___both legs

2.  Have your leg symptoms gotten worse recently?

___yes

___no


How so?________________________________________________________________

3.  Do you take any medication for pain (i.e., Tylenol, Advil, Motrin)  __yes
___no


How much do you take per day?________________________________________


_______________________________________________________________________

4.  Do you prop up your legs to relieve discomfort?

___yes

___no


How long each day, and does it relieve your symptoms?___________________________
________________________________________________________________________
5.  Do you exercise?





___yes

___no

6.  Have you been instructed to wear support stockings?
___yes

___no


What is the name of the physician who prescribed stockings, and did they relieve 
symptoms?______________________________________________________________

________________________________________________________________________

7.  Do you wear light support hose (i.e., Sheer energy)?
___yes

___no


Do they provide relief?



___yes

___no
8.  Do you have any problem walking?


___yes

___no


if yes, how does it interfere with your daily life?_________________________________


________________________________________________________________________


________________________________________________________________________

9. What type of work do you do?___________________________________________________


How long do you stand at work?_____________________________________________

Do your symptoms interfere with your job requirements, or duties?__________________


How so?________________________________________________________________

10.  Have you ever had testing done on your veins?

___yes

___no


Which tests, and when?_____________________________________________________

11.  Have you been diagnosed with venous reflux?

___yes

___no

12.  Name of your Physician, and how long have you been under his care for treatment of leg problems or problem veins?_______________________________________________________
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Do you have a history of any of the following conditions?  (check any that apply)

__hepatitis A,B,C

__hemophilia


__heart disease

__cancer


__latex allergy


__shingles

__diabetes


__keloid scars


__HIV

__high blood pressure

__pregnancy


__blood clots

__smoking


__easy bruising

__seizures

__lupus


__pacemaker


__defibrillator

__fibromyalgia

__depression

List current medications:___________________________________________________________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
List any allergies to medication:____________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Please sign to acknowledge receipt of HIPPA privacy statement or access to same, provided by

Tallahassee Vein & Face Clinic, as required by law.

Signature:_________________________________________Date:________________________
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