VEIN SCREENING FORM

Please complete left side of form only.

Date: . Appt Time: Screening Provider:
Mame: Primary Care Physician:
Phone: Insurance Provider:
Email:

DOB: Se: (M [OF

L Vascular History

Do you have or have you ever been diagnosed with:

Varicose vein problems Oy O8N LegOr Ol
FPhlebitis (vein rednessitendemess) [ Y N Leg TR [JL
Blood clots Oy O8N Leg:Or ClL
Deep vein thrombosis (DVT) Oy ON  Leg: Or L
Saphenous vein reflux Oy ON  LegOr L
Do you experience any of the following in your leg(s):

Aching/pain Oy ON Leg:Or L
Heaviness Oy ON  Leg: (IR UL
Tiredness/fatigue Oy ON  Leg R (L
Itching/burning Oy O8N Leg: Or L
Swelling Oy ON LegOr [IL
Cramps Oy ON  Leg: R [IL
Restless legs OY O Leg R L
Throbbing Oy ON  Leg: Or (L
Skin or uicer problems Oy ON  Leg: Or OJu
Other: Oy ON Leg: CIr (L
Which of the following do you currently do to improve your leg vein
symptomas:

Medication for pain OY[ON What?

Elevation of legs Oy ON  What?

Wear support hose OY N What?

IL. Family History

V. Vein Sereening (to be completed by screening provider)

REGHT LEQ LEFT LEG
Amiafigs Postesior Arduriod Pustasfer
Physical Exam:
CEAP Clinical Signs:
RIGHT LEG (check all that apply)
[ Mo signs of venous disease [ Spider veins
[ Visible varicose veins [ Edema
[ Pigmentation [ Healed uleers ] Active uleers

Have any of your family members had: LEFT LEG (check all that apply)
Varicose veins Oy N Who? ] No signs of venous discase [ spider veins
Vein stripping Oy ON  Whoe? [ visible varicose veins [ Edema
Blood coagulation disorder [ Y N  Wha? [ Pigmentation  [] Healed ulcers [ Active uleers
Blood clots Oy ON Who?
Stroke, heart attacks or Oy N Whe? Clinical Assessment:
pulmonary emboli [ Chronic venous insufficiency Or Ou
IIL Vein Treatment History ] Cther: Or Ou
Have you ever been treated for varicose veins with:
Sclerotherapy Oy ON  Leg: (IR L Treatment Plan:
Laser therapy (spider veins) Oy ON  Leg: [r CIL [ Duplex ultrasound Or O
Phlebectomy Oy ON Leg (R (L [ Sclerotherapy Or OL
Vein stripping surgery Oy O Leg: [Jr L [ Medical compression stockings Or U
RF ablation (VNUS Closure®) Oy O~ LegOr OL [ Other: Or (L
IV. Personal Activities List
Does your work require: Screening Provider Signature:
Prolonged standing periods Oy O
Prolonged sitting periods Oy OnN Follow-Up Appointment
Do you exercise regularly? Oy [N Daate: Time:
Do you smoke? Oy O
Pregnancics Oy ON  Howmany? Physiclan:

Fhysician Phone Mumber:
NOTES:

C. On-Site Implementation Kit: Vein Screening Form

C-5



