West Kentucky Surgical, Inc.

Venous Health History Form

Name:   ________________________________________________________



Please answer each question as accurately as possible.  Insurance companies require detailed documentation when considering coverage for vein procedures.

1.  Which leg(s) are we examining?
Right       Left       Both

2. Have you had any previous vein procedures?     Right       Left 

If yes, which procedure(s), when and where? _____________________________

________________________________________________________________________

3.  How long have you had varicose veins?  _____________________________________________

4. Have you ever had a blood clot?  ___________________________________________________

If yes, which leg and when?  ________________________________________________

5.  Have you ever had phlebitis?  _____________________________________________________

If yes, which leg and when?  ________________________________________________

6.  Do you have or have you had any of the following symptoms:  

· Unsightly veins     


 Yes       No
Right leg       Left leg

· Pigmentation (discoloration)

 Yes       No
Right leg       Left leg

· Dermatitis (eczema)


 Yes       No
Right leg       Left leg

· Aching/pain in the legs


 Yes       No
Right leg       Left leg

· Heaviness or tired legs


 Yes       No
Right leg       Left leg

· Itching/burning in legs


 Yes       No
Right leg       Left leg

· Night cramps



 Yes       No
Right leg       Left leg

· Swollen ankles



 Yes       No
Right leg       Left leg

· Leg cramps



 Yes       No
Right leg       Left leg

· Ulcerations on the legs


 Yes       No
Right leg       Left leg

· Throbbing pain in legs


 Yes       No
Right leg       Left leg

· Recent or remote leg trauma

 Yes       No
Right leg       Left leg

7. Do you have a family history of varicose veins?       Yes       No

8. What activities cause more pain or discomfort?  _______________________________________

9. What brings relief of pain?  ________________________________________________________

10. Do you take any medication for pain?       Yes       No

If yes, what medication do you take and does it help?  ___________________________

11. Have you had any recent ultrasounds of the leg(s)?       Yes       No

If yes, when and where?  ___________________________________________________

12.  Are you unable to perform specific activities due to these problems?       Yes       No

If yes, please list:  _________________________________________________________

13.  Do you elevate your legs to relieve discomfort?       Yes       No

If yes, how long per day and does it provide relief?  ______________________________

14. Do you exercise?       Yes       No

If yes, what kind of exercise and how often?  ___________________________________

15.  Do you wear prescription compression stockings?       Yes       No

If yes, how long have you been wearing them?  Do they provide relief?

________________________________________________________________________

Knee high

Thigh high

Full hose

Compression grade, if known:  _______________________________________________

16.  Do you have any problem walking:      Yes       No

If yes, how does it affect you?  _______________________________________________

17.  What type of work do you do?  ____________________________________________________

18. How long do you stand (hours per day) at work/home?  ________________________________

Signature ______________________________________________      Date  ______________________ 

