[image: A blue and white logo

AI-generated content may be incorrect.]FAYETTEVILLE VASCULAR AND VEIN CENTER, P.A.
                      3410 Village Dr Suite 200. Fayetteville, NC 28304
                                     910-401-0202    Fax 910-401-0210

                                                VEIN QUESTIONNAIRE 
                                                                   (PLEASE PROVIDE ANSWERS TO ALL QUESTIONS)
	NAME

	DOB
	AGE 
	SEX

	WHO IS YOUR PRIMARY CARE PHYSICIAN?

	NAME OF REFERRING PHYSICIAN



	1. HOW LONG HAVE YOU HAD LEG SWELLING OR VARICOSE VEINS?
                1 MONTH        2 MONTHS      3MONTHS            1 YEAR


	2. DO YOU EXPERIENCE ANY OF THE FOLLOWING SENSATIONS IN YOUR LEGS? 
ACHING          CRAMPING                    HEAVINESS                        BURNING  

ITCHING         THROBBING                 SWELLING                        FATIGUE 

PAIN              TIREDNESS                     DISCOLORATION            RESTLESS LEGS


	3. WHEN DID YOU NOTICE VEIN RELATED DISCOMFORT?

1 MONTH    2 MONTHS      3 MONTHS     1 YEAR


	4. HAVE YOUR VEINS OR SWELLING WORSENED IN RECENT MONTHS?      YES     NO



	5. WHEN IS THE SWELLING WORSE?
 END OF DAY         WARM WEATHER         PROLONGED STANDING OR SITTING



	6. WHEN IS THE SWELLING BETTER? 
 LEG ELEVATION        EXERCISE                 COMPRESSION HOSE


	7. DOES ELEVATING YOUR LEG RELIEVE YOUR DISCOMFORT?                      YES         NO


	8. DO YOU WEAR SUPPORT/COMPRESSION HOSE?                                                YES        NO

IF YES, PRESCRIBED BY                  SELF                   PHYSICIAN                CAREGIVER

I HAVE WORN COMPRESSION HOSE FOR:        ____ MONTHS                 ____ YEARS

DO THE COMPRESSION HOSE PROVIDE RELIEF?                                               YES        NO

                                                           





	9. HAVE YOU EVER HAD BLEEDING FROM YOUR VARICOSE VEINS?                        YES      NO



	10. DO YOU HAVE ANY PROBLEMS WALKING?                                                                    YES      NO



	11. HAVE YOU EVER HAD YOUR LEG SWELLING OR VARICOSE VEINS                      YES      NO
 EVALUATED?          


	12. HAVE YOU EVER HAD ANY ULTRASOUND TESTS DONE ON                                      YES      NO
        YOUR LEGS FOR THIS PROBLEM


	13. HAVE YOU EVER HAD ANY VEIN SURGERY?                                                                  YES      NO



	14. HAVE YOU EVER HAD SCLEROTHERAPY VEIN INJECTIONS?                                 YES      NO      



	15. HAVE YOU EVER HAD A BLOOD CLOT?                                                                            YES      NO
IF YES, WHEN AND WHICH LEG? 



	16. RATE HOW VARICOSE VEINS AND LEG SWELLING AFFECT YOU:

COMFORT      NONE          MILD                  MODERATE                         SEVERE

MOBILITY      NONE          MILD                  MODERATE                         SEVERE

                  SLEEP               NONE          MILD                 MODERATE                         SEVERE
 
                  WORK               NONE          MILD                 MODERATE                         SEVERE
                
                  GARDENING   NONE          MILD                 MODERATE                         SEVERE
                 
                  SHOPPING       NONE          MILD                 MODERATE                         SEVERE
                  
                  EXERCISE        NONE          MILD                 MODERATE                         SEVERE


	17. HAVE YOU EVER HAD ANY VENOUS ULCERS?                                                                YES       NO



	18. DOES ANYONE IN YOUR FAMILY HAVE VARICOSE VEINS, SPIDER VEINS OR LEG ULCERS?
  
 MOTHER           FATHER            SISTER          BROTHER                   CHILDREN


	19. WHAT ARE YOUR GOALS AND EXPECTATIONS FOR TREATMENT?

              COSMETIC IMPROVEMENT       PAIN RELIEF         PREVENT WORSENING                 IMPROVE MOBILITY


	

	



I understand that photographs may be taken during my office visit for documentation purposes only.

Patient Signature: _____________________________       Date: ________________________

Physician Signature: ____________________________     Date: ________________________
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