
         Vein Consultation 

Name:        PHN:    Birthdate: 

Address:        City:    Postal Code:  

Home Phone:     Work:     Cell:    

Permission to contact you for appointment reminders by text? □ Yes   □ No   

Email Address:       Permission to contact you by email? □ Yes   □ No  

                                                                        

Emergency Contact & Relationship:     Emergency Contact Phone:   

Family Physician:       Occupation: 

Current Medications 

Previous Surgeries 

Drug Allergies     

Latex Allergy?   □ Yes   □ No     Height:   Weight:     

 

How did you hear about us? □ Word of Mouth  □ Friend/Client Here □ Instagram 

□ Google/Website □ Facebook  □ Other _________________________ 

Lifestyle 

Cigarettes?   □ Yes   □ No Cigarettes per day?  Years smoked?    

Alcohol/Drinks per week?     Exercise & Frequency per week?  

Personal History 

□Heart Disease  □Thyroid Problems □Hypertension  □Seizures □Diabetes   

□Previous Stroke/ TIA □Kidney Problems □Migraines  □Cancer    

□Other (please list)  

Have you ever been documented to be a carrier of an antibiotic resistant organism (ARO)?   □ Yes   □ No 

 

Symptoms Related to Venous System 

  Right Leg Left Leg 

Discomfort  Occasional □ □ 

 Daily □ □ 

 Daily – limits activity  □ □ 

Edema/Swelling Foot/Ankle □ □ 

 Above Ankle to Knee □ □ 

 Above Knee □ □ 

Skin Changes or Ulcer  □ □ 

Previous Venous Treatment Sclerotherapy □ □ 

 Surgery □ □ 

 EVLT – Endovenous Laser □ □ 

 Laser for Spiders □ □ 

Investigations Superficial Mapping □ □ 

 Vascular Lab □ □ 

Previous DVT  □ □ 

 

 

 



         Vein Consultation 

Compression Therapy 

Do you wear compression stockings?  □   Yes          □   No    

        Daily?  □   Yes          □   No   

Reason:  

□   For treatment □   For prevention 

 

Personal & Family History 

Heart abnormalities – VSD or ASD………………………………………………………………… 
Bleeding or clotting disorder………………………………………………………………………… 
Varicose Veins………………………………………………………………………………………………. 
Have you ever been told you need antibiotics for dental procedures?............ 

□   Personal     □   Family 
□   Personal     □   Family 
□   Personal     □   Family 
□   Yes               □   No 

Pulmonary Embolus……………………………………………………………………………………… □   Personal     □   Family 
 

 
 
 
I hereby certify that the above information is true and correct as to the best of my knowledge. 
 
                
Signature        Date 


