CONFIDENTIAL HEALTH HISTORY

@ljmj @a_lfe) @e)mjtj@[( PATIENT INFORMATION

Praveen K. Malhotra, MD.
Interventional Radiolgist

PLEASE PRINT LEGIBLY.

Name: Date:
Patient’s DOB: Patient’s age: Sex:[ M [ JF

Family Physician: City:

Referring Physician: City:

PRESENT SYMPTOMS
Do your legs or ankles suffer from any of the following?:
“1Pain? [ JRt [ JLt [ :please rate on scale of 1-10, with 10 being worst]
OTingling? [ JRt [ ]Lt
CBurning? [ JRt [ ]Lt
/Numbness? [ JRt [ ]Lt

"1Aching? [ JRt [ JLt [ :please rate on scale of 1-10, with 10 being worst]
Ctchiness? [ JRt [ ]Lt
"/Pulsating/throbbing? [ JRt [ JLt
“ITender to touch? [ JRt [ JLt
"IRestless legs? [ JRt [ JLt

[ Tiredness/fatigue? [ JRt [ JLt
CISwelling? [ JRt [ JLt
"1Skin changes / discolorations? [ JRt [ JLt
"1Varicose veins / spider veins? [ JRt [ ]Lt
"1Bleeding from varicose veins? [ JRt [ JLt
“IUlIcerations? [ JRt [ JLt
"10ther?

When do you notice these symptoms?
"IStanding  [/During Evening [JSitting  [JResting

When did you first notice these symptoms?

Have the symptoms become worse? Y / N If Yes, which symptoms have worsened?

For Female Patients:
Did pregnancy aggravate the symptoms? Y /N
Family history of still births? Y / N
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VYENOUS MEDICAL HISTORY

Current Symptoms:
Do YOU have a history of: (please check all that are applicable)
1Deep Vein Thrombosis (DVT)
"1Blood clot in the lungs
"ISuperficial Phlebitis
Cnjuries to your leg(s) or veins
"IFamily history of varicose veins: [/Mother [Father [ Grandparents
"IFamily history of deep venous thrombosis, stroke or clotting disorders
"IMother [Father []Grandparents
"1Occupation requiring long periods of standing / exertion
Occupation:

Treament of Your Symptoms of Venous Disease:
Have you been treated for your veins before? Y /N
If YES, by whom? When?
What method of treatment was used?
[/Laser
1 Radiofrequency Closure
"1 Sclerotherapy
"1 Stripping
1 Other

What have your results been?

Have you worn Compression Medical Hose for conservative relief? Y /N If so, how long?
Are you on your feet for long periods? Y /N In what capacity?
Does walking/exercise relieve your discomfort or make it worse? [ Relieves [ Worsens

Do you have a history of any of the following: (please check all that are applicable)

"1Varicose or Spider Vein treatment

"IVenous ulcer treatment

"IBleeding from varicose veins

"IWearing compression stockings If YES, for how many months?
30-40mmHG. Compression stockings? Y /N If No, what mm?

"1Taking anti-inflammatory medication for your legs

"1Rest and elevation of legs to reduce your symptoms

"1Exercise to reduce your symptoms If Yes, how many times per week?

IWeight loss to reduce your symptoms If Yes, # pounds over # of years
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For FEMALE PATIENTS:
"ICurrently pregnant
“IPlanning any future pregnancy
"IProblem(s) during pregnancy. Please list:

PAST MEDICAL HISTORY (please check all that apply)

Do YOU have a history of:
"IKidney/Bladder Disease [ILiver Disease [IHepatitis [JHIV/AIDS
"IDiabetes; Insulin dependent [Thyroid Disease [IStroke
"IPeripheral Vascular Disease [ITIA [1Coronary Heart Disease
"IHeart Valve Problems [IBleeding or Blood Disorder []Anemia

"IPulmonary Embolus [1Easy Bruising ['High Blood Pressure [JCarotid Disease

"IAtherosclerosis [JRupture of a vein [Trauma to your legs
[IBlood Transfusion(Date)
“ICancer of

"1Other:

Do you have any allergies or sensitivities to medicines or tape? List all:

PAST SURGICAL HISTORY (Include year of procedure) (attach additional sheet if necessary)

BLEEDING HISTORY (Please check all that apply)
"IExcessive Bleeding  [1Easy Bruising ~ []Aspirin Use
"1Coumadin Use
"10ther:

SOCIAL HISTORY (Please check all that apply)

"ISmoke packs per day for years
"JAlcoholuse: ~ None _ Social  #years
Occupation:

Marital Status: [IMarried [ISingle [IDivorced [1Widowed
"IChildren(Ages —if under age 25):

FAMILY HISTORY (Please check all that apply)
"IFamily history of heart disease: [1Mother [1Father [IGrandparents [] Sibling
"IFamily history of hypertension: [1Mother [Father [JGrandparents [] Sibling
"IFamily history of diabetes: [1Mother [|Father [1Grandparents [| Sibling
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"IFamily history of cancer: [1Mother [Father [IGrandparents [] Sibling
"IFamily history of strokes: [1Mother [Father [IGrandparents [] Sibling

CURRENT MEDICAL INFORMATION

Are you being treated for any current medical conditions? Y /N  If so, what are these conditions? (attach

separate sheet if necessary)

Please list all medicines that you take (Prescription, Non-Prescription Vitamins and Herbal):

REVIEW OF SYSTEMS (Please Check all that apply)
Constitution: [1Weight loss [1Weight gain [INight sweats [/Fever

Skin: "IChange in size/color of moles [1Rash [/Bruising

Eyes: "IDecreased vision [JDouble vision [/Blurred vision []Glasses

ENMT: “1Pain [1Deafness [IDischarge [IRinging in ears []Sinus drainage
"INose bleed [JHoarseness

Cardiac: CPalpitations [JChest pain [IShortness of breath [1Fatigue [1Swelling in feet/legs

Respiratory: [1Cough [Production of sputum []Coughing of blood [IPain

Gastro: [Painful swallowing [INausea [JVomiting [IVomitblood [lIndigestion
"IDiarrhea [Constipation [ITarry stools [Yellow jaundice [IBloody stools
"1Change in BMs

Genito: CIKidney/bladder disease [ /Decreased urine stream

"1Unable to urinate  [JPainful urination [/Blood in urine
Musc/Skel: ~ [IWeakness [Trauma [JLimited motion [/Bone/joint deformity
Neuro: "IParalysis [1Weakness [ISeizure []Fainting

"IHeadache [IMigraine [lIncoordination [IHead trauma

"INumbness/tingling in extremities

Psych: "JAnxiety [IDepression [JHallucinations

Endocrine:  [1Change of appetite [JExcessive thirst/urination [1Goiter
Hemato: “ISwollen lymph nodes [IBleeding disorders

Immuno: OImmune disorders [JImmunosuppression

[FEMALES ONLY:]
Breast: [ILumps [1Pain [INipple discharge [/Infection
CTrauma []Last mammogram(date)
Gyn: [llrregular periods [JHormone therapy [ IMenopause
"Last pelvic exam (date) "1Last period(date)

Signature: Date:
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