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EVLC 

 Clinic-Treatment

VENOUS history sheeT




NAME
…………………………………….


     

GP:…………………………………

D.O.B
……………………………………..


  

Unit No
……………………………………

Address
……………………………………


     

…………………………………

              
…………………………………..


     

…………………………………


…………………………………….


     

………………………………

Tel:………………………………………..

Insurance Company__________________________-Policy Number_____________________________Self funding (
Occupation_____________________

Height_________________________

Weight________________________

VARICOSE VEINS

Left (   Right
 (  Bilateral  (


Primary 
 (









Recurrent
(
When did they start………………
Better(   Worse   (      Same (
Previous surgery type_____________ Date_______________

Symptoms:





L


R

Ache, throbbiness, heaviness, fatigue
(


(
Night cramps



(


(
Ankle swelling


(


(
Thrombophlebitis


(


(
Skin discoloration/Eczema

(


(
Liposclerosis



(


(
Ulcer




(


(
Itching




(


(
Bleeding



(


(
Poor cosmesis



(


(
Thread veins





(


(
Previous DVT




(


(
Previous leg trauma/Fracture


(


(
ANAESTHESIA QUESTIONNAIRE

Do you have, or had, any of the following?




Yes

No

· Diabetes or sugar in the urine





(

(
· High blood pressure






(

(
· Heart disease or rheumatic fever




(

(
· Breathlessness or chest pain on exercise or at night


(

(
· Bronchitis, asthma or lung problems




(

(
· Convulsions or fits






(

(
· Prolonged mental upsets or faints




(

(
· Arthritis or muscle disease





(

(
· Kidney problems






(

(
· Anaemia, bleeding or bruising problems



(

(
· Heart burn, acid reflux or hiatus hernia



(

(
· Yellow jaundice or hepatitis





(

(
· Have you ever been in hospital for serious illness? 


(

(
If “Yes”, do you know the diagnosis?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Have you ever had a reaction to local or general anaesthesia?
(

(
If “Yes”, what was the reaction?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have any of your first degree relatives reacted seriously to anaesthetics? 
(

(
· Are you or have you been a smoker?

 


(

(
If “Yes”, how many cigarettes and for how long?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Do you take any regular tablets or inhalers?
 


(

(
If “Yes”, which ones and for what reason?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Are you allergic to any medicines, plasters, dressings, etc? 

(

(
If “Yes”, Which ones and what type of allergy?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Please state your approximate height________________and weight_________________________

Signature________________________________



Date______________________

Distribution [drawn by patient or surgeon]
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Date




Comments:

Clinical decision:

Procedure:

Date:
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Surgeon:

F-U date:

Result:

Sclerotherapy:
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Date:

Avulsions:

Date:
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Follow-up date:

Result:………………………………………………..
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