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                                                        Vein Questionnaire  

Name: _________________________

Date: _________________________

Your insurance company may require documentation of certain criteria before vein therapy is considered to be medically necessary, and therefore reimbursable through them.

Do your activities, both work and home, require prolonged periods of standing? Yes/No


If yes, what activity requires prolonged periods of standing?

__________________________________________________________________

If yes, how many times during the day do you have to sit or take a break due to aching, cramping, burning, itching or swelling in the lower extremities? 
	· 
	· 
	· 
	· 

	Never 
	Once per day 
	2-3 times per day 
	4 or more times per day 


Do you take over-the-counter medications (e.g., aspirin, ibuprofen, NSAIDS or a similar type of medication) or prescription medications for aching, cramping, burning or swelling of the lower extremities? Yes/No

If yes, what is the medication and dosage?


____________________________________________________________________

If yes, how any days in a two week period of time do you take the medication?

	· 
	· 
	· 
	· 

	0-2 days 
	3-4 days 
	5-6 days 
	7 or more days 


Have you worn prescription graded compression stockings? Yes/No
If yes, How long?  Please provide dates.

	From: MM/YYYY
	To: MM/YYYY

	 
	


If yes, did the stockings result in a significant improvement of symptoms?

	· 
	· 
	Strength of Stockings (in mmHg)

	Yes
	No
	


Name: _________________________

Date: _________________________

Please describe as completely as possible any physician’s names, clinic names and dates of treatments, as well as any prior vain therapy that you have undergone.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What conservative therapies have been utilized in an attempt to decrease your leg symptoms, and for how long (give specific dates or timeframes)?

	Conservative Therapies
	From: MM/YYYY to MM/YYYY

	Leg Elevation 
	

	Aspirin or Other Pain Relievers
	

	Compression Stockings
	

	Weight Loss
	

	Exercise
	

	Message
	

	Other Therapies
	


Specifically how do your leg symptoms affect the quality of your daily activities at work and/or home?
	Activity
	Yes
	No
	List Specific Examples

	Walking
	
	
	

	Driving
	
	
	

	Kneeling 
	
	
	

	Exercising
	
	
	

	Sitting 
	
	
	

	Standing
	
	
	

	Leisure Activities
	
	
	

	Other
	
	
	

	Other
	
	
	


Have you ever been diagnosed with blood clots, sometimes referred to as phlebitis?

______________________________________________________________________________________________________________________________________________________
Have you ever experienced bleeding from the veins that was difficult to stop?

______________________________________________________________________________________________________________________________________________________
Have you ever had a sore on your legs that took longer to heal than you would normally expect?

______________________________________________________________________________________________________________________________________________________
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