Bradley J. Abrams, D. O.

DERMATOLOGY AND DERMATOLOGIC SURGERY
BOARD CERTIFIED

Sclerotherapy Questionnaire

Name: Date of Birth: Today’s Date:

Age: Height: Weight:

Sex: Male Blood Type: Shoe Size:

1. 1 would liketotreat my leg veinsfor |:|Cosmetic PurposesDM edical Reasons |:|Both
How many years have you noticed this problem?
Have you ever been treated for this problem? |:| Yes |:|No

If yes, by whom and when?
With what method? [ ]Injection [ _|Electrocautery [ JLaser [ |Surgery

2. Haveyou been treated for any of the following? Check box if yes, then specify details.
Phlebitis (Inflammation of avein) |:| Right Leg [ Left Leg, Date(s):
Leg Ulcer [ ] Right Leg [ ] Left Leg, Date(s):
Pulmonary Embolism Date(s):

3. At what age did your veins appear ?
Did they occur:
Before Pregnancy DY&S |:| No After Birth Control DY&S I:'NO
After Pregnancy [ _]Yes[ |No After Estrogen Therapy [ lYes[_INo
After Trauma [ ]Yes[ ]No Other

4. Areyou continuing to develop new veins? |:|Yes|:| No

5.  Areyour present veins getting bigger ? |:|Yes|:| No

6. Which of thefollowing have you experienced? Right Leg LeftLeg How many years?

Pain in your lower limbs
Pain in your thighs

Pain in your Calves
Pain in your legs

Pain in your feet
Swelling of the legs
Skin or ulcer problems
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Other, specify
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10.
11.

12.
13.
14.
15.
16.
17.
18.

If you experience pain in your lower limbs, please answer the following questions:
Isthe pain exacer bated by any of thefollowing? Isthe pain alleviated by any of the following?

Extended periods of standi ng|:| Yes I:INO Elevation of the limbs |:| Yes[_INo
Menstrual periods [ Jves[INo Elastic stockings [ JYes[ INo
Heat [ ]Yes [ INo Walking and/or exercising [ ]Yes [ ]No
Exercising and/or walking [ ]Yes [ |No
Medication [ |Yes| |No
Other, (if yes, specify) DYes DNO
Indicate the type of pain that you experience:
Resting pain [Ives |:|No Numbness [ves |:|No
Resting cramps |:|Ye3 |:|No Burning sensation |:|Yes |:|No
Night cramps [ |Yes[ |No Painin specificareas [ |Yes [ |No
Heavinessin legs [ |Yes [ No If yes, where:
Tiredness DY&S |:|No Additional Comments:
Do you have a family history of:
Varicose veins |:| Y&SD No Leg ulcers DYGSDNO
Phlebitis []Yes[ ]No Cancer [ _]Yes[ ]No

Blood clots [[]Yes[ ]No
Check the box if you have a history of any of the following:

|:| Thrombophlebitis |:| Migraine Headaches |:| Hepatitis

|:| Pulmonary Embolus |:| HIV positive AIDS test |:| Dark spots after pregnancy,
[ ]Deep Vein Thrombosis |:|Septi cemia skin injury, or surgery

[ ]Bleeding Disorders [ ]Lupus

|:|Allergiesto medications, foods, nail polish, or cosmetics (list items)

|:|Allergy or sengitivity to adhesive tape or any product containing latex

[ ]Proneness to fainting spells

|:| Difficult healing or proneness to scarring
Does your work requireyou to bein a prolonged standing or sitting position? |:| Yes|:| No
In the course of a normal day, how much timeis spent in a standing position?

[ J10% [ ]20% [ ]30t050% [_|Morethan 50% of the day

Do you jog, run, jump rope, do aerobicsor alot of dancing? |:|Y$|:|No

Areyou pregnant or planning a pregnancy soon? |:| Yes|:| No
Do you smoke cigar ettes? |:| Y%D No
Do you wear elastic support stockings? |:| Yes |:|No
Have you ever had a blood transfusion []Yes[ ]No

Areyou currently taking any medications? [_]Yes[_INo (If yes, list)

Please indicate the date of your last physical examination:

3328 Bee Ridge Road Sarasota, FL 34239 < Phone (941) 926-2300 < Fax (941) 926-8424

Page 2 of 2



	Name: 
	Date of Birth: 
	Todays Date: 
	Age: 
	Height: 
	Weight: 
	Blood Type: 
	Shoe Size: 
	How many years have you noticed this problem: 
	If yes by whom and when: 
	At what age did your veins appear: 
	Other: 
	How many years 1: 
	How many years 2: 
	How many years 3: 
	How many years 4: 
	How many years 5: 
	How many years 6: 
	How many years 7: 
	Additional Comments: 
	D Allergies to medications foods nail polish or cosmetics list items 1: 
	D Allergies to medications foods nail polish or cosmetics list items 2: 
	Please indicate the date of your last physical examination: 
	Have you ever been treated: Off
	Surgery: Off
	phlebitis LL: Off
	phlebitis RL: Off
	leg ulcer RL: Off
	leg ulcer LL: Off
	Electrocautery: Off
	injection: Off
	Laser: Off
	reason: Off
	Phlebitis D Right Leg  D Left Leg Dates: 
	Ulcer D Right Leg  D Left Leg Dates_2: 
	Pulmonary embolism Dates: 
	Before pregnancy: Off
	After Trauma: Off
	After Birth Control: Off
	After Estrogen Therapy: Off
	Develop new veins: Off
	Present veins getting bigger: Off
	Pain in lower limbs RL: Off
	Painin thighs  RL: Off
	Pain in thighs LL: Off
	Pain in calves RL: Off
	Pain in calves LL: Off
	Pain in leg RL: Off
	Pain in leg LL: Off
	Pain in feet RL: Off
	Pain in feet LL: Off
	SKin or ulcer problems RL: Off
	SKin or ulcer problems LL: Off
	Swelling of legs RL: Off
	Swelling of legs LL: Off
	Extended periods of standings: Off
	Menstrual Periods: Off
	Exercising: Off
	Medication: Off
	other pain exacerbated: Off
	elevation of the limbs: Off
	Elastic stockings: Off
	Walking: Off
	Other specify: 
	Burning sensation: Off
	Pain in specific areas: Off
	areas of pain: 
	resting pain: Off
	resting cramps: Off
	Night cramps: Off
	Heaviness in legs: Off
	Tiredness: Off
	Varicose veins: Off
	Phlebitis: Off
	Blood clots: Off
	Leg ulcers: Off
	Cancer: Off
	Thrombophlebitis: Off
	Pulmonary embolus: Off
	Deep vein trombosis: Off
	Bleeding disorders: Off
	Migraine headaches: Off
	HIV positive AIDS: Off
	Septicemia: Off
	Lupus: Off
	Hepatitis: Off
	Dark spots after pregnancy, skin injury: Off
	Allergy or sensitivity to adhesive tape: Off
	Allergies to medications: Off
	Proneness to fainting spells: Off
	Difficult healing or proneness to scarring: Off
	Prolonge standing or sitting position: Off
	Standing position: Off
	jog, run, jump rope: Off
	Are you or plan to be pregnant: Off
	Smoke cigarettes: Off
	Wear elastic support stocking: Off
	Blood transfusion: Off
	Currently taking meds: Off
	Meds is currently taking If yes list: 
	Sex: [Male]
	After pregnancy: Off
	Pain in lower limbs LL: Off
	Heat: Off
	numbness: Off
	SubmitButton1: 


