
m e d i c a l  h i s t o ry 
Q u e s t i o n n a i r e

 

 surname: title:  mr / mrs / ms / miss  

 First name:  date of Birth:   /       /

 Phone no: (h)                                          (m)   

 address:  

 email:

  Pension/hcc no: exp:    /

 medicare number: 

 expiry date:           /          / ref no:

  Family doctor name:

 address:

 suburb: Postcode:

 Phone:

 how did you find out about us?

 Friend	 doctor referral magazine Word of mouth internet

Princess Towers

level 2, suite 203, no. 1 Princess street, KeW 3101

(cnr Princess st & studley ParK rd)

Phone: 9855 0990.  Fax: 9855 0911

sPeciALisT cenTre

103-109 ProsPect hill road (cnr narre Warren north rd) 

narre Warren 3805

Phone: 03 8790 3352 (mondays and Wednesdays only)

Fax: 03 8790 3363

email: loizou@veinsolutions.com.au

www.veinsolutions.com.au

 

written 11/07

Please take a few minutes to answer the following questions carefully as 
this assists us in preparing for your assessment.  the information from this 
Questionaire may be used for research purposes.  your personal details will 
be withheld.  Please tick what is correct.  if you are not sure about the 
answer, leave it blank and ask the doctor at your consultation.



 Your Current Complaint  (code Ycc)

1.  Are you consulting for:
 a. varicose veins of the legs

 b. spider veins of the leg

 c. leg ulcers

 d. recurrence of the veins after an operation

 e. recurrence of the veins after injections

	 f. recurrence of the veins after laser

	 g. Pelvic congestions

	 h. varicose veins of the vagina

	 i. lymphatic problem of the legs

	 j. check-up

	 k. other:

 …........................................................................................................................... 

 

 Your Symptons               (code Ys)

2.  Indicate which of the following problems you have    
  experienced:
	 a. Pain in your legs

	 b. heaviness in the legs

	 c. Bursting pain in the calf after exercise

	 d. Burning sensation in the calf

	 e. night cramps in the legs

	 f. itchiness in the legs

	 g. leg rash

	 h. swelling in the legs

	 i. tiredness in the legs

	 j. restlessness in the legs

	 k. other: 

 ..............................................................................................................................

Thank you for your time!

 (code 1M)

 (code 2L)
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3.  If you experience pain in your legs:              (code 3A)
a.       Does your pain get worse:

Yes no

  a. before your menstrual periods

 	 b. after extended periods of standing

  c. with heat

   d. at the end of the day

  e. following exercise and walking

  f. early mornings

    other: …..............................................................................................

    ….........................................................................................................

    ….........................................................................................................

 b.      Does the pain get better by:                                      (code 3B)

Yes no

  a. rest

  b. elevating the legs

  c.  elastic stockings

  d. medication: …......................................................................................

  e. exercise and walking

 	 f. when you stand up

    other: …..............................................................................................

    ….........................................................................................................

    ….........................................................................................................

 
 

25.  Do you have an allergy to any of the following?              
if you answer “’Yes’ to any of the following, please explain what happens if you take them

Yes no

  a. Foods ...................................................................................................

  b. local anaesthetic ..................................................................................

  c. tapes ...................................................................................................

  other ........................................................................................................... 

  ..................................................................................................................... 

  .....................................................................................................................

26. What are your feelings towards surgery on your veins?
 a. don’t mind

 b. if really necessary

 c. opposed

                                                                                                                                                      
          
27. Are there any pending travel arrangements?
Yes no

  (if yes please give details) ..................................................................................
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

28. Have you had any problems with your legs with travel?           
Yes no

  (if yes please explain) ......................................................................................
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

10 3



 Onset of Veins                               (code oV)

4. When did your veins occur?                             
Yes 

	 a. age: ..............................

 b. since childhood

	 c. after taking the contraceptive pill

	 d. Before pregnancy

 e. during pregnancy

 f. after pregnancy (while breast feeding).  

  specify which pregnancy: ...................................................................................

 g. after menopause

 h. after an operation

 i. after trauma

  other: .................................................................................................... ............ 

  ...........................................................................................................................

5.   Ladies only:  Do you suffer from:               (code 5Pc)

Yes 

 a. heaviness in the lower abdomen ........................................................................

 b. Pain in the lower abdomen ................................................................................

 c. Burning sensation in the groin ...........................................................................

 d. difficult and painful intercourse .........................................................................

 e. hemorrhoids .....................................................................................................

 f. Frequent urination ............................................................................................

 g. constipation ......................................................................................................

 Medications
21.  Regular Medications .................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

are you taking fish oil extract? Yes no

22. Are you taking Iron Tablets?                
Yes no

if yes for how long? ............................................................................................................

For what reason? ......................…......................................................................................

23.  Do you take aspirin or anti-inflammatory drugs?       
Yes  no

   (e.g. Voltaren, naprosyn, etc)

 
 Allergies        (code A1Y A1n)

24.  Have you had any of the following allergic reactions?
Yes    no

  a.  eczema ....................................................................................................

  b.  hives .......................................................................................................

  c.  hay fever .................................................................................................

  d.  anaphylactic shock (severe life threatening allergic reaction)    

  if yes please explain what happened .............................................................. 

  ..................................................................................................................... 

  ..................................................................................................................... 

  .....................................................................................................................

(code 24Y 24n) 
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 Past Venous History                                              (code PVH)

6.  Have you had any of the following:
Yes no

 	 a. Phlebitis (inflammation of a vein) .............................................................

 	 b. dvt (blood clot in a deep vein) ................................................................

  c. Pulmonary embolism (blood clotinthelung)...............................................

  d. ulcer of the legs....................................................................................

  e. Bleeding disorder .................................................................................

  f. easing bruising .....................................................................................

  g. required Warfarin or had injections in the tummy for any reason 

   .....................................................................................................................

 
7.  Have you had previous treatments for your veins?
Yes no                   (code 7Y 7n)                   

if yes, with what method?

 a.  injection

 b.  operation

 c.  laser

 d.  other: ..........................................................................................................

   by whom and when? 

   ..................................................................................................................... 

   ..................................................................................................................... 

   Did you have any problems afterwards? 

   ..................................................................................................................... 

   ..................................................................................................................... 

   were you happy with the overall results? 

   ..................................................................................................................... 

   ..................................................................................................................... 

 Family History                                    (code FH)

18.  Do you have a family history of:
Yes no

 	 a. varicose vein problems .........................................................................

 	 b. spider veins .........................................................................................

  c. Phlebitis (inflammation of the vein).......................................................

  d. Blood clots ...........................................................................................

  e. Bleeding disorders ................................................................................

  f. leg ulcers ............................................................................................

  g. other problems affecting the veins or circulation? ................................ 

   ............................................................................................................

	

 Psychological History            (code PH)

19.  Do you suffer from:
Yes no

 	 a. anxiety ................................................................................................

 	 b. Panic attacks ........................................................................................

 	 c. claustrophobia .....................................................................................

 	 d. needle phobia .....................................................................................

 	 e. other psychological or psychiatric disorder ..........................................

    .............................................................................................................

 
 Social History
20.  About you:
 a. single   d. regular alcohol ................... / day   

 b. married   e.  social drinker

 c. smoker.................... / day  f. occupation ................................. 

      .........................................................
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 Past Medical History                                    (code PMH)

8.  Do you have a history of:
Yes no

  a. hiv / aids .........................................................................................

  b. hepatitis – A, B, or c, please indicate ......................................................

  c. Blood transfusions ................................................................................

  d. asthma ................................................................................................

  e. diabetes – on insulin, tablets, or diet controlled? .........................................

  f. high blood pressure .............................................................................

  g. seizures, convulsions or epilepsy ...........................................................

  h. stroke ...................................................................................................

  i. Bad circulation .....................................................................................

  j. cancer .................................................................................................

  k. arthritis or other types of autoimmune disease (e.g. Lupus) ....................

  l. thyroid problems – please explain ..........................................................

  m.  heart disease ........................................................................................

  o.  migraine ..............................................................................................

  p.  hole in the heart? .................................................................................

    other medical problems ........................................................................ 

    ............................................................................................................. 
    ............................................................................................................. 
    ............................................................................................................. 

    .............................................................................................................

 Gynaecological History (Ladies only)            (code GH9)

9.  How many times have you been pregnant? .................................. 

  (include any termination or miscarriage) .......................................................................

10.  How many children do you have? .................................(code GH10)

            Yes no

11. Are you pregnant?         (if applicable)  
12. Are you planning a pregnancy soon? (if applicable)
13. Are you currently breast feeding? (if applicable)

14. Have you had a hysterectomy? (if applicable)

 if yes what year? ..............................................................   Yes no

15. Are you taking the Pill? (if applicable)       
 if yes which one? .............................................................

 for how long? ..................................................................   Yes no

16. Hormone Replacement Therapy? (if applicable)

 if yes which one? .............................................................

 for how long? ..................................................................

 
 Surgical History
17.  Please name all operations you have had with             
  relevant year

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

 

6 7



 Past Medical History                                    (code PMH)

8.  Do you have a history of:
Yes no

  a. hiv / aids .........................................................................................

  b. hepatitis – A, B, or c, please indicate ......................................................

  c. Blood transfusions ................................................................................

  d. asthma ................................................................................................

  e. diabetes – on insulin, tablets, or diet controlled? .........................................

  f. high blood pressure .............................................................................

  g. seizures, convulsions or epilepsy ...........................................................

  h. stroke ...................................................................................................

  i. Bad circulation .....................................................................................

  j. cancer .................................................................................................

  k. arthritis or other types of autoimmune disease (e.g. Lupus) ....................

  l. thyroid problems – please explain ..........................................................

  m.  heart disease ........................................................................................

  o.  migraine ..............................................................................................

  p.  hole in the heart? .................................................................................

    other medical problems ........................................................................ 

    ............................................................................................................. 
    ............................................................................................................. 
    ............................................................................................................. 

    .............................................................................................................

 Gynaecological History (Ladies only)            (code GH9)

9.  How many times have you been pregnant? .................................. 

  (include any termination or miscarriage) .......................................................................

10.  How many children do you have? .................................(code GH10)

            Yes no

11. Are you pregnant?         (if applicable)  
12. Are you planning a pregnancy soon? (if applicable)
13. Are you currently breast feeding? (if applicable)

14. Have you had a hysterectomy? (if applicable)

 if yes what year? ..............................................................   Yes no

15. Are you taking the Pill? (if applicable)       
 if yes which one? .............................................................

 for how long? ..................................................................   Yes no

16. Hormone Replacement Therapy? (if applicable)

 if yes which one? .............................................................

 for how long? ..................................................................

 
 Surgical History
17.  Please name all operations you have had with             
  relevant year

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

 

6 7



 Past Venous History                                              (code PVH)

6.  Have you had any of the following:
Yes no

 	 a. Phlebitis (inflammation of a vein) .............................................................

 	 b. dvt (blood clot in a deep vein) ................................................................

  c. Pulmonary embolism (blood clotinthelung)...............................................

  d. ulcer of the legs....................................................................................

  e. Bleeding disorder .................................................................................

  f. easing bruising .....................................................................................

  g. required Warfarin or had injections in the tummy for any reason 

   .....................................................................................................................

 
7.  Have you had previous treatments for your veins?
Yes no                   (code 7Y 7n)                   

if yes, with what method?

 a.  injection

 b.  operation

 c.  laser

 d.  other: ..........................................................................................................

   by whom and when? 

   ..................................................................................................................... 

   ..................................................................................................................... 

   Did you have any problems afterwards? 

   ..................................................................................................................... 

   ..................................................................................................................... 

   were you happy with the overall results? 

   ..................................................................................................................... 

   ..................................................................................................................... 

 Family History                                    (code FH)

18.  Do you have a family history of:
Yes no

 	 a. varicose vein problems .........................................................................

 	 b. spider veins .........................................................................................

  c. Phlebitis (inflammation of the vein).......................................................

  d. Blood clots ...........................................................................................

  e. Bleeding disorders ................................................................................

  f. leg ulcers ............................................................................................

  g. other problems affecting the veins or circulation? ................................ 

   ............................................................................................................

	

 Psychological History            (code PH)

19.  Do you suffer from:
Yes no

 	 a. anxiety ................................................................................................

 	 b. Panic attacks ........................................................................................

 	 c. claustrophobia .....................................................................................

 	 d. needle phobia .....................................................................................

 	 e. other psychological or psychiatric disorder ..........................................

    .............................................................................................................

 
 Social History
20.  About you:
 a. single   d. regular alcohol ................... / day   

 b. married   e.  social drinker

 c. smoker.................... / day  f. occupation ................................. 

      .........................................................

8 5



 Onset of Veins                               (code oV)

4. When did your veins occur?                             
Yes 

	 a. age: ..............................

 b. since childhood

	 c. after taking the contraceptive pill

	 d. Before pregnancy

 e. during pregnancy

 f. after pregnancy (while breast feeding).  

  specify which pregnancy: ...................................................................................

 g. after menopause

 h. after an operation

 i. after trauma

  other: .................................................................................................... ............ 

  ...........................................................................................................................

5.   Ladies only:  Do you suffer from:               (code 5Pc)

Yes 

 a. heaviness in the lower abdomen ........................................................................

 b. Pain in the lower abdomen ................................................................................

 c. Burning sensation in the groin ...........................................................................

 d. difficult and painful intercourse .........................................................................

 e. hemorrhoids .....................................................................................................

 f. Frequent urination ............................................................................................

 g. constipation ......................................................................................................

 Medications
21.  Regular Medications .................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

are you taking fish oil extract? Yes no

22. Are you taking Iron Tablets?                
Yes no

if yes for how long? ............................................................................................................

For what reason? ......................…......................................................................................

23.  Do you take aspirin or anti-inflammatory drugs?       
Yes  no

   (e.g. Voltaren, naprosyn, etc)

 
 Allergies        (code A1Y A1n)

24.  Have you had any of the following allergic reactions?
Yes    no

  a.  eczema ....................................................................................................

  b.  hives .......................................................................................................

  c.  hay fever .................................................................................................

  d.  anaphylactic shock (severe life threatening allergic reaction)    

  if yes please explain what happened .............................................................. 

  ..................................................................................................................... 

  ..................................................................................................................... 

  .....................................................................................................................

(code 24Y 24n) 

4 9



3.  If you experience pain in your legs:              (code 3A)
a.       Does your pain get worse:

Yes no

  a. before your menstrual periods

 	 b. after extended periods of standing

  c. with heat

   d. at the end of the day

  e. following exercise and walking

  f. early mornings

    other: …..............................................................................................

    ….........................................................................................................

    ….........................................................................................................

 b.      Does the pain get better by:                                      (code 3B)

Yes no

  a. rest

  b. elevating the legs

  c.  elastic stockings

  d. medication: …......................................................................................

  e. exercise and walking

 	 f. when you stand up

    other: …..............................................................................................

    ….........................................................................................................

    ….........................................................................................................

 
 

25.  Do you have an allergy to any of the following?              
if you answer “’Yes’ to any of the following, please explain what happens if you take them

Yes no

  a. Foods ...................................................................................................

  b. local anaesthetic ..................................................................................

  c. tapes ...................................................................................................

  other ........................................................................................................... 

  ..................................................................................................................... 

  .....................................................................................................................

26. What are your feelings towards surgery on your veins?
 a. don’t mind

 b. if really necessary

 c. opposed

                                                                                                                                                      
          
27. Are there any pending travel arrangements?
Yes no

  (if yes please give details) ..................................................................................
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

28. Have you had any problems with your legs with travel?           
Yes no

  (if yes please explain) ......................................................................................
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

10 3



 Your Current Complaint  (code Ycc)

1.  Are you consulting for:
 a. varicose veins of the legs

 b. spider veins of the leg

 c. leg ulcers

 d. recurrence of the veins after an operation

 e. recurrence of the veins after injections

	 f. recurrence of the veins after laser

	 g. Pelvic congestions

	 h. varicose veins of the vagina

	 i. lymphatic problem of the legs

	 j. check-up

	 k. other:

 …........................................................................................................................... 

 

 Your Symptons               (code Ys)

2.  Indicate which of the following problems you have    
  experienced:
	 a. Pain in your legs

	 b. heaviness in the legs

	 c. Bursting pain in the calf after exercise

	 d. Burning sensation in the calf

	 e. night cramps in the legs

	 f. itchiness in the legs

	 g. leg rash

	 h. swelling in the legs

	 i. tiredness in the legs

	 j. restlessness in the legs

	 k. other: 

 ..............................................................................................................................

Thank you for your time!

 (code 1M)

 (code 2L)

2 11



m e d i c a l  h i s t o ry 
Q u e s t i o n n a i r e

 

 surname: title:  mr / mrs / ms / miss  

 First name:  date of Birth:   /       /

 Phone no: (h)                                          (m)   

 address:  

 email:

  Pension/hcc no: exp:    /

 medicare number: 

 expiry date:           /          / ref no:

  Family doctor name:

 address:

 suburb: Postcode:

 Phone:

 how did you find out about us?

 Friend	 doctor referral magazine Word of mouth internet

Princess Towers

level 2, suite 203, no. 1 Princess street, KeW 3101

(cnr Princess st & studley ParK rd)

Phone: 9855 0990.  Fax: 9855 0911

sPeciALisT cenTre

103-109 ProsPect hill road (cnr narre Warren north rd) 

narre Warren 3805

Phone: 03 8790 3352 (mondays and Wednesdays only)

Fax: 03 8790 3363

email: loizou@veinsolutions.com.au

www.veinsolutions.com.au

 

written 11/07

Please take a few minutes to answer the following questions carefully as 
this assists us in preparing for your assessment.  the information from this 
Questionaire may be used for research purposes.  your personal details will 
be withheld.  Please tick what is correct.  if you are not sure about the 
answer, leave it blank and ask the doctor at your consultation.




