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Patient Name:

Date of Birth: Date Ordered:

Physician:

- Do you have varicose veins, venous insufficiency
‘or any symptoms Ilsted below‘?

o

" Do you experience any ef the fallnwlng symptoms
:frelate‘_f{to yaur Iegs" - - -

Throbbmg or Achlng Pam in Your Legs -
Leg C,-amps _ 3 b s
Feelmg of Heavmess In Your Legs
Fatrgue or Tlredness in Your Legs

_ Itchlng or Burnlng m Your Legs
Restless Legs ' '
Swollen Ankles or Legs _

Do you have any ulcers or skm color changes on
_ your legs or ankle areas?
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Feelmg of heavmess pain or swellmg N the legs after -
prolonged standing, at the end of the day or aftera
long flight.

() New patient consult with ultra sound scan and treatment.
() Possible DVT

Referring Physician/PA/CRNP Signature

When completed please fax to 240-632-9096

Four Convenient Locations: Rockville / Germantown / Olney / Laurel
APPOINTMENT LINE: 301.548.7603 or 301.548.7613

www.VenousHealthCenters.com







