


How many times have you gone through childbirth?  
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Please list all medications that you are currently taking along with dosages and frequencies: 
 

1. _______________________________________  2. _______________________________________ 
3. _______________________________________  4. _______________________________________ 
5. _______________________________________  6. _______________________________________ 
7. _______________________________________  8. _______________________________________ 

9. _______________________________________  10. _______________________________________ 
_____________________________________________________________________________________________________

_______________________________________________________________________________________________ 
 

Are you allergic to anything? Yes No 
If yes, please list any and all allergies: 
__________________________________________________________________________________________________ 
_____________________________________________________________________________________________________

_______________________________________________________________________________________________ 
 

Family History: Please indicate if any of the following conditions were present in your immediate 
family members: 

 

Varicose Veins Yes     No Phlebitis Yes     No 

Venous Ulcers Yes     No History of Vein Surgery Yes     No 

Deep Vein Thrombosis  Yes     No Blood Clots Yes     No 

 
Past Surgical History: 

 
Have you ever had surgery?  Yes No 
If so, please fill in the following information: 

Surgery Approximate Date Hospital/Location 

   

   

   

   

   

 
Additional Medical History Not Mentioned Above: 

 
Are you presently seeing another physician for anything NOT mentioned above?  Yes No 
 
If so, what is the doctor’s name, and for what condition(s) is he or she treating you? 
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Have you ever been hospitalized for anything NOT mentioned above?   Yes No 
 
If so, for what, at which hospital, and when? 
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_________________________________________________________________________________________ 
 



 
The Vein and Laser Center of Elgin Cardiac Surgery Patient Health History From Page 3 of 3 

 
Review of Symptoms: Do you currently have any of the following? 
    If you check “Yes” for anything, please explain on the line below  
    the checkbox. 
 

Yes     No Constitutional: (Fevers, chills, recent unexplained loss of appetite or weight). 
 
 

Yes     No Eyes: (Any recent unexplained loss in visual activity, double vision, excessive 
tearing or crusting). 

 
 

Yes     No ENT: (Recent change in hearing ability, discharge, sore throat, dizziness, or 
ringing in the ears). 

 
 

Yes     No Cardiac: (Chest pain, shortness of breath, waking from sleep breathless or 
cardiac meds). 

 
 

Yes     No Respiratory: (Shortness of breath, productive cough, coughing up blood, or 
pain with breathing). 

 
 

Yes     No Gastrointestinal: (Change in bowel habits, black, red, or bloody stools, 
vomiting, or belly pain). 

 
 

Yes     No Genitourinary: (Incontinence, frequent, urgent, or painful urination, waking at 
night to urinate). 

 
 

Yes     No Musculoskeletal: (Change in walking ability or strength; painful joints). 
 
 

Yes     No Skin: (Problematic rashes or itching, changes in skin color, or sores that won’t 
heal). 

 
 

Yes     No Neurological: (Unexpected, unexplained numbness, tingling, or loss of 
memory or movement).  

 
 

Yes     No Psychiatric: (Suicidal thoughts or hallucinations).  
 
 

Yes     No Migraines: (Please indicate frequency below).  
 




