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 Exclusive Vein Care                          Alan Crowther, MD, RVS
Free Varicose Vein 
Screening Questionnaire
Date _______________________

Name________________________________________  DOB____________________________
Home Phone:_______________________                        Cell:____________________________
How long have you had vein problems?______________________________________________

Spider? Varicose?  Location?______________________________________________________
What symptoms do you have related to the vein problems? (Circle all that apply)

Pain     -     Burning    -     Pressure    -     Tired Legs    -     Heavy sensation    -     Itching   

“Restless Legs”  -  Pelvic Pain -     Other symptoms ___________________________________
When do you have the most trouble?

Time of day or night ____________________________________________________________
Activities you were doing_________________________________________________________
What do you do to relieve symptoms? (Circle all that apply)

Medications – Support Hose -  Elevate Legs -  Other ___________________________________
Have you had any previous vein treatments? (Circle all that apply)
Surgery – Sclerotherapy (injections) – Laser – Explain _________________________________ 
______________________________________________________________________________
Please bring loose fitting shorts (e.g. running) to change into for the exam. 
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