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Vascular Clinic

R.V. RAO, MD., F.A.C.S.
TO BE ULJ~JYpAj.u~r

Past Medical Illness
YES NO

I. Have you had any surgery on your arterics? U U
If yes, describe____________________________________________

2. Do you havediabetes? U
3. Do you havehigh blood pressure? U U
4. Do you have high cholesterol levcl? U LI
5. llavc YOU had a strokc?
6. Do youhavearthritis? U U
7. Did you haveclots in your veins? U U
8. Were you treatedfor clots in your lungs? U U

Family History
Any of your family (grandparents, parents aunts, uncles, mothers, sisters)
had the following conditions? (circle)

SameCondition Diabetes Vascular Problems Gangrcne Amputation Stoke
high Blood Pressure Heart Problcms heart murmur Clotting Problems Bleeding Problems
Cholesterol Problems

history of Present Illness

I. What is your main complaint?

Extremities
2. Do you have any of the following in your legs feet, arms, or fingers?

YES NO
Pain U U
Weakness U U
hot/Cold El El
Numb/Sensitive El El

El UDiscoloration El U
S wcll i rig
Ulceration El U
Varicose Veins U U



Vascular Clinic

YES NO
9. Did you have tingling/loss of sensation/temporarynunibncss/
weakness/paralysis/clumbsincssin one side of the body LI LI
lasting a few minutes or hours?
10. Did you have temporary slurring of speech lasting a few
minutes or hours? U El
11. Did your mouth droop or you had difficulty talking for a few
minutes or hours? U U
12. Did you have any temporary blackout in your eyesite? U U
13. Did you have any change in your vision? El El
14. have you fainted? LI U

YES NO

15. Have you had problems with your sexual life? U U
If yes, circle rite problem.
Failure of erection, inability to perform sex, failure of

ejaculation, dry ejaculation.
16. Do you get pain after eating food? U U
17. Do you have back pain? U U

Y~~nIL~
18. Do you get pain in your legs on standing? El U
19. Does you ankle swell at the end of the day? U U



Vascular Clinic

Do you get a pain or discomlort in your lcg(s) witeit you walk?
YES NO I AM UNABLE TO WALK
U LI LI

If ~OU answered “Yes” to q~Iestion I—please nnswer the follo~~’iiig
(lueStiQflS. Otherwise procee(l to question 7.

YES NO
2. l)ocs this pain cvcr begin wheit you ni c standing still or si tti iig’LI LI
3. l)o you get it if you walk uphill or Iwiry’? LI LI
4. l)o you get it when you walk at ai~ ozdinary pace on the

ground level? U LI

5. What happens to it if you stand still’?
Usually continues uitore than I ~ in i notes LI LI
Usually disappearsin 10 iuuiuut~s or less LI LI

6. Where do you get this pain or discoiudoi~j?
Mark the place(s) with “x” on lhc diagram below.

rI-OItL D;~cY

‘I’...

(
If V.

7. Do you get pain/discomfort on excrcisiiug or using your arlu/lland?El U
Do you get pain in lower extremity whilc w;ulkiIug? U LI

If )res, nnswer the following questions.
a. Ilow long can you walk without paill?
b. Do you have to slop when you get paiui?
c. Docs the pain gct rclieved on resting?
d. Is the located in the: Thigh, Calf, Ankle, root (circle one)

CNS
8. Do you have temporary attacks of

dizziness? YES U NO U
loss of balance? YES U NO U
unsteadiness? YES El NO LI
double vision? YES U ~



U STUDY OF SYSTEMS U
Check f/) eitt~ yes or no br each item except where epDlles to only rvaleor lemale

/ / /
Yesj~o~

No Yes No _ Conditions
Is Your Life:

_ _ _ _____ V
Boring

Demanding__

Unsatisfactory

is There Worry_Over:

home Life____________________

Marriage

Job

Children______________________

Money

Do You:

Ollen Feel Depressed

Have Irrational Fears

Feel Upset

Feel Things Olten Go Wrong

Feel Shy

Cry Easily

Feel Inferior

Have You:

Attempted SuicideI

SerIously_Considered_Suicide

Nipple Discharge

Vaginal Discharge

Noii-Perlod BleedinglSpotting

that Flashes

Pain with intercourse

Possibly Pregnant

Change in Periods

Pain Other Than With Periods

— —

Other’

Condilioris Yes Conditions

Fever Stillness
H

Chills E Swelling __ ____ ______G —--—-----——---------- - —____ ------ c - ___—-- ---- —-

~ Br K Lumps _ ______

N uise Easily _____________

E
~ Swollen Glands Oilier’
A’
I Loss of Memory Appetite Poor

General Weakness iridigeslionjileariburn________

Aches/Pains — a Nausea
— A — - P

Double Vision 5 Vomiting Blood S
I ~— —-- - —--- — V

Light Flashes ~ Abdominal or Cramps
0Blurred Vision w(o Glasses N Abdominal Tension

I - 0
halos Around Lighis E Uiamrhea 0

S ----- ________

CEye Pains _____ ____ ~ Constipation A
H H

Ear Pains _________ A Dowel Habit Changes
A - _________— _ ___________________

o Ear Drainage __________ flecturri Blood Passage

Buzzinglflinging inn Ears t3lack Tar-Type Bowel Movements

Nosebleeds Other’

Sinus Problems

Swailowing Problenis Up Nights to Urinate

Deatness ________ —~ x Blood in Urine -—

Mouih. Tooih or 1 origue_Problems ~ i3iirnirrg or Pain While Urinating
_ __ ____________ N

Per sistent hoarseness____ ____ Problem Passing Urine____ V

Severe Headaches irouble Controlling Urine

Other’ __ Uiher

’

flash Log or Arm Weakness
S - - H
K Changing Moles ~ Baiance Problems

u __

N Pigmeiitailon _____ Uininess

Other Skin Problems’ ___ ~ Fainhing Spells
Cirregular hlearibeat _______________ Speech Problems

Shortness ol Breath Other

’

Low Exercise Tolerance a Joint Painsc —-—------_____ ________-—-— o - - ----- ------—--- -

H heart Flutters N Joint Swelling
E -- - —-— - -- e —--—
S
r Chest Pains ~ Muscle Stiength Loss
in Frequent_Coughs ‘~ Muscle Lunrp or Swelling _____

____ _______ 0 _____

E ------ _______——— — —

A up Blood N On Bone
q Cough of - — _____- Lump___ __________

Wheezing ~ Pains in Back
I
u Night Sweats _____ —~ Oilier’
N - — _____
0 Swollen Ankles Constant Thirst

Cramps in Legs ___ Most Always Coid

Other’ Too Warm Most Times

- __________- 1 Very Sluggish or Tired
_____________________________________ JuiripylNervous

Explain Other’

Doctor~s use Only — Summary

e
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Vii
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IA
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A

Lunr~)n lesticies
Penis Discharge

Breast Lump____________________

Sore on Penis

Erection Difficulties ________________

Other’

Breast Lump


