	VARICOSE VEIN PATIENT REFERRAL FORM

	Referring Physician:






	Patient Demographics:






	
Please check all that are a concern to you regarding your patient:

Affected extremity:        ⃝  Both legs      ⃝  Right Leg      ⃝  Left  leg

Symptoms:                       ⃝  Heaviness
⃝  Aching  
⃝  Swelling
⃝  Tiredness/Fatigue
⃝  Itching of Skin

Signs:                                 ⃝  Visible non-raised red/blue/purple veins
⃝  Visible raised varicosities
⃝  Skin changes (redness, eczema/ brown patches/ hardening of the skin)
⃝  Ulcerations (past or present)

High Risk History:            ⃝  Positive family history of venous insufficiency
⃝  Positive history of Deep Vein Thrombosis or Post Phlebotic Syndrome
Additional comments:  _________________________________________________ ______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________


	PLEASE FAX THIS FORM TO 780-532-1454. Your referral will be acknowledged within 2 weeks and once accepted by the surgeon, we will contact your patient to arrange an appointment. Thank you for your referral.
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