National Vascular Associates - History & Physical Form
Pt Name: ID#(office use) DOB:

Current Medications

Medication Name Dose Frequency Route
1
2
3
4
5
6
Allergies:
Vaccines
Pharmacy
Name Location Phone #
Surgical History
Surgery Date
Family History
Mother: oBleeding Disorder oCancer oStroke oHeart Attack oDiabetes oHypertension oBlood clots
Age of onset: Living: Yes or No Age Deceased:

Father: oBleeding Disorder oCancer oStroke oHeart Attack oDiabetes oHypertension oBlood clots
Age of onset: Living: Yes or No Age Deceased:

Brother: oBleeding Disorder oCancer oStroke oHeart Attack oDiabetes oHypertension oBlood clots
Age of onset: Living: Yes or No Age Deceased:

Sister: oBleeding Disorder oCancer oStroke oHeart Attack oDiabetes oHypertension oBlood clots
Age of onset: Living: Yes or No Age Deceased:
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Social History
Does anyone in your house smoke cigarettes? oYes o©oNo

Do you smoke cigarettes? oNever Former: # years quit Current: # of years____

Do you use any other forms of nicotine? If yes, what Packs/week___
Packs/day

Alcohol Use: oNoneoOccasionally oModerate oHeavy #Years_

lllicit Drugs: oNo oYes Type:

Caffeine: oNo oYes Cups/day:

Exercise: oNone oOccasionally oModerate oHeavy

Diet: oRegular oVegetarian oGluten Free oCardiac oDiabetic

Are you able to take care of yourself? oNo oYes
Do you have difficulty with any of the following?
oWalking oClimbing Stairs  oDressing  oBathing oRunning Errands

Past Medical History-please check all that apply

oAsthma DAAA oBleeding Disorder oBack Pain  oCancer oCoronary Artery Bypass
oCOPD oDeep Vein Thrombosis oDiabetes oHeart Disease oHigh Blood Pressure
oHIV oHepatitis  oHigh Cholesterol oKidney Disease  olmpotence oOsteoarthritis
oMigraines oPatent Foramen Ovale (hole in heart) oPeripheral Artery Disease

oPulmonary Embolism oStroke oVision Problems oHearing Problems oUterine Fibroids
oHemorrhoids oVaricose Veins oPelvic Congestion Syndrome  oSkin Ulcerations
oLymphedema oOther

Current Problems- please check all that apply
oLeg pain  olLeg swelling oKnee pain oUlcerations oSkin discoloration oShoulder pain
oDeep vein thrombosis ~ oPeripheral Artery disease oDizziness oWeakness oPassing out
oFatigue oVision Disturbances oShortness of breath oWeight loss/gain

DAppetite: increase/decrease oDigestive problems oUrinary problems oBowel problems
oVaricose veins oBleeding hemorrhoids  oUterine Fibroids  oOther

The information in this form is complete to the best of my knowledge and | understand that the
information given in this form is documented within my medical record.

Patient:

Date:

Guarantor: Date:
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