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Peripheral-Vascular Medical Report
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the question below on information available in your records.

1. Date of first visit _________________.  Describe the findings on that date. ____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
 
2. Significant past history and clinical course.  Include relevant dates. 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
 

3. Indicate the date when the condition(s) first imposed limitation. 
____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 

4. Date of the Last Examination ____________________________________. 





Findings on the last examination

                       BP_________	WT__________	HT__________	 

5. Describe any evidence of intermittent claudicating. Provide test results.
    _____________________________________________________________________ 
    _____________________________________________________________________ 
    _____________________________________________________________________ 
     
6. If ulceration is present, indicate size, location, duration and response to treatment.        
    Include copy of Venogram or other special studies. ___________________
    _____________________________________________________________________ 
    _____________________________________________________________________ 
    _____________________________________________________________________ 

7. Describe the presence of pulse in the   peripheral arteries at the femoral level and 
    below.

				         Left Lower Extremity        Right Lower Extremity
a. Femoral artery			(   ) yes	(   ) no		(   ) yes 	(   ) no
b. Popliteal Artery		         	(   ) yes	(   ) no 	(   ) yes	(   ) no
c. Posterial Tibialis Artery		(   ) yes	(   ) no         	(   ) yes        	(   ) no 
d. Dorsalis Pedis Artery		(   ) yes	(   ) no 	(   ) yes	(   ) no 


8. Describe any chronic venous insufficiency or deep venous obstruction provide date of finding and treatment and response.
    ____________________________________________________________________ 
    ____________________________________________________________________ 
    ____________________________________________________________________ 

9. Is there incompetence of deep circulation (   ) yes (   ) no.  Please indicate the method used. (E.g.: Trendelenburg, Tourniquets Testing, Parches test.)
      ____________________________________________________________________ 
      ____________________________________________________________________ 
	     ____________________________________________________________________ 




10. Describe the presence of the following including date of finding:

a. Dermatitis __________________________________________________________  

b. Superficial Varicosities _______________________________________________

c. Pigmentation   ______________________________________________________ 

d. Cyanosis ___________________________________________________________ 

e. Pitting Edema  ______________________________________________________ 

f. Hard Edema (Brawny) _______________________________________________ 

g. Eczema ____________________________________________________________ 

h. Ulceration __________________________________________________________ 

i. Pallor _____________________________________________________________ 
 
j. Coldness __________________________________________________________ 

k. Gangrene _________________________________________________________


 11. Is there evidence of Thrombophlebitis? Describe findings, including Homan’s signs. 
   
      ____________________________________________________________________ 
      ____________________________________________________________________ 
      ____________________________________________________________________ 
      ____________________________________________________________________





12. Is there impairment in ambulation? _____ yes _____ no. Describe nature and severity and the need of assistant device. 
      ______________________________________________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________ 

13.  Provide the result of there Doppler/ Plethysmography, or any other test, including dates, if available:
      ______________________________________________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________


a. Ankle/ Brachial, Systolic pressure ratio at rest. ________________________
____________________________________________________________________
____________________________________________________________________ 


b. Findings after exercise.  ______________________________________________ 
_____________________________________________________________________
_____________________________________________________________________

14. Result of Arteriogram, if available.  _____________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________

15.Treatment and response:   _____________________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________
      ______________________________________________________________________
       



16. Diagnosis:  ____________________________________________________________ 
      ______________________________________________________________________ 
      ______________________________________________________________________

17. Prognosis:  ____________________________________________________________ 
      ______________________________________________________________________ 


18. Additional Comments_________________________________________________ 
      ______________________________________________________________________
      ______________________________________________________________________


Please, provide copy of any peripheral vascular study available in the record.	
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