 

LYMPHEDEMA INTAKE 
 


PERSONAL INFORMATION: (Please print clearly)  
 
Name: ________________________________________________________________________________________ 
	Last 	First 	Middle Initial 
Date of Birth: __________________ Sex: 	M / F____________________ 	Occupation: _________________ 
 	 
MEDICAL INFORMATION: 
 	 
Reason for being seen: _________________________________________________________________________ 
Primary Physician: ______________________Office Location_______________ Phone: (___) ________________ 
Surgeon: ______________________________Office Location_______________ Phone: (___) ________________ 
[bookmark: _GoBack]Oncologist: ____________________________Office Location_______________ Phone: (___) ________________ 
Who referred you to our clinic (if other than your physician):_____________________________ 	___________________________ 
Where do you currently experience swelling/Lymphedema? (circle all that apply) 
Rt. arm 	 	 Lt. arm 	 Breast 	 Rt. Leg 	 Lt. leg      Head      Neck 	Genital    Trunk 	 	 
How long have you had Swelling/Lymphedema? ________________________________________________________ 
Does there seem to be a triggering event which caused your swelling/Lymphedema? __________________________ 
 
______________________________________________________________________________________________ 
 
Describe how and why your swelling/Lymphedema developed: ____________________________________________ 
 
______________________________________________________________________________________________ 
 
Have you had any lymph nodes removed?  Y / N 	If yes, how many and where: ____________________________ 
Have you had any infections, such as Cellulitis?  Y / N   If yes, how long ago was your last infection?  ____________ 
Have you received Radiation Therapy for Cancer?  Y / N   If yes, list area(s) of radiation and dates: ______________ 
Have you had Chemotherapy? Y / N   If yes, how long ago: _______________________________________________  
Is there a family history of Lymphedema? Y / N   If yes, please explain: _____________________________________ 	 
Do you have pain? Y / N   If yes, please explain: ________________________________________________________ 
Do you have a loss of function or mobility related to your swelling/Lymphedema? Y / N   ________________________ If yes, please explain: _____________________________________________________________________________ 
Do you have difficulties with any of the following (circle all that apply)? 
 	Walking 	 	Reaching Feet/Toes 	Preparing Meals 	Combing/Brushing Hair 
 	Dressing 	Bathing/Showering 	Toileting Self 	Other 
Please explain Other: _____________________________________________________________________________ 
_______________________________________________________________________________________________ _______________________________________________________________________________________________ 

 
 
Do you currently suffer from (or have you had) any of the following? 
	Asthma 
	Y / N 
	
	Kidney Failure 
	Y / N 

	Bronchitis 
	Y / N 
	
	Malignancy (Cancer) 
	Y / N 

	Diabetes 
	Y / N 
	
	Crohn's Disease 
	Y / N 

	Difficulties Breathing 
	Y / N 
	
	Diverticulitis 
	Y / N 

	Irregular Heartbeat 
	Y / N 
	
	Recent Abdominal Surgery 
	Y / N 

	Heart Edema 
	Y / N 
	
	Sleep Apnea 
	Y / N 

	Hypertension 
	Y / N 
	
	Deep Vein Thrombosis (Blood Clot) 
	Y / N 

	Hyperthyroidism 
	Y / N 
	
	Latex Allergy 
	Y / N 

	Hypothyroidism 
	Y / N 
	
	Congestive Heart Failure (CHF) 
	Y / N 

	Infections (Cellulitis) 
	Y / N 
	 
	
	 


Do you have any other medical problems not listed above? Y / N 
If yes, please describe:  _______________________________________________________________  
Do you have allergies to the following (please circle):  Latex Surgical Tape Foam Products    Other? 
As you are completing this, are you, or is there a chance you could be pregnant? Y / N 
 
PREVIOUS TREATMENTS: 
Have you had previous treatment for swelling/Lymphedema?  Y / N   If yes, please circle all that apply: 
 	Manual Lymphatic Drainage (MLD)     Compression Pump 	 	FlexiTouch 
 	Compression Bandaging  	     Lymphedema Exercise Low Level Laser 
If you have had any of the above, please explain your experience, your success or lack of success: _____________ 
____________________________________________________________________________________________ 
Do you currently wear a compression sleeve, stocking or any type of garment? Y / N  
If yes, how often do you wear it and when did you begin wearing it? ______________________________________ 
Do you currently use compression at night? Y / N 	If yes, what do you use?   ___________________________ 
Do you exercise regularly? Y / N If so, please explain: _______________________________________________ 
Are you familiar with the National Lymphedema Network (NLN)?  Y / N __________________________________ 
Are you familiar with the precautions or the risk reduction practices for Lymphedema? Y / N  
Are you a member of a breast cancer or Lymphedema support group? Y / N  If ves, please explain: ____________ 
____________________________________________________________________________________________ 
Is there anything else you would like to tell us at this time?  ____________________________________________ 
____________________________________________________________________________________________ 
I have stated all medical conditions to the best of my knowledge and will update the therapist of any changes in my health status. 
  
 
_____________________________________________ 	 	_________________ 
Client's Signature: 	 	 	 	 	 	Date: 
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