
Lower Extremity Venous 

Insufficiency Study 

Patient Name: __________________________________ MR#:  ______________ Date: _____/_______/______ 

Referring Physician: _____________________________ Tech: _______________  

Reason for Study: __________________________________________________________________________________ 

Patient History: ____________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

 

 

D E E P   S Y S T E M   R E F L U X:                                                           (Distal Augmentation Performed; Insufficiency in deep veins: >1.0 seconds) 

 Right: No ☐ Yes ☐ Location and time:___________________________________________                    

___________________________________________________________________________________________ 

 Left: No ☐ Yes ☐ Location and time:___________________________________________                    

___________________________________________________________________________________________ 

 

S U P E R F I C I A L   S Y S T E M   R E F L U X:                 (Valsalva/Proximal Augmentation Performed; Insufficiency in superficial veins: >0.5 seconds) 

 Right: No ☐ Yes ☐ Location/Time/Diameter: _____________________________________                    

___________________________________________________________________________________________ 

 Left: No ☐ Yes ☐ Location/Time/Diameter: _____________________________________                    

___________________________________________________________________________________________ 

 

I N C O M P E T E N T   P E R F O R A T O R S:         (Valsalva/Proximal Augmentation Performed; Insufficiency in perforators: >0.35 seconds or >3.5 mm) 

 Right: No ☐ Yes ☐ Location/Time/Diameter: _____________________________________                    

___________________________________________________________________________________________ 

 Left: No ☐ Yes ☐ Location/Time/Diameter: _____________________________________                    

___________________________________________________________________________________________ 

 

Thrombus Seen: No ☐ Yes ☐ Comments: _________________________________________________ 

___________________________________________________________________________________________  

 Right : CFV ☐      SFV Prox ☐     DFV ☐      SFV Mid ☐      SFV Distal ☐      POP V ☐      PTV ☐  

   GSV @Junction ☐     GSV Upper ☐     GSV Mid ☐     GSV Lower ☐     GSV BK ☐     SSV ☐ 
     

 Left: CFV ☐      SFV Prox ☐     DFV ☐      SFV Mid ☐      SFV Distal ☐      POP V ☐      PTV ☐  

   GSV @Junction ☐     GSV Upper ☐     GSV Mid ☐     GSV Lower ☐     GSV BK ☐     SSV ☐ 

 Comments: ______________________________________________________________________________________ 

________________________________________________________________________________________________ 

—  Current Visible State of the Patient’s Lower Extremities  —                                                                                                                             

.           C0: No Visible Signs of Venous Disease ☐     C1: Spider and Reticular Veins ☐     C2: Varicose Veins ☐     C3: Edema ☐          

……C4: Skin Changes (Brawny, Eczema, and/or Scarring) ☐     C5: Healed Ulceration ☐     C6: Active Ulceration ☐ 


