
Medical History 
 
Date ____________ 
 
Name ___________________________________  D.O.B. _________________ 
 
Do you currently experience swelling / lymphedema? (Please circle all that apply) 
 
Right arm Left arm  both arms breast            
 
Right leg Left leg  both legs head & neck      genital 
 
Have you been diagnosed with lymphedema?   Yes    No 
 
How long have you had swelling / lymphedema? __________________________________________________________________ 
 
Was there a triggering event which caused the swelling / lymphedema? _______________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Have you had any surgery?    Yes      No 
 
If yes, list surgeries and dates: ___________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Have you had any lymph nodes removed?            Yes          No 
 
If yes, how many? ____________________________________________________________________________________________ 
 
Have you ever received radiation therapy for cancer?        Yes      No 
 
If yes, list area of radiation and dates: _____________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Have you had chemotherapy?    Yes      No 
 
If yes, how long ago? __________________________________________________________________________________________ 
 
Have you had any infections (Cellulitis)?    Yes      No 
 
If yes, how long ago was the last one? _____________________________________________________________________________ 
 
Is there a family history of lymphedema?        Yes       No 
 
If yes, please explain: __________________________________________________________________________________________ 
 
Do you have pain?     Yes      No 
 
If yes, where is your pain level at? 

 



Any loss of function or mobility?            Yes            No 
 
If yes, where are you now functioning for home, work, self care…? 
 
0______________________________________________50 %____________________________________________________100% 
Unable to function                      50% of activities                                                    no limitations 
 
Do you have difficulties with any of the following? 
 
    walking      reaching      preparing meals       dressing      bathing    stair 
climbing      sleeping      other  ________________________________________________________ 
 
What is your current living situation? 
 
    alone      with spouse or companion      with son / daughter 
    home      nursing home / assisted living      hospice 
 
Do you currently suffer from (or have you had) any of the following? 
 
    asthma     bronchitis      difficulty breathing         irregular heart beat      diabetes 
    heart edema      hypertension        hyperthyroidism         kidney failure      infections   
    sleep apnea      diverticulitis      malignancy (cancer)         Crohn’s disease      latex allergy 
    recent abdominal surgery       deep venous thrombosis (blood clot)   
 
List any other medical problems not listed above ____________________________________________________________________ 
 
Are you taking any medications?       Yes            No 
 
If yes, list medications _________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Are you currently pregnant or is there a chance you could be pregnant?       Yes      No 
 
Have you had previous treatment for swelling / lymphedema?       Yes      No 
If yes check all that apply: 
 
    manual lymph drainage       compression bandaging       lymphedema exercise 
    compression pump        flexitouch         compression garments 
 
If yes please explain your experience, success of lack of success: _______________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Do you currently wear a compression sleeve or stocking?       Yes      No 
 
If yes, how often do you wear it and how old is it? ___________________________________________________________________ 
 
Do you currently use compression at night?       Yes      No 
 
If yes, please explain: __________________________________________________________________________________________ 
 
Do you exercise regularly?       Yes      No 
 
If yes, please explain: __________________________________________________________________________________________ 
 
Are you familiar with the precautions for lymphedema?        Yes      No 


