Sherwood Massage
74 Sherwood Terrace NW
Calgary, AB, T3R 1M9
Doris Cieslak-Verheyen
Clinic phone: 587 227 4238
Email: sherwoodmassage@gmail.com
Website: www.sherwoodmassage.ca


LYMPHEDEMA   QUESTIONNAIRE

Patient Name: 		Date.  	


1) If you have lymphedema, is it.

Primary (born with lymphedema OR onset during childhood/puberty/adult without an apparent reason)

Secondary (due to cancer surgery or radiation treatment OR resulting from trauma, infection, other surgeries,  accident)
2) If primary:

a    At what  age did lymphedema first  occur?	At birth	 	years old

b. Do you  have a family  history of  lymphedema ?	Y	[image: ]

c. [bookmark: _GoBack]How many relatives have been affected by lymphedema?	1	2	3	4	5
3) Do you currently have a lymphedema ?	Y	N
If yes,   a) How long ago did it occur?	 	Months	or 	Years
b) Affected area
[image: ]ARM(S)	Right	[image: ]

LEG(S)	

Right

Left	Both
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4) Surgery:


OTHER	

Genitalia


Face/Neck	Abdomen	Breast(s) Trunk	Hand
[image: ]Other  (please specify:  	


a. Have you had cancer-related surgery?	[image: ]               [image: ]

b. Did your  surgery  include  lymph  node removaI*	Y	[image: ]

c. If so,  how many  nodes were removed?	[image: ]

e. How long AFTER your surgery did your lymphedema first occur?    	
f. What therapy did you receive, if any, pre- or post-surgery?  (check all that apply)


Radiation

Chemotherapy

Hormonal


Other	[image: ]



5) If you did NOT have cancer surgery, what do you think caused the onset of your lymphedema?


Infection

Liposuction	Trauma(injury)	Primary/Congenital

Lipedema



Post-surgery(not cancer)

Venous  insu#iciency

Immobility


Post-Childbirth	Filariasis	Don’t know	Other:  	



6) Since the first onset of your lymphedema, have you had an infection in the affected limb(s)?	Y	N

a. If yes,  how  many times?	[image: ]

b. Have you  been  hospitalized to treat  your  infection?	Y	N
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c. If yes, how many times have you been hospitalized? 1 0 2 0 35 0 >s

d. Are you currently taking prophylactic antibiotics? b N

7) Please answer the following questions with respect to your area affected by lymphedema:

Do you currently experience: Little Extreme
a. Pain? Y N If yes, how much? 1012113114115
b. Poor range of movement? Y N If yes, how much? 1002113014115
c.  Numbness: Oy ON If yes, how much? 1002113114115
d. Stiffness: ] Vi [l N If yes, how much? 1012113014115
e. Heaviness: L oy BN If yes, howmuch? [ J1 [ 1211311415
f.  Swelling: Y N If yes, how much? l1 2 s [a s
If yes, it is the swelling Mild Moderate || Severe
If yes, do you have swelling now in the last 30 days [inthe last year
8) Do you have an insufficiency of the Heart Venes O Kidneys
9) Do or did you have a malignant tumor? X N
If yes, since when Location:
10) Do you or did you have a thrombosis? Ya b N

11) Have you ever undergone an intensive treatment program which includes Complete Decongestive Therapy (CDT) or

Manual Lymph Drainage (MLD)? vy ON
12) Please answer the following questions on a scale of 1-5. Not at all A great deal
a. | have a clear understanding about what causes lymphedema M L2 13114115

b. | am aware of the treatment and therapy options for lymphedema 1002113114115

c. | am knowledgeable about lymphedema self-care methods 112113114115

13) Please list any medications you are currently taking:

I declare the information on this form to be true and correct in all respects. If my current health status changes in the future I will inform the Massage
Therapist about it before my next appointment. I understand that the Massage

Therapist will rely on the information given by me to provide safe treatment. If any information is not

correct, I release the Massage Therapist from any and all claims arising out of any treatment provided.

Cancellation policy: 3 hours notice is required for cancellation of appointments. As well, please be aware
that in order to provide timely service to all of our clients, late arrival to an appointment will result in shorter
treatment duration.

Client Name: (please print) Client Signature:

Date:
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