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FEMALE PATIENT HISTORY
Name eParidame
Age Birth date Partner's Age Birth date

What is your primary problem today?

Who is your primary care physician?

MEDICAL HISTORY

Weight Height Blood Type

Any recent changes in your weight?

Are you or have you ever been exposed to envirotah&xins in the past?:

Heat Toxic Fumes Chemicals

Do you have or have you ever had (circle all tipgiyg):

Anemia Cancer (Specify)
Anesthesia reaction Chronic Bronchitis
Appendicitis Chronic Headaches
Arthritis Colitis

Asthma Color Blindness
Bladder Infections Depression

Blood Clot Diabetes

Blood Transfusions Dizziness

Breast Lump Epilepsy

Breast Milky Discharge False teeth

Breast Soreness Gallbladder Problems

Nuclear Radiation

Heart murmur
Hepatitis
Hirsutism (Exdéas)

High Blood Pressure

Immunizations:

German Measles
Hepatitis
Influenza

Kidney Disease

Liver Problems
Loss ofhBala

Who sent you to us?

he©Specify:

Measlesnea
Measles: (Age?)
Mental Problems

Migraine

Mitral ValProlapse
rdlegical Problems

Parasitic Infentio

Pneumonia

Poor Sehsamel
Rheumatic Fever
Scarlet Fever

Serious Injury
Syphilis
Thyroid Problems
Tuberculosis
Ulcers
Visual Disturbances
Weight Loss
Weight Gain

Breast Tenderness Heart Disease Low Blood Pressur Seizures

Any Allergies: List

Have you ever had surgery? Yes No

Have you ever been hospitalized? Yes No

Are you currently taking prescription medications? Yes No

Are you currently taking over-the-counter medicas® Yes No

Are you currently using any vitamin or herbal thees? Yes No

GYNECOLOGIC HISTORY

Do you have or have you ever had (circle all tipgui):

Abnormal Pap Smear (Dysplasia) HIV (AIDS virus) redplasma
Adhesions (scar tissue) Mycoplasma Vaginitis
Blocked tubes Nongonococcal Urethritis (NGU) \fediulcers
Chlamydia Ovarian Cysts Yeast

Endometriosis Pelvic Infection (PID)

Ectopic Pregnancy Polyps

Fibroids Syphilis

Gonorrhea Tipped (retroverted) Uterus
Herpes Trichomonas



Have you ever had gynecological surgery or treatrimethe past (describe):

Do you use or have you ever used (circle all thbatyg:

Caffeine - How many cups per day?
Alcohol- How many glasses per week do you usuaiiyk®

Cigarettes - Number per day

Recreational Drugs (Marijuana, Cocaine, etc.)

M ENSTRUAL HISTORY

Age at first period?

When was your last period? How many days do you flow?

Are your periods regular? Yes No How many dagmffirst day of flow to next period (range)?

Is your flow Minimal Moderate Heavy

How many pads or tampons do you use on a heavy day? Do you spot before or after your pifo Yes No

Are cramps present before, during, or after youiopé None Mild Moderate Severe

Do you have to take pain medication for cramps? s Ye No Specify:

At ovulation, do you notice Mucous Discharge Dindort Ovulation Prediction Kit color change BBEmp rise

PREGNANCY HISTORY: HOW MANY TIMESHAVE YOU BEEN PREGNANT?

PLEASE DETAIL EACH PREGNANCY USING THE CHART BELOW:

Ending How longto | Infertility Term/Preterm/Miscarriage/Ectopic/Abortion | Vaginal Problemsor complications
MolYr conceive? treatment? cesarean? V\ﬂ_tlrgj re%r))ancy, delivery,
childhood”

Have you, or your partner, or anyone in eitheyafr families had

Birth defect Cystic fibrosis Down's Syndrome (rgolism) Hemophilia

Mental retardation Muscular dystrophy Sickle Gelemia

Tay-Sachs Thalassemia Neural tube defect (spiitap Other familial disorders
myelomeningocoele, open spine,
anencephaly)

Affected person and relationship to you

What is your ethnic origin? Country Ethnicity

Do you have any family histof genetic disease?




CONTRACEPTIVE HISTORY

What form of contraception do you use now or hawe ysed in the past? Circle all that apply andi§pdarations:
Pills IUD Diaphragm Foams/Jellies Condom Rhyth None Other:

SEXUAL HISTORY

How many times do you and your partner have sex?

How often do you have sex around ovulation?

How many months have you been trying to conceive?
Is sex painful or difficult for you? Always Never Sometimes

Does your partner have any difficulty with sex?

Do you have any other problems with sex? Yes No

Do you use lubricants for intercourse? Yes Ngpecify

FamiLy HisTORY
Number of brothers sisters e théamily history of infertility? Yes No

Explain:

HistoRY OF FERTILITY EVALUATION AND THERAPY

Which of the following tests have you had perfor&heck all that apply and the results if known:

Test Date Results Test Date Results
FSH/Estradiol Hysterosalpingogram
Progesterone Ultrasound
Prolactin Laparoscopy
Thyroid Tests Hysteroscopy
LH Semen Analysis

Please obtain copies of these test resultsfrom your physician.

What treatments have you tried for infertility /s Specify:




