INFERTILITY PATIENT HISTORY FORM

Today’s Date _____

Patient’s SS#____-____-_____
Date of Birth___/___/______

Patient’s Name_________________________________________

AGE_____________

Spouse’s Name_________________________________________

AGE_____________

Years Married/Together__________

Years Trying to get Pregnant__________________

Prior Marriage(s)for Patient_______, Patient’s # of Children/Ages ______ 


Prior Marriage(s) for Spouse______, Partner’s # of Pregnancies____, #of Children/Ages ______

CHIEF COMPLAINT (What is the main reason for your visit today?)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST MEDICAL & SOCIAL HISTORY

PATIENT



Any brother(s)/ages_______

Any serious family illnesses_________________________

Age at Puberty_________

________________________________________________

Any History of(Y/N, Date):
Undescended Testicle ___________________
Hernia Surgery_______________________

Vasectomy ___________________________
Varicocele___________________________

Surgery on the testicle/scrotum/penis ________
Testicular Trauma/bruising/injury________

Recent Fever________________


Urinary Tract Infection(s)_______________

Prostatitis_______________ 



Sexually Transmitted Diseases___________

Mumps______________



Tuberculosis__________


Exposure to chemicals_________


Radiation_____________

Erectile Dysfunction_____________

List Any Medical Problems/Surgeries/Dates:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Medications__________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Allergies______________________________________________________________________

Tobacco__________

Alcohol____________

Drugs___________________

Employment___________________________________________________________________

Frequency of sex?_____________,Lubricants?_________,Masturbation?___________________

Spouse’s Gynecologist’s NAME___________________________________________________

ADDRESS__________________________________________________________________________________________________________________________________________________

Phone Number_________________________________________________________________

SPOUSE

List Any Medical Problems/Surgeries/Dates:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Medications__________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Allergies______________________________________________________________________

Tobacco__________

Alcohol____________

Drugs___________________

Employment___________________________________________________________________

How often do your menstrual cycles occur (Days)______________________________________

Have you had a female infertility evaluation? Tests? Please describe: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REVIEW OF SYSTEMS

Do you now or have you had any problems related to any of the following systems? Circle Yes or No

Please explain any Yes answers in the space provided

Constitutional Symptoms



Skin

Fever


Y
N


Skin Rash


Y
N

Chills


Y
N


Boils



Y
N

Headache

Y
N


Persistent Itch


Y
N

Other___________________________

Other___________________________

Eyes






Musculoskeletal

Blurred Vision

Y
N


Joint Pain


Y
N

Double Vision

Y
N


Neck Pain


Y
N

Pain


Y
N


Back Pain


Y
N

Other___________________________

Other___________________________
Allergic/Immunologic



Ear/Nose/Throat/Mouth

Hay Fever

Y
N


Ear Infection


Y
N

Drug Allergies

Y
N


Sore Throat


Y
N

Other___________________________

Sinus Problems

Y
N

Other___________________________
Neurological





Genitourinary

Tremors

Y
N


Urine Retention

Y
N

Dizzy Spells

Y
N


Painful Urination

Y
N

Numbness/tingling
Y
N


Urinary frequency

Y
N

Other___________________________

Other___________________________
Endocrine





Respiratory

Excessive Thirst
Y
N


Wheezing


Y
N

Too hot/cold

Y
N


Frequent cough

Y
N

Tired/sluggish

Y
N


Shortness of breath

Y
N

Other___________________________                     Other___________________________

Gastrointestinal




Hematologic/Lymphatic

Abdominal pain
Y
N


Swollen glands

Y
N

Nausea/vomiting
Y
N


Blood clotting problem
Y
N

Indigestion/heartburn
Y
N


Other___________________________

Other___________________________

Cardiovascular




Psychologic

Chest pain

Y
N


Do you feel depressed

Y
N

Varicose veins

Y
N




High blood pressure
Y
N


Other___________________________

Other___________________________
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