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Background medical information

FEMALE 

First Name:

Surname:

Date of birth:
Occupation: 
MALE 

First Name:


Surname:


Date of birth:
Occupation:



Correspondence Address….
Mobile 
Email: 
GP details (if you would like us to send a copy of results and report)


Your fertility 

The first part of the questionnaire is about your previous pregnancies. This information is often very personal, so you may wish not to put all the details down in writing. We can fill this in with you over the phone or when you come in for your consultation, however it would be useful for us to have as much information up front as possible.

1. Are you currently using any contraception? Please delete as necessary.

None, sterilisation (either female or male), condoms, coil or the pill. Other…………
2. How long have you been trying to conceive for? (This means how many months have you been having regular, unprotected intercourse with your partner. There will be some instances where this is not relevant.). 

..………,,,,Months/ Not applicable.

3, If you never conceived before (either with your current or previous partner) then please go to page 3. If you have conceived before, then please complete the following tables. Please add rows if required.

Pregnancies in previous relationships

	Year
	How long did you try for?
	Natural conception

(yes / no)
	OUTCOME

(Miscarriages, pregnancy complications, delivery)

	
	
	
	

	
	
	
	


Pregnancies in current relationship
	Year
	How long did you try for?
	Natural conception

(yes / no)
	OUTCOME

(Miscarriages, pregnancy complications, deliver )

	
	
	
	

	
	
	
	



Gynaecological background 
The second part of the questionnaire is about your menstrual cycle. Include any problems, symptoms or investigations you may have had in the past. Please feel free to add as much information as you feel necessary.
1. Approximate age your periods started…………………………………………years

2. Do you feel that your periods are regular or irregular? (Please delete as necessary) 






Regular/ irregular/ not sure
3. Please indicate how often you have a period. It is normal for there to be a range e.g. 26-29 days, although some women may only have a period every 35 days to 6 weeks. ……………………………………………………………………days

Please state the starting days of your last three periods

4. How many days do your periods last for? The first day of your period is taken as the first day that you wake up menstruating……………………….. days
Please state the starting days of your last three periods

Date 1……………………

Date 2……………………

Date 3……………………

5. Do you have any pains in the middle of your cycle that you think may be because of ovulation (egg release)? Often this is a sharp lower abdominal pain that is associated with a change in vaginal mucus. (Please delete as necessary) 







Yes/ No/ Sometimes/ Never noticed
6. Do you have particularly painful periods? 



Yes/ No

Do you need to take time off work? 



Yes/ No

Which days do you have most discomfort?……………


7. Do you feel that your periods are heavier than other women? 
Yes/ No

If yes, then do you need to take time off work?  

Yes/ No

Which are the heaviest days?...................................................
8. Do you have noticeable pain during sexual intercourse or when you go to the toilet during your period. These are symptoms that may be associated with pelvic inflammation. 
Please add detail below.



Yes/ No
9. Have you ever had a sexually transmitted infection (e.g. Chlamydia, syphilis or gonorrhoea). Please add detail below.




Yes/ No
10. When was your last smear? Please add if it was normal Please add detail of colposcopy if appropriate below.





Yes/ No



Non-gynaecological questions
This part of the questionnaire is about other medical conditions that you may have that could influence your fertility. Please feel free to add as much information as you feel necessary at the end of the section.

Do you feel that you have particularly bad skin e.g. acne 


Yes/ No

Do you feel that you have excess facial or body hair
 


Yes/ No

Do you have any breast discharge


 


Yes/ No
Do you have any persistent headaches 





Yes/ No
Do you have visual problems that are not corrected by glasses?

Yes/ No
Have you ever been underweight or particularly overweight in the past
Yes/ No
Have you been diagnosed with any of the following conditions? 

Please add details at the end of section

Polycystic ovarian syndrome

Diabetes









Yes/ No
Thyroid problems 








Yes/ No
Previous cancer therapy







Yes/ No 
Other medical conditions? Please add detail at the end of the section.
Yes/ No
Are you taking any medication (either prescribed or over the counter)?
Yes/ No


                      
	DRUG NAME
	DOSE/ frequency

	
	

	
	

	
	


Do you have any allergies to medicine, foods or metals?


Yes/ No
Are you taking folic acid?







Yes/ No
Do drink more than 14 units of alcohol per week



Yes/ No
Do you smoke, and if so, how many each day?




Yes/ No
Surgery
Have you ever had any surgery?
Please add detail below.


Yes/ No
Finally

What is your height ……………………and weight…………………..?


 

MALE HISTORY

Please fill out as much as possible in this section. Sub-fertility commonly has a male factor involved, and if so, it is important to understand why this might be in order to try and treat the problem.
Fertility Background

Have you fathered any pregnancies in previous relationships?

Yes/ No
Have you been diagnosed with any of the following conditions? 

Please add details at the end of section

Testicular trauma








Yes/ No
Undescended testes (as a child)






Yes/ No
Mumps after childhood







Yes/ No

Hernia operations








Yes/ No
Have you ever had a sexually transmitted infection (e.g. Chlamydia, syphilis or gonorrhoea).









Yes/ No
Diabetes









Yes/ No
Thyroid problems 








Yes/ No
Previous cancer therapy







Yes/ No 
Other medical conditions? Please add detail at the end of the section.
Yes/ No
Are you taking any medication (either prescribed or over the counter)?
Yes/ No


                      
	DRUG NAME
	DOSE/ frequency

	
	

	
	


Do you have any allergies to medicine, foods or metals?


Yes/ No
OPERATIONS: Yes / No

	PROCEDURE


	DATE
	PLACE
	OUTCOME/FINDINGS

	
	
	
	

	
	
	
	


Do drink more than 21 units of alcohol per week



Yes/ No
Do you smoke cigarettes?







Yes/ No
What is your height ……………………and weight…………………..?
Finally
As a couple, do you feel that there are aspects to your love life that may need to be addressed?









Yes/ No
Please include any extra information here…..





Please add any extra information concerning your background here.





Please add any extra information concerning your background here.
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