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FEMALE PATIENT HISTORY

PLEASE NOTE:    Infertility patients please complete ALL sections. 
All other patients, complete section 1., through 5. 

1. IDENTIFYING INFORMATION:
Date ____________________

Name ______________________________________________   Partner’s Name _______________________________________

Address __________________________________________________________________________________________________

_______________________________________________________________________________________

Telephone Numbers: Home (        )_________________________________  Work (        )_________________________________

  Answering Machine @ home? Y N  Okay to call @ work? Y N

Date of Birth __________________________ Age ________    Partner’s Date of Birth__________________________ Age ________

Duration of relationship ____________________________________    Duration of infertility ______________________________

Nature of employment (title, brief description)

2. MEDICAL HISTORY:

REASON FOR VISIT:

Weight _______ Height _______ Blood Type (if known) _______

Within the past year, have you taken any prescription medicine? Y  N

 If yes, list all prescriptions & problems for which you were using them:

Are you taking any over-the-counter medications regularly? Y  N

 If yes, list medications and condition for taking them.

Do you use or have you ever used the following? (Check all that apply)

 Alcohol- How many glasses per week on average?

  Wine_______ Beer_______ Cocktails_______

 _____  Cigarettes; # of packs per day ___

 _____ Recreational Drug (marijuana, cocaine, etc.) current or past



BACKTO PAGE 1

 

Do you have or have you ever been diagnosed with or treated for: (check all that apply)

_____  Allergies (please list and describe reaction)

 

stsyC nairavO  _____  yspelipE _____ iamenA  _____

_____  Appendicitis _____ Gallbladder Problems  _____ Parasitic Infection

_____  Arthritis _____ Gonorrhea  _____ Pelvic Infection

_____  Blood Transfusions _____  Heart Disease  _____ Pneumonia

_____  Breast Milky Discharge _____ Hepatitis  _____ Poor sense of smell

_____  Breast Tenderness _____ Herpes  _____ Rheumatic fever

_____  Cancer-Specify _____ Hirsutism (excessive  _____ Scarlet fever

   hair growth)  _____ Seizures 

_____ Chlamydia _____ High blood pressure  _____ Syphilis

_____ Chronic Bronchitis _____ Immunization for  _____ Thyroid problems

_____ Chronic Headaches  German measles (Rubella)  _____ Tuberculosis

sreclU _____  noitcefni yendiK _____ sitiloC _____

_____ Color Blindness _____ Liver problems  _____ Vaginitis (Trichomoniasis,

_____ Diabetes _____ Loss of balance   Gardnerella, Yeast) # episodes _________

_____ Dizziness _____ Measles: German  _____ Visual Disturbances

_____ Eating Disorder _____ Measles: Regular   

_____ Endometriosis _____ Neurological Problems   

   

3. SURGICAL HIST WHERE? DOCTOR NAME?ORY:
Have you ever had any pelvic surgery? Y  N

Have you ever had surgery for endometriosis? Y  N

Have you ever had surgery for lysis of adhesions? Y  N

Have you had a tubal ligation?  Y  N

Have you ever had surgery to re-anastomose your tubes? Y  N

Have you ever had cervical conization or cautery? Y  N

Have you ever had any other surgery?  Y  N

(D&C, ovarian, appendectomy, thyroid)  

If yes, please specify: 

 

4. FAMILY HISTORY:
Age at fi rst period _______ Date of fi rst day of last period _________________

 Are your periods regular?  Y  N

 If yes, what is the usual length? (from onset of menses of onset of next menses) ___________________________________

 If no, how many times per year do you menstruate? _______________________________________________________



BACKTO PAGE 1

 Is progesterone or Provera needed to initiate bleeding? Y  N

 Do you bleed or spot between periods?  Y  N

 Are cramps present before, during or after your period? Y  N

  If yes, specify: (check all that apply) _____  before _____ during _____ after

 Please specify the severity of your cramps:  _____  mild  _____  moderate  _____  severe

 What is the usual duration of your period? ____________ days

 How many pregnancies (including elective terminations) have you had? ________________________________________

 Did you have any complications during or after your pregnancies? Y  N

 Did your mother have any diffi culties with her pregnancies? Y  N

  If yes, specify ______________________________________

 Did your mother take DES (diethylstilbestrol) while she was pregnant with you? Y  N

 Please complete the following table as it pertains to each of your pregnancies:

Pregnancy Year How Long Infertility Elective Date Vaginal Male or Is current 
 Conceived To Therapy Termination? Baby Delivery or Female Partner
  Conceive? Required? Miscarriage? Born C-Section?  the Father?
    Ectopic?
    Stillborn?

First

Second

Third

Fourth

Fifth

5. CONTRACEPTIVE/SEXUAL HISTORY:
What forms of contraception have you used in the past? (Check all that apply)

_____ Pills – Name ____________________________________ _____ IUD – Name ______________________________

_____ Diaphragm       _____ Withdrawal

_____ Foams/Jellies       _____ Condoms

_____ Rhythm       _____ None

_____ Other (specify)

For each contraceptive method used, specify length of use and reason discontinuation:

Method:   Year & Length of Use:   Reason of discontinuation:

How many times per week do you and your partner have intercourse? _______________________________________________

How many times do you have intercourse around ovulation? _______________________________________________________
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Is intercourse painful or diffi cult for you? Y  N

Do you use lubricants for intercourse? Y  N

Do you douche before or after intercourse? Y  N

6. INFERTILITY HISTORY:
How long have you now been trying to get pregnant? ____________________________________________________________

Which of the following tests have you had performed? (Check all that apply)

_____ Antibodies When? ________ Results? _________________________________________

_________________________________________ ?stluseR ________ ?nehW TBB _____

_____ Postcoital When? ________ Results?_________________________________________

_____ Hormonal Assays When? ________ Results? _________________________________________

 (FSH, prolactin, estrogen,

 DHEA-S, testosterone, progesterone)

_____ Endometrial Biopsy When? ________ Results? _________________________________________

_____ Hysterosalpinogram When? ________ Results? _________________________________________

_____ Laparoscopy/ When? ________ Results? _________________________________________

 Hysteroscopy

_____ Mycoplasma/ When? ________ Results? _________________________________________

 Chlamydia cultures

_____ Thyroid tests When? ________ Results? _________________________________________

_____ Rubella Immunity When? ________ Results? _________________________________________

_____ Pap Smear When? ________ Results? _________________________________________

_____ Other (specify) When? ________ Results? _________________________________________

Which of the following drugs have you taken for infertility? (Check all that apply)

 HRnG _____ scitoibitna _____ (Lupron: subcutaneous)

_____ bromocriptine (Parlodel) _____ hCG (Profasi, Pregnyl)

_____ clomiphene citrate (Serophene, Clomid) _____ hMG (Pergonal, Humegon, Repronex)

_____ danazol (Danocrine)  enosinderp _____ (or cortisone-like drugs)

_____ Depo-Lupron (1 inj/mo intramuscular) _____ Progesterone

HSF fo niportilloforu _____ snegortse _____

 (Metrodin, Fertinix, Follistim, Gonal F)

rehtO _____ enoN _____  (specify) _________________________________________

Have you ever undergone ovulation induction therapy? Y  N

Where? ______________________________________________________  When? _____________________________________

 If yes, how many cycles? ______________________________________________________________________________

 _____ Clomid  _____ Pergonal/Metrodin/Fertinex

 _____ Combination of Clomid/Pergonal or Metrodin/Fertinex

 (>or= 16mm) noted with 

Have you ever undergone artifi cial insemination or in vitro fertilization? Y  N

 If yes, using partner or donor sperm? ____________________________________________________________________

 If yes, where at? _____________________________________ What year? ______________________________________
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Is your partner seeing a doctor for evaluation of infertility?   Y  N

 If yes, doctor name and location 

Does the doctor feel that your partner has an infertility problem?   Y  N

  If yes, what is the diagnosis and current treatment?

 

Has your partner ever fathered a child with another partner?   Y  N

Age / Alive / Deceased

Breast Cancer Ovarian Cancer Cervical Cancer Endometriosis

Illness / Tumors / Anomalies Pregnancy History

FAMILY HISTORY

Mother

Father

Siblings

Relatives

 If yes, when 

Thank you for taking time to complete this form in advance.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 350
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 350
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [792.000 1224.000]
>> setpagedevice


	Date: 
	Name: 
	Partners Name: 
	Address: 
	undefined_3: 
	undefined_4: 
	Date of Birth: 
	Age: 
	Partners Date of Birth: 
	Age_2: 
	Duration of relationship: 
	Anemi: 
	Appendicitis: 
	Arthritis: 
	Blood Transfusions: 
	Breast Milky Discharge: 
	Breast Tenderness: 
	CancerSpecify: 
	Chlamydia: 
	Chronic Bronchitis: 
	Chronic Headaches: 
	Colitis: 
	Color Blindness: 
	Diabetes: 
	Dizziness: 
	Eating Disorder: 
	Endometriosis: 
	Epilepsy: 
	Gallbladder Problems: 
	Gonorrhea: 
	Heart Disease: 
	Hepatitis: 
	Herpes: 
	Hirsutism excessive: 
	High blood pressure: 
	Immunization for: 
	Kidney infection: 
	Liver problems: 
	Loss of balance: 
	Measles German: 
	Measles Regular: 
	Neurological Problems: 
	fill_49: 
	Ovarian Cysts: 
	Parasitic Infection: 
	Pelvic Infection: 
	Pneumonia: 
	Poor sense of smell: 
	Rheumatic fever: 
	Scarlet fever: 
	Seizures: 
	Syphilis: 
	Thyroid problems: 
	Tuberculosis: 
	Ulcers: 
	Vaginitis Trichomoniasis: 
	GardnerellaYeast  episodes: 
	Visual Disturbances: 
	If yes what is the usual length from onset of menses of onset of next menses: 
	If no how many times per year do you menstruate: 
	after: 
	before: 
	during: 
	mild: 
	moderate: 
	severe: 
	days: 
	How many pregnancies including elective terminations have you had: 
	If yes specify: 
	Year ConceivedFirst: 
	How Long To ConceiveFirst: 
	Infertility Therapy RequiredFirst: 
	Elective Termination Miscarriage Ectopic StillbornFirst: 
	Date Baby BornFirst: 
	Vaginal Delivery or CSectionFirst: 
	Male or FemaleFirst: 
	Is current Partner the FatherFirst: 
	Year ConceivedSecond: 
	How Long To ConceiveSecond: 
	Infertility Therapy RequiredSecond: 
	Elective Termination Miscarriage Ectopic StillbornSecond: 
	Date Baby BornSecond: 
	Vaginal Delivery or CSectionSecond: 
	Male or FemaleSecond: 
	Is current Partner the FatherSecond: 
	Year ConceivedThird: 
	How Long To ConceiveThird: 
	Infertility Therapy RequiredThird: 
	Elective Termination Miscarriage Ectopic StillbornThird: 
	Date Baby BornThird: 
	Vaginal Delivery or CSectionThird: 
	Male or FemaleThird: 
	Is current Partner the FatherThird: 
	Year ConceivedFourth: 
	How Long To ConceiveFourth: 
	Infertility Therapy RequiredFourth: 
	Elective Termination Miscarriage Ectopic StillbornFourth: 
	Date Baby BornFourth: 
	Vaginal Delivery or CSectionFourth: 
	Male or FemaleFourth: 
	Is current Partner the FatherFourth: 
	Year ConceivedFifth: 
	How Long To ConceiveFifth: 
	Infertility Therapy RequiredFifth: 
	Elective Termination Miscarriage Ectopic StillbornFifth: 
	Date Baby BornFifth: 
	Vaginal Delivery or CSectionFifth: 
	Male or FemaleFifth: 
	Is current Partner the FatherFifth: 
	What forms of contraception have you used in the past Check all that apply: 
	Pills  Name: 
	IUD  Name: 
	undefined_5: 
	Diaphragm: 
	Withdrawal: 
	FoamsJellies: 
	Condoms: 
	Rhythm: 
	None: 
	Other specify: 
	How many times per week do you and your partner have intercourse: 
	How many times do you have intercourse around ovulation: 
	How long have you now been trying to get pregnant: 
	Antibodies: 
	When: 
	BBT: 
	When_2: 
	Postcoital: 
	When_3: 
	Hormonal Assays: 
	When_4: 
	Endometrial Biopsy: 
	When_5: 
	Hysterosalpinogram: 
	When_6: 
	Laparoscopy: 
	When_7: 
	Mycoplasma: 
	When_8: 
	Thyroid tests: 
	When_9: 
	Rubella Immunity: 
	When_10: 
	Pap Smear: 
	When_11: 
	Other specify_2: 
	When_12: 
	Results: 
	Results_2: 
	Results_3: 
	Results_4: 
	Results_5: 
	Results_6: 
	Results_7: 
	Results_8: 
	Results_9: 
	Results_10: 
	Results_11: 
	Results_12: 
	antibiotics: 
	GnRH Lupron subcutaneous: 
	bromocriptine Parlodel: 
	hCG Profasi Pregnyl: 
	undefined_6: 
	clomiphene citrate Serophene Clomid: 
	danazol Danocrine: 
	prednisone or cortisonelike drugs: 
	undefined_7: 
	DepoLupron 1 injmo intramuscular: 
	estrogens: 
	urofollitropin of FSH: 
	None_2: 
	undefined_8: 
	Other specify_3: 
	If yes how many cycles 2: 
	Clomid: 
	If yes specify the average number of mature follicles or 16mm noted with: 
	Duration of infertility: 
	Nature of Employment: 
	If Yes Specify1: 
	If Yes Specify2: 
	Cigarettes # of packs per day: 
	Wine: Off
	Beer: Off
	Cocktails: Off
	Cigarettes: Off
	Recreational Drugs: Off
	Answering Machine Yes: Off
	Answering Machine No: Off
	Okay to Call Work No: Off
	Okay to Call Work Yes: Off
	Back to Page 1: 
	Allergies please list and describe reaction: 
	Allergies: Off
	No 6: Off
	Yes 6: Off
	Yes 7: Off
	Yes 8: Off
	Yes 9: Off
	Yes 10: Off
	Yes 11: Off
	No 7: Off
	No 8: Off
	No 9: Off
	No 10: Off
	No 11: Off
	No 12: Off
	Yes 12: Off
	D & C Specify: 
	Yes 13: Off
	No 13: Off
	Yes 14: Off
	No 14: Off
	Yes 15: Off
	No 15: Off
	No 16: Off
	Yes 16: Off
	Yes 17: Off
	No 17: Off
	Yes 18: Off
	No 18: Off
	Method: 
	Year and Length of Use: 
	Reason for Discontuniation: 
	Yes 19: Off
	No 19: Off
	No 20: Off
	Back to Page 2: 
	Yes 22: Off
	No 22: Off
	Yes 21: Off
	No 21: Off
	Yes 23: Off
	No 23: Off
	Yes 24: Off
	Yes 25: Off
	No 24: Off
	No 25: Off
	Back to Page 4: 
	Back to Page 3: 
	Sumbit Form: 
	Blood Type if known: 
	Height: 
	Weight: 
	Yes 4: Off
	No 4: Off
	No 3: Off
	Yes 3: Off
	fill_50: 
	Doctors Name 1: 
	Where 1: 
	Where 2: 
	Where 3: 
	Where 4: 
	Where 5: 
	Where 6: 
	Where 7: 
	Doctors Name 2: 
	Doctors Name 3: 
	Doctors Name 4: 
	Doctors Name 5: 
	Doctors Name 6: 
	Doctors Name 7: 
	If yes how many cycles 1: 
	If yes where: 
	If yes when: 
	If yes using partner or donor sperm: 
	If yes where at 1: 
	What year 1: 
	Mother Age Alive Deceased: 
	Mother Illness Tumors Anomalies: 
	Mother Pregnancy History: 
	Father Pregnancy History: 
	Father Illness Tumors Anomalies: 
	Father Age Alive Deceased: 
	Siblings Pregnancy History: 
	Siblings Illness Tumors Anomalies: 
	Siblings Age Alive Deceased: 
	Relatives Age Alive Deceased: 
	Relatives Illness Tumors Anomalies: 
	Relatives Pregnancy History: 
	Breast Cancer: Off
	Ovarian Cancer: Off
	Cervical Cancer: Off
	Endometriosis 2: Off


