
INFERTILITY HISTORY FORM

PART 1: CONTACT INFORMATION

First Name

Date of Birth     MM / DD / YY

Middle Initial Last Name

Age

Male Partner’s First Name

Date of Birth     MM / DD / YY

Middle Initial Last Name

Age

Name of Primary Physician

Address Phone

PART 2: FEMALE MEDICAL HISTORY AND INFORMATION

Reason for Visit:    □ Infertility Evaluation     □ Sperm Insemination     □ Other

How many months have you been trying to conceive (unprotected intercourse or insemination)? ______________

PREGNANCY SUMMARY

ALL pregnancies _____

 

How many were stillborn? _____

    □ No    □ Yes    Explain

1.

4.

5.

6.

DATE PREGNANCY
ENDED OR DELIVERED

MONTHS TO
CONCEPTION

TREATMENTS
TO CONCEIVE

DELIVERY TYPE
D&C / COMPLICATIONS

CURRENT 
PARTNER?

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

1VH 937



MENSTRUAL HISTORY

□ Regular Periods    □ Irregular Periods    □ No Periods    

□ Spotting Before Periods    □ Heavy Periods    □ Light Periods    □ Bleeding Between Periods

□ Yes - what type? ________________________________ □ No

□ Yes:   � Always     � Sometimes    � Recently     � In the past     □ No

CONTRACEPTIVE HISTORY
□ None  □ Condoms: Dates of Use _____________  □ Diaphragm: Dates of Use _____________  □ IUD: Dates of Use _____________

□ Birth Control Pills: Dates of Use ______________   Complications? _____________   □ Never Used Birth Control Pills

□ Injectable Contraception (Depo-Provera® : Dates of Use ____________   Complications? __________

□ □ Foam or Jelly

□

□

□ □ Yes    □ No    □ Don’t Know

SEXUAL HISTORY
□ None    □ Not Applicable

□ Yes    □ No

□ Yes    □ No
® □ Yes - what type? ______________________ □ No

Any prior exposure to sexually transmitted diseases or pelvic infections?  □ Yes    □

□ Chlamydia (date) _____________    □ Gonorrhea (date) _____________   □ Herpes (date) _____________
□ Genital Warts/HPV (date) _____________    □ Syphilis (date) _____________
□ HIV/AIDS (date) _____________    □ Hepatitis (date) _____________

PAP SMEAR HISTORY

□ Normal    □ Abnormal

□ Not Applicable

□ □ Colposcopy    □ □

□ □ LEEP Procedure    □ No
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MEDICAL HISTORY

□ Yes    □

______________________________________________________________________________________________________

 ______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

  □ Yes    □

______________________________________________________________________________________________________

 ______________________________________________________________________________________________________

□ Yes    □

1. ____________________________________________________________________________________________________

4. ____________________________________________________________________________________________________

5. ____________________________________________________________________________________________________

SOCIAL HISTORY

□ None

□ Yes – How many per day? __________ For how many years? __________   

□ Quit? When? __________   □ No

□ Yes    □ No

 □ □ □

□ Yes    □

 ______________________________________________________________________________________________________

□ Yes    □

______________________________________________________________________________________________________

SURGICAL HISTORY

Have you had any surgeries?   □ Yes    □

YEAR                 REASON AND TYPE OF SURGERY

1.

4.

5.

6.

Did you have any anesthesia problems?   □ Yes    □
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MEDICAL HISTORY (continued)

DISORDERS IN YOUR FAMILY RELATIONSHIP TO YOU

Breast Cancer    □ Yes □ No □ Don’t Know
Ovarian Cancer    □ Yes □ No □ Don’t Know
Colon Cancer    □ Yes □ No □ Don’t Know
Other Cancer ________    □ Yes □ No □ Don’t Know
Diabetes    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Heart Disease    □ Yes □ No □ Don’t Know
Blood Clots    □ Yes □ No □ Don’t Know
Obesity    □ Yes □ No □ Don’t Know
Psychiatric Problems    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Endometriosis    □ Yes □ No □ Don’t Know
Infertility    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Birth Defects    □ Yes □ No □ Don’t Know
Cystic Fibrosis    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Canavan Disease    □ Yes □ No □ Don’t Know
Bloom Syndrome    □ Yes □ No □ Don’t Know
Gaucher Disease    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Fanconi Anemia    □ Yes □ No □ Don’t Know
Familial Dysautonia    □ Yes □ No □ Don’t Know
Muscular Dystrophy    □ Yes □ No □ Don’t Know
Neurologic (brain/spine)    □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know

Developmental Delay    □ Yes □ No □ Don’t Know
Learning Problems    □ Yes □ No □ Don’t Know
Polycystic Kidney Disease    □ Yes □ No □ Don’t Know
Heart Defect from Birth    □ Yes □ No □ Don’t Know
Down’s Syndrome    □ Yes □ No □ Don’t Know
Other Chromosome Defects □ Yes □ No □ Don’t Know
Marfan Syndrome □ Yes □ No □ Don’t Know
Hemophilia □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know

Galactosemia □ Yes □ No □ Don’t Know
Deafness/Blindness □ Yes □ No □ Don’t Know
Color Blindness □ Yes □ No □ Don’t Know
Hemochromatosis □ Yes □ No □ Don’t Know

□ None of the Above      □ Other ________________________________________________________________________

□ EMOTIONAL STATUS

□ Yes    □ No
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PRIOR INFERTILITY TESTING AND TREATMENT
Have you had prior infertility testing or treatment elsewhere?   □ Yes    □ No

PRIOR TESTS (check all that apply):
□

□

□

□

□ Hysterosalpingogram (HSG) Date: Results:
□ Laparoscopy Surgery

□  Clomid          □ Yes    □ No

□  Intrauterine Insemination          □ Yes    □ No

Date: Results:
□ Hysteroscopy Surgery Date: Results:
□

□

PRIOR TREATMENTS (check all that apply): 

               If yes, when?  _______________________________________________________________________________

               If yes, what dose?  ___________________________________________________________________________

□  Femora / Letrozole          □ Yes    □ No

               If yes, what dose?  ___________________________________________________________________________

□  Daily injections to cause ovulation          □ Yes    □ No

               If yes, what medications?  ____________________________________________________________________

□  Completed Invitro Fertilization          □ Yes    □ No

               If yes, when?  _______________________________________________________________________________

□  Frozen Embryo Transfer          □ Yes    □ No

               If yes, when?  _______________________________________________________________________________

 Physician’s Signature and DatePatient’s Signature and Date
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PART 3: MALE PARTNER MEDICAL HISTORY AND INFORMATION
Complete with your male partner, if applicable

Have you ever been evaluated by a urologist?  □ Yes    □ No

Have you previously conceived with another woman?  □ Yes    □

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □

□ Chlamydia (date) _____________    □ Gonorrhea (date) _____________   □ Herpes (date) _____________
□ Genital Warts/HPV (date) _____________    □ Syphilis (date) _____________
□ HIV/AIDS (date) _____________    □ Hepatitis (date) _____________

  □ Yes    □ □ One Side   □ Both Sides

  □ Yes    □ No

□ Yes    □ No

□ Yes    □ No

Diabetes Mellitus  □ Yes    □ No Cancer  □ Yes    □ No

Multiple Sclerosis  □ Yes    □ No Other Neurological Problems  □ Yes    □ No

Prostatic Infections  □ Yes    □ No Urinary Infections  □ Yes    □ No

 High Blood Pressure  □ Yes    □

□ Yes    □

□ Yes    □

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No

□ Yes    □

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________
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 _______ □ None

□ Yes – How many per day? __________ For how many years? __________   

□ Quit? When? __________   □ No

□ Yes    □ No

 □ □ □

□ Yes    □

 ______________________________________________________________________________________________________

□ Yes    □

 ______________________________________________________________________________________________________

□ Yes    □ No

□ Yes    □ No

□ Yes    □ No    □ Don’t Know

   □ Yes    □

______________________________________________________________________________________________________

DISORDERS IN YOUR FAMILY RELATIONSHIP TO YOU
Cystic Fibrosis □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Canavan Disease □ Yes □ No □ Don’t Know
Bloom Syndrome □ Yes □ No □ Don’t Know
Gaucher Disease □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
Fanconi Anemia □ Yes □ No □ Don’t Know
Familial Dysautonia □ Yes □ No □ Don’t Know
Muscular Dystrophy □ Yes □ No □ Don’t Know
Neurologic (brain/spine) □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know

Developmental Delay □ Yes □ No □ Don’t Know
Learning Problems □ Yes □ No □ Don’t Know
Polycystic Kidney Disease □ Yes □ No □ Don’t Know
Heart Defect from Birth □ Yes □ No □ Don’t Know
Down’s Syndrome □ Yes □ No □ Don’t Know
Other Chromosome Defects □ Yes □ No □ Don’t Know
Marfan Syndrome □ Yes □ No □ Don’t Know
Hemophilia □ Yes □ No □ Don’t Know

□ Yes □ No □ Don’t Know
□ Yes □ No □ Don’t Know

Galactosemia □ Yes □ No □ Don’t Know
Deafness/Blindness □ Yes □ No □ Don’t Know
Color Blindness □ Yes □ No □ Don’t Know
Hemochromatosis □ Yes □ No □ Don’t Know

□ None of the Above □ Other ________________________________________________________________________

 Physician’s Signature and DateMale Partner’s Signature and Date
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