Date: Name:

Age: Marital Status: [ IMarried [ISeparated []Single
Partner's name:

Your occupation: Spouse’s occupation:

Your home phone: Cell phone:

ADVANCED REPRODUCTIVE CARE CENTER

NEW PATIENT MEDICAL QUESTIONNAIRE

Date of birth:

His age:

Your ethnic background is: [JCaucasian [ ]African descent [ Hispanic

[INative American  [_|Other

CJasian  [JAshkenazi Jew

A. Medical History

1.Medication(s) you are taking:

2.Allergy: [INo known allergy  [Jlodine [IShellfish [IPeanut

3.Do you use [ITobacco /how much? [Aicohol

[IDrugs:

[IRecreational drugs (cocaine, marijuana, etc)

4.Please indicate any significant illness you have had:

[JAnorexia, bulimia [ Hepatitis B or C  [seizure disorder
[lAsthma [lother liver disease [IStroke
[IClots in lungs or legs [High blood pressure [Hypothyroidism
[ICrohn’s or Ulcerative Colitis [IKidney disease [ |Hyperthyroidism
[ IDiabetes [IMitral valve prolapse LGl ulcers
[IHeart disease [IRheumatic fever [lother

B. Surgical History (including cryosurgery and LEEP) Year
1.
2.
3.
4,
5.

C. Menstrual History

At what age did you first have your period?

How often do you have your periods?

Do you have spotting before the start of menses?
Do you pass clots of quarter size or larger during menses?
Do you have painful cramps with your periods?

Do you have pelvic pain at other times besides your periods?
At what age did your mother undergo menopause?

[lyes
[lyes
[lyes
ClYes

D. Sexual History

How often do you have intercourse?

Do you often have pain with intercourse?

Have you had 3 or more sexual partners in the past?

Have you ever had pelvic inflammatory disease (PID)?

Have you ever been diagnosed with a sexually transmitted disease?
If yes: [1Chlamydia [JCondyloma (HPV) [Gonorrhea [Herpes
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[lyes
[Ives
Clves
[lves

[_ITrichomonas

[ INo
[INo
[ INo
[INo

[INo
[INo
[ INo
[INo



E. Review of System
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e Have you had significant weight [_lgain or [_]loss over the past year? Ibs [lyes [No
e Do you have excessive [Ifacial hair, [_lbody hair, [ Jacne? [lves [No
e Do you have to shave your face? How often? [Iyes [INo
¢ Do you have breast discharge? From which breast? , color Clyes [INo
F. Obstetrical History
Year of Is current partner | Miscarriage | Vaginal delivery | Term or Baby’s Complication
pregnancy the father? or Abortion? | or C-section? premature? | sex
G. Previous Infertility Treatment
Treatment # Cycle | Month/Year #IUI Physician Outcome
Clomiphene
Femara (letrozole)
Injectables (HMG, Gonal-f,
Follistim, Menopur)
In Vitro Fertilization NA
H. Family Medical History
[IBirth defects [Icancer
[cystic fibrosis [IDiabetes
[_JDown’ syndrome [ Heart disease
[JHemophilia [hypertension
[ IMental retardation [ IStroke
[ IMuscular dystrophy LIKidney disease
[_ISickle cell disease [ IMental disorder
[ITay Sach disease L IThyroid disease
[IThalassemia [lother
I. Male Partner’s Profile
1.Has he been associated with any pregnancy (including miscarriages)? # [lves [INo
Number of children? Age of youngest child?
2.Hashe everhad  [Imumps [lradiation therapy ~ [lchemotherapy? Llyes [INo
3.Does he have [Idiabetes  [Jhypertension [lerectile problem [lyes [INo
Other medical problem(s)
4.Does he take regular medications: [lyes [INo
5.Has he ever had prostate infection or problem? [lves [INo
6.Has he ever had injury to the groin or genitalia? [lyes [No
7.Did he have [varicocele surgery [testicular surgery [lvasectomy [_lhernia repair Clyes [INo
8.Does he use tobacco? , alcohol , Lyes [No
recreational drugs (marijuana, cocaine, amphetamine)? [lyes [INo
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