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CLINICAL QUESTIONNAIRE
Tel: (424)212-4087 Fax: (424)212-4088
Email: Contact@incintafertiliy.com

Please complete this questionnaire as accurately as possible at least two days prior to your consultation. We look forward to your upcoming consultation. If you have any questions, please call us at 424-212-4087. Failure to complete this form 48h prior to your appointment will result in cancellation or reschedule. Thank you!
Patient Last Name: _____________________________ First Name: _________________________ 
Gender - Please circle one: Female / Male / Trans* / Poly
Birth Date: Month ____________________ Day: _________ Year: ________________ Age: ____________	
Marital Status - Please circle one:  Married / Single 
Occupation: ________________________________Employed By: _______________________________
Mailing Address: _______________________________________________________________________
City: ___________________________   State/Country: ______________________   Zip Code: _________
Telephone: (Home) ______________________ (Work) _____________________ (Fax) ______________
(Cell) _____________________________ Email Address: ______________________________________
Social Security Number: _____________________  

Partner Last Name: ______________________________ First Name: ___________________________ 
Gender - Please circle one: Female / Male / Trans* / Poly
Birth Date: Month __________________ Day: _______ Year: __________ Age: ___________
Occupation: ________________________________Employed By: _______________________________
Mailing Address: 
· Please check if Same as Above
_______________________________________________________________________
City: ___________________________   State/Country: ______________________   Zip Code: _________
Telephone: (Home) ______________________ (Work) _____________________ (Fax) ______________
(Cell) _____________________________ Email Address: ______________________________________  Partner’s Social Security Number: ________________________


Other Information 
Medical Insurance (Please provide a copy of the front and back of your insurance card): Yes___   No: ____
How were you referred to our center? Friend or Relative ___ Internet Search ____ Yelp ___ Google______
Referring Physician (If so, please leave name:) __________________________________Other _________
OB/GYN Physician (Name and phone number): ___________________________________________
Emergency Contact Person’s Full Name: ____________________________________________
Phone Number: _____________________________________ 

Reason for Consultation:




Have you or your partner undergone a previous evaluation or treatment for fertility?  	Yes / No
If Yes, Please explain briefly and send records to office prior to your appointment: 




PATIENT/FEMALE HISTORY
OBSTETRICAL HISTORY:
Have you ever been pregnant before?		Yes ______	No ______
	
      Date
	Current (C) 
or Prior Partner (P)
	Live Birth (Y/N)
	Miscarriage (M)
Abortion (A)  Ectopic (E)
	
Weeks
	Fetal Heart (Y/N)
	
D&C (Y/N)
	
Vaginal (V)
Cesarean (C)
	
Sex
	
Weight
	
Complication

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	



GYNECOLOGIC HISTORY:
When was the first day of your last period? 		_________________________________
Do you have regular periods?						 Yes ______	No ______
Age at first period? ________ 			      Number of days of bleeding? ______
Number of days between the start of one period to the start of the next one? ______________    
Amount of bleeding:	 Light _____	Medium _____     Heavy _____
Do you have pain with menstruation?				 Yes ______	No ______
Pain relieved by over-the-counter medications?		 Yes ______	No ______
Do you experience pain with sexual intercourse?			 Yes ______	No ______

What is the name and contact information of your Obstetrician/Gynecologist? ___________________________________________________________________________
When was your last Pap smear and the result? 	_________________________________
Have you ever had an abnormal Pap smear?				 Yes ______	No ______
If yes, what follow up was needed?   _______________________________________
Have you ever had a mammogram?				 Yes ______	No ______
If yes, what was the result and the date?  _______________________________
Have you ever had a sexually transmitted or pelvic inflammatory disease (i.e., Chlamydia, Gonorrhea, Syphilis, Herpes) 						Yes ______	No ______
Do you experience milky or any discharge from your breasts?	 Yes ______	No ______
Do you have uterine fibroids, ovarian cysts, or endometriosis?	 Yes ______	No ______ 
Have you ever used an IUD or any other form of contraception?	 Yes ______	No ______
		
PREVIOUS SURGERIES: Have you ever had surgery? 		Yes ______	No ______
Please List:




MEDICAL CONDITIONS:
Do you have any medical illnesses? (Examples include diabetes, hypertension, current or past history of cancer?) If so, please list:


DRUG ALLERGIES:
Are you allergic to any medications that you know of?		 Yes _______	No _______
Please List: 



CURRENT MEDICATIONS/SUPPLEMENTS:
	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



FAMILY HISTORY:
Is there a history of any of the following conditions in the family?
	Condition
	Yes/ No
	Comments

	Any Type of Cancer
	
	

	Birth Defects or Down’s Syndrome
	
	

	Blood Disorders
	
	

	Blood Clots in Legs or Lung
	
	

	Diabetes 
	
	

	Early Menopause or Ovarian Failure
	
	

	Genetic Diseases 
	
	

	Heart Disease
	
	

	High Blood Pressure
	
	

	Infertility
	
	

	Mental Retardation
	
	

	Twins or Triplets
	
	

	Polycystic Ovary Syndrome (PCOS)
	
	

	Recurrent Miscarriages
	
	

	Sickle Cell Disease
	
	

	Thyroid Disease
	
	

	Other
	
	



SOCIAL HISTORY:
Ethnicity: (Mark one or more boxes.)    
· White/Caucasian  
· Hispanic/Latino
· Asian
· Black/African American  
· Native Hawaiian or Other Pacific Islander  
· American Indian/Alaska Native 
· Other:________________________
· I prefer not to disclose.
Weight: ______________     Height: ______________
Do you use tobacco?				   Yes _____	 No _____	#Packs/day _______
Do you use alcohol?				   Yes _____	 No _____	#Drinks/wk _______
Have you ever used drugs?			   Yes _____	 No _____	
How long have you been together with your current partner?   		________ years
Have you had problems conceiving in a previous relationship?     Yes ____    No ____ N/A _____
How frequently do you have intercourse?			                   		 _______week / month



PARTNER/MALE HISTORY (If Indicated)
Gender - Please circle one: Female / Male / Trans* / Poly
Name: ___________________________________________
Date of Birth: _____________________________________
Phone Number: ___________________________________
Any specific concerns you would like addressed?


Do you have any medical problems? 						Yes ______ No ______
Please List: 


Have you ever had any: Trauma to your genitals / Childhood mumps / Inguinal hernia surgery / Undescended testicles? (Circle one if present) 

Have you initiated any pregnancies in the past?					 Yes ______ No ______
How Many? 					_________
Number with current partner? 			_________
When was the most recent pregnancy?	 _________

Have you ever had any surgeries?							 Yes ______ No ______
Please List:

Are you taking any medications? 							Yes ______No ______
Medication: ______________________	Dose: ______	Frequency: ____________
Are you allergic to any medications? 						Yes ______No ______
Medication: ______________________		Reaction: ___________________

Any family history of any major illnesses/Genetic diseases?             Yes ______ No ______
(You may refer to Page 4 for illnesses) _______________________________________________

SOCIAL HISTORY:
Ethnicity: (Mark one or more boxes.)    
· White/Caucasian  
· Hispanic/Latino
· Asian
· Black/African American  
· Native Hawaiian or Other Pacific Islander  
· American Indian/Alaska Native 
· Other:________________________
· I prefer not to disclose.
Do you use tobacco?				   Yes _____	 No _____	#Packs/day _______
Do you use alcohol?				   Yes _____	 No _____	#Drinks/wk _______
Have you ever used drugs?			   Yes _____	 No _____	
Weight: ______________     Height: ______________

Have you ever had a semen analysis? 	(If applicable/male partner)		Yes ______ No ______
Result Date: ___________
Volume (ml or cc): 			_________	
Count (million/ml):			_________	 
Motility (% moving sperm):		_________	 
Morphology (% normal forms):	_________ (Kruger's or WHO Criteria)
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