NATURAL HEALTH CONSULTING

Janet Comeskey N.D Dip Herb Med. MNZAMH

Fertility Information Questionnaire






	NAMES:
	
	
	WORK PHONE:
	

	ADDRESS:
	
	
	HOME PHONE:
	

	
	
	
	MOBILE:
	

	E-MAIL:
	
	
	
	

	DOCTOR:
	
	
	INDICANS TEST:
	

	        SPECIALIST:
	
	
	 BLOOD GROUP:
	

	DOB/AGE:
	male                    female
	
	HEIGHT:
	

	TIME OF BIRTH:   
	
	
	WEIGHT:
	

	ETHNICITY:
	
	
	BP:
	                     PULSE:

	OCCUPATION:
	male                     female 
	
	ZINC STATUS:
	


Who can we thank for referring you to our practice?   

What are your concerns regarding you or your partners fertility?   

Fill in one questionnaire each partner  

	Has anyone in your family suffered from infertility, heart disease, diabetes, hypertension or depression? Or anything else that may be relevant.


	YES
	NO

	Are you on prescription medication?

If so please list them.


	YES
	NO

	Have you taken antibiotics in the last 12 months?
	YES
	NO

	Do you take any supplements or herbal remedies?

If so please list them.


	YES
	NO

	Have you been hospitalised OR had anesthesia recently?
	YES
	NO

	If you are female, do you menstruate?


	YES
	NO

	If you are female, have you miscarried?
	YES
	NO

	If you are female have you used any form of hormonal contraception?
	YES
	NO

	Have you been referred for IVF treatment
	YES
	NO

	Are you a regular blood donor?
	YES
	NO

	If YES to any of the above, please provide any relevant details:

Give details of present or past contraception used:

	

	

	ARE YOU EXPOSED TO CHEMICALS IN YOUR JOB/HOME? Or in the past? Eg cleaners, car mechanics, painter etc

	

	


Do you have or have you had any of the following: 

	Heart Condition
	
	Thyroid Disorders
	
	Irritable Bowel Syndrome
	

	Stroke
	
	Diabetes
	
	Digestive pain/gas/bloating
	

	Hypertension
	
	Liver / Kidney Condition
	
	Indigestion/Reflux
	

	Hypotension
	
	Hepatitis
	
	Asthma/Eczema
	

	High Cholesterol
	
	Arthritis
	
	Allergies
	

	Rheumatic Fever
	
	Osteoporosis
	
	Glandular Fever
	

	Dizziness or Fainting
	
	Gout
	
	Heavy Menstruation
	

	Epilepsy
	
	Headaches/Migraines
	
	Painful Menstruation
	

	Hernia
	
	Insomnia
	
	Irregular Periods
	

	Cancer
	
	Depression/Anxiety
	
	Premenstrual tension
	

	If YES to any of the above, please provide any relevant details below:

	Are your symptoms constant or do they come and go?

	

	

	

	

	

	Do you have any current health problems that have not been covered so far? ______________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been tested for? If unsure insert?

	Miscarriage antibodies
	
	Cytomegalovirus
	
	Hormones

Progesterone
	

	Ureaplasma/

Mycoplasma
	
	Chlamydia check
	
	Oestrogen
	

	Thyroid function test
	
	Sperm count
	
	FSH
	

	Sperm antibodies
	
	Blood count
	
	LH
	

	Fasting glucose
	
	Toxoplasmosis
	
	Testosterone
	

	If YES to any of the above, please provide any relevant details below:

Lifestyle questions

	Do you smoke?
	
	If yes, how many per day?
	

	Do you drink alcohol or stimulant drinks? (V’s etc)
	   
	If yes, how much per day/week?
	


	Does stress affect you?
	
	If yes, what stresses you and how does it impact your life?
	

	Are you sensitive to strong smells – perfumes/paints/

detergents, traffic or cigarette smoke?
	
	If yes, what effect does this have on you?
	

	Do you take recreational drugs?
	
	If yes, what type?
	

	Do you suffer recurrent colds/flu or infections?
	
	If yes, how often does this occur and how long has this be happening for?
	

	FERTILITY QUESTIONS

	HAVE YOU ALREADY STARTED TRYING TO CONCIEVE?

	IF SO FOR HOW LONG?

	HAVE YOU HAD ANY CHILDREN?

	PLEASE SPECIFI Y LIVE BIRTH/MISCARRIAGE/TERMINATION/PREMATURE/

SMALL FOR DATES OR PERINATAL DEATH.

	

	

	PLEASE STATE ANY COMPLICATIONS OR DIFFICULTIES CONCIEVING:

	


FEMALE QUESTIONAIRE: if unsure of any question insert?

Have you charted your basal body temperate?  YES/NO

Are you or have you taken fertility drugs? YES/NO give details……………………………………

Have you observed your cervical mucus changes? YES/NO

If yes, does it change mid-cycle? Never/Sometimes/Usually/Always?

Have you had any of the procedures below:

Laparoscopy: YES/NO result and date............................................................................................

Condition of left tube: CLEAR/BLOCKED/SCARRED/ADHERED

Condition of right tube: CLEAR/BLOCKED/SCARRED/ADHERED

Are there any other adhesions to other parts of your reproductive system? YES?NO

Is there any evidence of endometriosis? YES?NO

Have you had a recent pap smear test? give result and date………………………………………

Have you had cervical erosion/cone biopsy/lazer treatment/ cauterizations? YES/NO

If yes give dates and details………………………………………………………………………………

Have you had an ultrasound: YES/NO give results and date………………………………………..

Have you had a hysterosalpingogram: YES/NO give results and date……………………………..

Left tube: CLEAR/BLOCKED/PARTIALLY BLOCKED

Right tube: CLEAR/BLOCKED/PARTICALLY BLOCKED

Have you undertaken ANY treatment to assist conception? YES/NO give details and dates:

…………………………………………………………………………………………………………………

Do you have anymore treatments planned? YES/NO give details and dates below:

Have you suffered from any of the following conditions: please circle

Pelvic inflammatory disease                  endometriosis                          painful periods

Polycystic ovarian syndrome                 ovarian cysts                            fibroids

Cervical changes                                  breast lumps                            breast cancer

vagina thrush                                       cervical cancer                         polyps

MALE QUESTONAIRE:

Have you previously had any of the following fertility investigations?

Semen analysis YES/NO  give details and dates:………………………………………………………

Who ordered this?..............................................................................................................................

Have you had any other tests done? YES/NO give details..............................................................

Have you had a thyroid function test? Yes/No give details…………………………………………..

Have you had any of these conditions? Please circle

undescended testes


testicular disease

             urinary infections

vasectomy



vasectomy reversal

mumps

sexually transmitted diseases (please specify)

MUTUAL FERTILITY QUESTIONAIRE:

Have you or your partner undergone a post-coital test? YES/NO give dates and details………

Have you or your partner undergone a post-coital test with a different partner? YES/NO

Give relevant details

Have you or your partner undergone a sperm/cervical mucus contact test? YES/NO give dates and details

Have you been tested for sperm antibodies? YES/NO give details and dates

Please include any reports you may have.

Thank-you 

I recognise that by providing my practitioner with complete details of my health history, I am enabling them to regard all aspects of my previous and current health status in my treatment.  By not disclosing vital information this may have an impact on the success of my treatment outcomes.  I have answered all of the questions to best of my ability and I understand the statement above.  All of my case details are confidential and will be treated as such by my practitioner.

As a client I will endeavor to keep my appointment times.  

	Clients:
	
	Date:
	

	
	
	
	

	
	
	Date:
	


Practitioner:          _________ ___________________________Date:    _____________________  

If unable to keep your appointment please inform me 24 hours prior so that others can use this appointment time.

Thank-you 

