The Sher Institute for Reproductive Medicine (SIRM)
www.dallasfertilitycenter.com
CLINICAL QUESTIONNAIRE

Please complete this questionnaire as accurately as possible.  Feel free to keep a copy for your records.  We very much look forward to your upcoming consultation.

Name of Female Patient
_____________________________DOB _________  Age______ 
Name of Partner    ________________________________  DOB _________  Age ______

Address ______________________________________________________________________

Female email address:  _______________________Male email address___________________

Telephone: (H) ____________________  (W)_____________________  (FAX) _____________

Ethnic Origin__________________________________ Height______ Weight_____
Ethnic Origin of partner__________________________ Height______ Weight_____

Social Security Number: _____________________

Spouse: _______________________

How were you referred to the Sher Institute for Reproductive medicine?

Friend ____   Relative ____   Seminar ____   Internet ____   Other __________________

OB-GYN or physician  ____________________

Date of Consultation:   ____________________________
OBSTETRICAL HISTORY

How long have you been trying to have a baby?
_____________ years

Have you ever been pregnant before?

Yes ______
No ______

	Date
	Current/ Prior Partner
	Live Birth (Y/N)
	Miscarriage/ Abortion/ Ectopic
	Wks
	Fetal Heart (Y/N)
	D&C (Y/N)
	Mode of Delivery
	Sex
	Wt.
	Complications/ Comments

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


GYNECOLOGIC HISTORY

When was the first day of your last period? 



_______________

Are your periods regular?





Yes ______
No ______

Have you ever needed medication to bring on your period?

Yes ______
No ______

Pain with menstruation?





Yes ______
No ______

Do you have pain with ovulation------------------------------------------Yes______
No_______

Do you experience pain with sexual intercourse?


Yes ______
No ______

Are you experiencing a vaginal discharge?



Yes ______
No ______


Associated with itching or burning?



Yes ______
No ______


Associated with an unusual odor?



Yes ______
No ______

Do you have a Gynecologist?





Yes ______
No ______

When was you last Pap Smear? 



_____________________

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 ______

Have you ever had a sexually transmitted disease?


(i.e. Chlamydia, Gonorrhea, Syphilis, Herpes)

Yes ______
No ______


When? __________________
Was it treated? 
Yes ______
No ______

Have you ever had Pelvic Inflammatory Disease (PID)?

Yes ______
No ______


When? 






_____________________

Were you hospitalized? 




Yes ______
No ______

Do you experience milk or discharge from your breasts?

Yes ______
No ______

Have you ever used an IUD?





Yes ______
No ______

Have you ever used the Oral Contraceptive Pill?


Yes ______
No ______


How many years?





_____________________


When did you last use it?




_____________________

PREVIOUS SURGERIES
Have you ever had surgery?

	Procedure
	Date
	Indication
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


MEDICAL CONDITIONS

Do you have a history of any of the following conditions?

	Condition
	Yes/No
	Comments

	German measles (Rubella)
	
	

	Migraine
	
	

	Prolonged dizziness / Fainting
	
	

	Glasses/ contact lenses
	
	

	Thyroid problems
	
	

	Pneumonia
	
	

	Tuberculosis
	
	

	Asthma
	
	

	Bronchitis
	
	

	Other lung conditions
	
	

	Heart attack
	
	

	Heart murmur
	
	

	Rheumatic fever
	
	

	ANY other heart conditions
	
	

	High blood pressure
	
	

	Gastric/duodenal ulcer
	
	

	Hepatitis
	
	

	Cirrhosis
	
	

	Intestinal bleeding
	
	

	Bleeding tendency
	
	

	Problems with anesthesia
	
	

	Diabetes
	
	

	Kidney stones
	
	

	Kidney infection
	
	

	Other kidney disorders
	
	

	Bladder infection
	
	

	Rheumatoid arthritis
	
	

	Other forms of arthritis
	
	

	Lupus erythematosis
	
	

	Paralysis
	
	

	Neurologic disorders
	
	

	Thrombophlebitis
	
	

	Varicose veins
	
	

	Breast tumor (benign)
	
	

	Breast Cancer
	
	

	Ovarian cancer
	
	

	Uterine cancer
	
	

	Other Cancer
	
	

	Anything not mentioned:
	
	Please describe:

	
	
	

	
	
	


DRUG ALLERGIES

Are you allergic to any medications that you know of?

Yes ______
No ______

	Medication
	Reaction

	
	

	
	

	
	

	
	

	
	


CURRENT MEDICATIONS
Are you currently taking any medications?



Yes ______
No ______

	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


FAMILY HISTORY

Is there a history of any condition the family?

	Condition
	Yes/ No
	Comments

	Diabetes
	
	

	Heart disease
	
	

	High blood pressure
	
	

	Kidney disease
	
	

	Multiple births
	
	

	Mental retardation
	
	

	Birth defects
	
	

	Inherited diseases
	
	

	Rheumatoid arthritis
	
	

	Thyroid disease
	
	

	Lupus erythematosis
	
	

	Blood disorders
	
	

	Breast cancer
	
	

	Ovarian cancer
	
	

	Uterine cancer
	
	

	Other cancer
	
	

	Sickle cell disease
	
	

	Cystic fibrosis
	
	

	Tay Sachs
	
	

	Thalassemia
	
	

	Other
	
	


SOCIAL HISTORY


Occupation:
________________________________

Have you ever smoked in your life time?
Yes ______
No _______
What is the average of cigarettes smoked per day in the last 3 months? ​​​_____________________
Do you use alcohol?



Yes ______
No ______    #Drinks/wk _____

Are you currently married? 


Yes ______
No ______


How long?








_______yrs

Have you been married before?




Yes ______
No ______


Problems conceiving in that relationship?


Yes ______
No ______

How frequently do you have intercourse?



__________ per wk / mon

Do you use a lubricant?





Yes ______
No ______

COMMENTS
Please describe the nature of your problem.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MALE HISTORY




Occupation: _______________________

Have you initiated any pregnancies in the past?


Yes ______
No ______


Number of pregnancies?


_________


Number with current partner?


_________


When was the most recent pregnancy?
_________

Have you been evaluated by a Urologist?



Yes ______
No ______


Diagnosis: ____________________________________________________________

Have you ever had a semen analysis?




Yes ______
No ______


Result:

Date




______
______

Count (Million cell/ml)

______
______

Motility (%)



______
______

Morphology (% normal forms)
______
______

Other




______
______

Are you allergic to any medications?




Yes ______
No ______


Medication: ______________________

Reaction: ___________________

Are you taking any medications?




Yes ______
No ______


Medication: ______________________
Dose: ______
Frequency: ____________

Have you been diagnosed or treated for any, medical disease or condition?   Yes____   No______

        ______________________
          ______

       ____________

What is the average of cigarettes smoked per day in the last 3 months? ​​​_____________________

Do you use Alcohol?



Yes ______
No ______
#Drinks/wk ______

Do you use a hot tub?



Yes ______
No ______
#Times/wk ______

Have you had any Infertility tests or procedures?

	Test/ Procedure
	Date
	Result
	Comment

	Blood Tests
	
	
	

	FSH
	
	
	

	Testosterone
	
	
	

	
	
	
	

	
	
	
	

	Surgery
	
	
	

	Testicular
	
	
	

	Other
	
	
	


PREVIOUS INFERTILITY EVALUATION

Have you had any infertility tests?

	Test/ Procedure
	Date
	Result

	AMH Level
	
	

	HSG or “Dye Test”
	
	

	Progesterone level
	
	

	
	
	

	
	
	


PREVIOUS INFERTILITY TREATMENT

Have you ever used any of the following medications or treatments?

	Medication
	Date
	Dose
	# Cycles
	Outcome

	Clomiphene Citrate (Oral)
	
	
	
	

	INJECTIONS
	
	
	
	

	Treatment
	
	
	
	

	
	
	
	
	

	Insemination (IUI)
	
	
	
	

	In Vitro Fertilization (IVF)
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Egg Donor
	
	
	
	

	Gestational Surrogacy
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