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Sticker woman

                                                                                      day

month

year

DATE 


:    
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Name General Practitioner:

   (GP)

Work address (GP)
:

                                                                                      day                       month                   year

Your date of birth
:
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Your weight
 
:
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Your height

: 
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Your country of birth         : __________________________            
Your current profession     : __________________________

Were you ever treated in another hospital / clinic for


infertility or another urologic complaint?

                                           yes

no
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If so, please indicate name and address of the hospital and the doctor.













                                                                                                                                 yes

no

Are we allowed to request your medical records from your previous specialist?
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1.
How long do you and your partner have a childwish?


month

year
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                                                                                                                                 yes

no

2.
Do you already have children from this current relationship?
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3.
Do you have children from a former relationship?
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If you answered no to question 2 and 3 go directly to question 6.
                                                                                                    day                       month                  year

4.
When were your children born?

1
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2
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5.
How long did it take from the moment you wanted
           1st child

              


a child until you were pregnant? If applicable, what               2nd child





was the time period before the first pregnancy and the            3rd child

               time period between each child?


The starting date should be the moment you and your partner where having unprotected intercourse.

6.
Did you suffer from one or more of the following illness(es) or complaints? If so, please indicate the                                      age at occurrence?







YES

NO

AGE


MUMPS
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TUBERCULOSIS
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INFECTION OF THE  TESTICLES             [image: image65.wmf]
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INFECTION OF THE EPIDIDYMIS            [image: image69.wmf]
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INFECTION OF THE PROSTATE               [image: image73.wmf]
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URINARY TRACT INFECTION                  [image: image77.wmf]
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VENEREAL DISEASE                    
[image: image81.wmf]

[image: image82.wmf]

[image: image83.wmf][image: image84.wmf] years
TRAUMA/ ROTATION OF TESTICLE       [image: image85.wmf]
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NASAL SINUSITIS                                       [image: image89.wmf]
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              [image: image91.wmf][image: image92.wmf] years


If you answered “yes” to any of the above, could you describe the situation and outcome

               in more detail ?



7.
Have you been suffering from the flu and/ or high fever
                             yes                       no


 during last six months ( ( 38.5(C, 1 day or longer)?                    
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                                                                                                                                 yes                       no
            Do you cough frequently?                                                                           [image: image95.wmf]
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                                                                                                                                  yes                      no    

8.
Did you have any other chronic   


                             [image: image97.wmf]
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 illness(es)?


If so, please describe in more detail ?



                                                                                                                                    yes                     no

9.
Did your mother take medication during pregnancy, if so please describe.    [image: image99.wmf]
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10.
Have you had an operation because of any of the following disorder or on any particular                                                                                                                                    

            organ?







yes

no

age

URINARY TRACT
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SCROTAL HERNIA/ INGUINAL HERNIA 
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BLADDER
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VARICOSE VEINS TESTICLES       
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BRAIN- OR NERVOUS DISORDER
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CRYPTORCHIDISM                          
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(absence of one or both testes from the scrotum)
OTHER SURGERY OF THE TESTICLES    
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 AND OR PENIS.

If so, please describe in more detail.



11. Did you suffer from trauma to your testicles




or penis because of an accident or during a sporting event?

 ( for example, combat sport or power sport)                                     yes

no                                                                                                                                               
                                                                                                        [image: image129.wmf]
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 If so, please describe in more detail.



12.
Did you have any other operations, long term illnesses or did you                yes

no


    undergo hospitalization for any reason, not mentioned above?                     [image: image131.wmf]
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    If so, please describe in more detail. 



13.
Do you use any medication, drugs, sleep- or vitamin pills

yes

no


or muscle enhancing supplements?             
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If so, please list .











  
yes

no

14a     Have you ever used any medication/ drugs longer than two/ three weeks?  [image: image135.wmf]                     [image: image136.wmf]
                                                                                                                                 yes                        no

14b     Have you ever been treated (with/ by) chemotherapy or radiotherapy? 
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If so, which and what for ?



15a
Do you smoke ?





               yes

no
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15b      If so, what do you smoke? 
15c       How much per day? 
15d      At what age did you start smoking ? 
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If you stopped , how old were you ?
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How much did you smoke per day then?


16.
Do you ever drink alcohol ?





yes

no
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If so, what do you usually drink?


How many glasses a day/ week ?

17.
Were you ever exposed in your home or work environment to:


`








yes 

no

EXTREMELY ELEVATED TEMPERATURE                               
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CHEMICALS
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HEAVY METALS (for example, mercury)
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RADIATION
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TOXIC WASTE / PESTICIDES / AGRICULTURAL TOXIN                   [image: image155.wmf]                    [image: image156.wmf]
           DOES YOUR WORK REQUIRE YOU TO SIT FOR EXTENDED          [image: image157.wmf]                    [image: image158.wmf]
           PERIODS OF TIME? (for example, truck driving)


If so, can you describe the circumstance, substance and the length of exposure?
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