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              Sticker man








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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leave blank: BMI:
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 gynecologic or urologic complaint?     If so, please indicate name and address of the hospital and the doctor.



Are we allowed to request your medical records from your previous specialist?    yes                       no
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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 questions 2 and 3 go directly to question 7.

4. When were your children born?




     day
 
month         year       length        sex    
weight
           breastfeeding 





   (weeks)     (m or f)


(months)
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Please fill out the following information for each child (if applicable)

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      3rd child


               the time period between each child?

              The starting date should be the moment you and your partner were having unprotected                        

               intercourse.




                    




yes

no

6.
Were there any complications during or after the delivery?
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               If so, can you describe what sort of complications? ________________________________________

               _________________________________________________________________________________

7.
Did you ever have any of the following:                                                    yes                       no


ECTOPIC PREGNANCY ?
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MISCARRIAGE ?
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PREGNANCY TERMINATION ?
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If so, how often and at what time during your pregnancy did it occur (weeks)?

Were you suffering from fever or other complaints following any of the above?



              








yes
no
unknown

8.
Do you have siblings with infertility problems?
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9a        Did your mother take medication such as DES during pregnancy?
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[image: image95.wmf]                                     9b        Did your mother smoke during pregnancy? 
                                           [image: image96.wmf]
[image: image97.wmf]
[image: image98.wmf]                      

10. What was your mother’s age at menopause

                                                                                                                 age: [image: image99.wmf][image: image100.wmf] years   don’t know[image: image101.wmf]
11.      How old was your mother when she gave birth to you?
            age: [image: image102.wmf][image: image103.wmf] years   don’t know [image: image104.wmf]
12.
How old were you when you had your first menstrual period?    age: [image: image105.wmf][image: image106.wmf] years
13.
Do you menstruate regularly ?




yes

no


(normal is 25-35 days)
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14. When was the first day of your last period                      day
 
   month

     year
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                                                                                                                                 yes                       no

15.
Do you use any painkillers during your menstruation ?
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            If so, what type? _______________________________________
16.     What form of contraception did you use in the past ? When did you start and when did you stop?







start since


stop since





       brand
month

year

month

year

ORAL CONTRACEPTIVE.
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IU(C)D [=Intra Uterine ( Con-  
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                     traceptive) Device].                        

                   

OTHER. 
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DIDN’T USE ANY CONTRACEPTIVE.









yes

no

17.
Do you experience pain during intercourse?
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[image: image142.wmf]                                                                                                                                 

                                                                                                                                 yes                       no

18.
Do you keep a record of your ‘fertile days’?
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If so, by what method?

 
19.
Did you suffer from one of the following illness or complaints?  If so, at what age did they occur ?







yes

no

age

TUBERCULOSIS
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URINARY TRACT INFECTION
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SEXUALLY TRANSMITTED DISEASE
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NIPPLE SECRETION
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(not related to pregnancy or breast feeding)

EXCESSIVE VAGINAL SECRETION
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PERVIC INFLAMMATORY DISEASE
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OTHER ABDOMINAL INFECTIONS/
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PROBLEMS

If so, please describe in more detail?



20.
Have you had an operation due to the following disorder or on a particular organ?







yes

no

age

BRAIN- OR NERVOUS DISORDER
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OVARY
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FALLOPIAN TUBES
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UTERUS
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APPENDICITIS
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If so please describe the complaint and outcome:



21. Did you have any other operations or long term illness(es) not listed?        yes                        no                                                                                           
                                                                                                                  [image: image193.wmf]
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If  so please describe what sort of operations/ illness(es) you had and describe the outcome.



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



or muscle enhancing supplements?                                                               yes

no
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If so, what kind?  Please be as specific as possible.












    yes

 no

23a      Have you ever used any medications/drugs longer than two or three weeks?  [image: image197.wmf]
 [image: image198.wmf]

23b     Have you ever been treated (with/by) chemotherapy or radiotherapy?             [image: image199.wmf]                 [image: image200.wmf]

 If so, which and for what? 













                                                                                                                                 yes

no

24.
Do you suffer from large swings in body weight ( >5 Kg)?                 
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25a
Do you smoke ?
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25b
If so, what do you smoke ?

                 

25c      How much per day?       


26.
Do you ever drink alcohol?
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If so, what do you usually drink ?

How many glasses a day/week ?

27. Were you ever exposed in your home or work environment


to chemicals, heavy metals, radiation or agricultural toxing?         
yes

no
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If so, can you list the specific product and the length of exposure ?



28. Generally, how would you describe your health today?



(  Stichting Medische Voortplanting Voorburg
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