Ottawa Fertility Centre — Centre de fertilité d’Ottawa
955 Green Valley Crescent, Ottawa, ON, K2C 3V4
Phone: (613) 686-3378 Fax: (613) 225-9736
www.conceive.ca

Female History Questionnaire

Reason for Visit: O Infertility Evaluation O Recurrent Miscarriage  QOther

What are your expectations for this visit?

What questions do you want answered at this visit?

How many months have you and your partner been having intercourse without using any form of birth
control?

Pregnancy Summary:

Number of pregnancies with current partner With past partner(s) Total

Number of Therapeutic Abortions

Number of Ectopic/Tubal Pregnancies Number of Miscarriages (<20weeks)
Number of Full Term Deliveries Live Births Stillborn
Number of Premature (<37 weeks) Live Births Stillborn

Any Pregnancies with Birth Defects ONo (QYes- Explain

Please Record all Pregnancies:

Delivery/End Months to Treatments to Delivery Type/ Current | Previou
Date of Conception | Conceive D&C/Complications | Partner | s
Pregnancy Partner

OO IWIN|F

Menstrual History:

Menstrual Cycle Pattern (check all that apply):

O Regular Periods Q Irregular Periods USpotting Before Periods U No Periods
UHeavy Periods 4 Light Periods U Bleeding Between Periods

Number of days between the start of one period to the start of the next period

How many days of bleeding do you have?
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Dates of the first day of your last 2 menstrual periods (dd/mm/yy) / / ; /

Age when you had your first period:

Age when you first noticed: Breast Development ; Pubic Hair ; Underarm
Hair

How many periods do you have per year?

Do you need medication to bring on a period? dNo UOYes- what type?

If you do not have periods, at what age did you stop having them?
Do you have severe cramping or pelvic pain with your periods?
UNo UYes; Always  Sometimes__ Recently _ In the Past

Contraceptive History

WNone

UCondoms-dates of use to

UDiaphragm-dates of use to

UIUD-dates of use to

UBirth Control Pills to

Ulnjectable Contraception (Depo-Provera, Lunelle, etc) dates of use to

UTubal Sterilization procedure (tubes tied) - date (month/year)

Performed by? (Include address)

Complications?

Other

Sexual History

How many times a week do have intercourse? UNone UONot applicable
Have you used over the counter ovulation kits to time intercourse? QNo QOYes
Do you have pain with intercourse? UNo OYes

Do you use lubricants during intercourse? No OYes-what types?

Have you had any of the following Sexually Transmitted diseases or pelvic infections?

UChlamydia-date UGonorrhea-date UHerpes-date

UHIV/AIDS-date USyphilis- date UGenital Warts(HPV)
UHepatitis-date QOther- date
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Pap Smear History
When was your last pap smear? (mm/yy)- _ /  ONormal UAbnormal
When was your last abnormal pap smear? (mm/yy)- |
Have you undergone any procedures as a result of an abnormal pap smear?
UNo
QYes (check all that apply)

UColposcopy QCryosurgery (freezing) ULaser Treatment
UConization  QLEEP procedure

Breast Screening History
Have you ever had a mammogram? UNo

QYes- date

QNormal

UAbnormal- explain

Do you perform Breast Self Examinations? UNo UYes

Medical History

What is your: Height (cm) Weight (kg)
or (in) (Ib)

Are you allergic to any medications? OUNo QOYes (please list and describe reactions)

Are you allergic to any foods? (peanuts, eggs, seafood etc)lNo QOYes (please list and describe)

List any medications you are currently taking, including over the counter medications.

Do you take any herbal medicines/vitamins or health food store supplements? UNo QOYes

If Yes, please list
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Do you have any medical problems? UNo OYes (Please list type, dates and treatment)

1.

2.

3.

Did you have any of these childhood ilinesses? (check all that apply)

U4 Chickenpox (Varicella) QGerman Measles QODon't know QOther

Did your mother take DES during pregnancy to prevent miscarriage? UNo QYes UDon't Know
Social History
How many caffeinated beverages (coffee, tea, soda) do you drink per day?
Do you smoke cigarettes? No OYes-how many/day?

how many years? quit?-when
Do you drink alcohol? OQNo QOYes

UBeer-#/week  OWine-#/week__ ULiquor-#/week

Do you use marijuana, cocaine, or any other similar drug? QNo QOYes

Describe:

Do you exercise? ONo OYes,

Describe

Are you aware of any radiation exposures other than X-rays? UNo QOYes

Describe:

Surgical History
Have you had any surgeries? UNo UYes (List all surgeries in chronological order)

Year Reason and Type of Surgery

Did you have any anesthesia problems? UNo UYes (describe)
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Physical Symptoms
General:

URecent Weight gain or loss
UAnorexia/Bulemia

ULack of Energy
QFever/Chills

dOther

UNone

Endocrine/Hormonal

UDiabetes

UThyroid gland problems

URapid weight gain or loss

UExcessive hunger/thirst

OTemperature intolerance-
hot flashes or feeling cold

UHair loss

UOther

UNone

Gastrointestinal:

UNausea/Vomiting
UHepatitis

UBlood in stool

Qlrritable bowel syndrome
UChange in bowel habits
QUlcers

UColitis (ulcerative or Crohn's)

UDiarrhea
UWConstipation
UOther

dNone
Musculoskeletal

QUnusual muscle weakness
UDecreased energy/stamina
URheumatoid arthritil
ULupus Erythmatosus
UMyasthenia gravis

UOther

dNone

Mental Health Problems:

UDepression
UOther

Head, Eyes, Ears, Nose, and Throat

UDizziness

UHeadaches

ULoss of sense of smell
UBlurred Vision

dcChronic nasal congestion
UHearing loss/deafness
URinging ears

UOther

UNone

Breasts:

Respiratory:

QShortness of breath
dAsthma
Bronchitis
dPneumonia
QTuberculosis
UBloody Cough
QOther

dNone

Neurological Problems:

UDischarge (clear__bloody _milky ) UOWeakness/Loss of Balance

ULumps

UPain

UCancer

dAbnormal Mammogram

UReduction

UAugmenation/Breast implants
(saline?__ silicone?_ )

UOther

UNone

Genito-Uriary

UBladder Infections
UKidney Infections
dVaginal Infections
UFrequent urination
ULeaking Urine
UBlood in Urine
UHerpes

UOther

UNone

Haematologic:

UBlood clotting disorder/blood clot
dsSickle Cell Anemia

UEasy Bruising

dSwollen glands/lymph nodes
UBlood transfusions

UThrombophlebitis
UOther
UNone

UAnxiety

USeizures/Epilepsy
UHeadaches
UMigraine headaches
Unumbness
UMemory Loss
UOther

UNone

Skin/Extremities

UUnexplained rash/
inflammation
UAcne
askin Cancer
UBurn injury
UMoles changing in
appearance
UExcess hair growth/facial hair
UoOther

dNone

Cardiovascular:

UPalpitations/Skipped beats
UChest pain

UsStroke

UHigh blood pressure
URheumatic Fever

UHeart attack

UMitral Valve Prolapse
UMurmurs

UOther

dNone

USchizophrenia
UNone
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Family History:
Mother
Father

Brother(s)

Sister(s)

Maternal Grandmother
Maternal Grandfather
Paternal Grandmother

Paternal Grandfather

Living
U Yes - age

U Yes - age

U Yes - age

U Yes - age

U Yes - age

UYes-age
UYes-age_
UYes-age
UYes-age

U Yes - age

Disorders in Your Family:

UNo

UNo

UNo

UNo

WNo

dNo

UdNo

UNo

UNo

UNo

Cause of Death/Age at Death

Relationship to you

Breast Cancer QYes UNo QODon't Know
Ovarian Cancer UdYes UNo ODon't Know
Colon Cancer UdYes UNo ODon't Know
Other Cancer UdYes UNo ODon't Know
Diabetes UdYes UNo ODon't Know
Thyroid problems UYes UNo QdDon't Know
Heart Disease UdYes UNo ODon't Know
Blood Clots OYes UNo ODon't Know
Obesity OYes ONo ODon't Know
Psychiatric problems QYes UNo QdDon't Know
Tuberculosis QYes UNo QdDon't Know
Endometriosis UYes UNo QdDon't Know
Infertility UYes UNo UDon't Know
Menopause before 40 years UYes UNo QDon't Know
Birth Defects UdYes UNo ODon't Know
Cystic Fibrosis UYes UNo dDon't Know
Irregular Menses UYes UNo OdDon't Know
Painful Menses UdYes UNo ODon't Know
Recurrent Miscarriage OYes UNo ODon't Know
Polycystic Ovarian Syndrome  OYes UNo ODon't Know
Neurologic (brain/spine) OYes UNo OdDon't Know
Neural Tube Defects QYes UNo QdDon't Know
Spina Bifida QYes UNo QdDon't Know
Bone/Skeletal Defects QYes UNo QODon't Know
Developmental Delay UYes UNo ODon't Know
Down Syndrome UYes UNo ODon't Know
Other Chromosomal Defects UdYes UNo ODon't Know
Hemophilia UYes UNo QdDon't Know
Sickle Cell Anemia UdYes UNo ODon't Know
Thalassemia OYes UNo ODon't Know
O None of the above

QOther (please specify)
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Prior Infertility Testing and Treatment:
Have you had prior infertiltiy testing or treatment elsewhere?

Prior Tests (check all that apply):
UBasal body temperature chart
UThyroid test

UOvulation Kit

UDay 3 blood test for FSH level

Qlaparoscopy surgery
QHysteroscopy surgery
UProgesterone blood test
UProlactin blood test

Prior Treatment (check all that apply):

date
date
date
date
UHysterosalpingogram (HSG x-ray) date
date
date
date
date

/results

OdYes

dNo

[results

[results

[results

[results

[results

[results

[results

[results

Treatment

# of
Cycles

Date
(mmlyy)

Outcome

Wintrauterine Insemination

UPregnant

: O delivered UNon Pregnant

UDaily Fertility Drug Injections
with/without insemination:

UPregnant:

Udelivered UNon Pregnant

UClomiphene citrate with timed
intercourse-
maximum # tabs/day

UPregnant:

Odelivered QNon Pregnant

dClomiphene citrate with
insemination
maximum # tabs/day

UPregnant:

Qdelivered QNon Pregnant

UCompleted IVF Cycles:

1. #eggs____
#embryos transferred ___
# frozen____

2. #eggs___
#embryos transferred
# frozen

3. #eggs____
#embryos transferred
# frozen

4. #eggs____
#embryos transferred
# frozen

UPregnant:

UPregnant:

UPregnant:

UPregnant:

4 delivered Non Pregnant

U delivered UNon Pregnant

Odelivered QNon Pregnant

Udelivered QNon Pregnant

UFrozen Embryo Transfers:
1. # embryos transferred
2. # embryos transferred
3. # embryos transferred
4. # embryos transferred

UPregnant:
UPregnant:
UPregnant:
UPregnant:

4 delivered Non Pregnant
4 delivered Non Pregnant
Udelivered UNon Pregnant
Udelivered UNon Pregnant

UCancelled IVF attempt(s):

UAny other prior treatment (describe):

Additional Comments/Complications:
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Emotional Status:

On a scale from 1-10 (10 being the worst), estimate the level of stress you feel due to infertility and other
pressures:

Do you see a counselor? 4 No 4 Yes - For how long? How often?

List any antidepressant/antianxiety medications you are currently taking:

Describe any emotional, marital, or sexual problems caused by your infertility.

What is your Ancestry?

4 African

U Aboriginal Canadian
U Ashkenazi Jewish
4 Asian

U Caucasian

U Eastern European
U French Canadian

U Hispanic/Caribbean
U Northern European
U Southern European
O Other (specify )

| confirm all above information to be true to the best of my knowledge.

(Name-please print) (Signature) (Date)

Received by physician

(Signature) (Date)
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