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 WOMEN’S HEALTH CLINIC 

Infertility History Form- Female

 

 

IMPORTANT:  

Please complete this form prior to your visit.  

This form was developed by the staff at NMPC Women’s Health 

Department to assist physicians and patients in obtaining a complete 

infertility history.  

 

 

 

 

PART I: CONTACT INFORMATION  

Legal First Name ____________________________  Middle Initial  ____  Last Name ____________________________   

Date of Birth (MM/DD/YY)  _____/_____/___________  Occupation _________________________________  

Military Branch:  ___________________________________________________________________________ 

 

Spouse/Male Partner’s First Name _____________________ Middle Initial ___ Last Name ___________________  

□ Not Applicable  

Date of Birth (MM/DD/YY) _____/_____/___________  

 

MEDICAL HISTORY AND INFORMATION  

Reason for Visit:  □ Infertility Evaluation  □ Other _________________________________________________  

What are your expectations for this visit?___________________________________________________________________________________  

What questions do want answered at this visit?______________________________________________________________________________  

 

Do you have any personal, ethical, or religious objections to any of our tests/ treatments such as insemination, in vitro fertilization, 

egg donation, sperm donation, masturbation to collect a semen sample, etc.?   □ Yes_____________________________ □ No   

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

How many months have you been actively trying to conceive? _____  

Pregnancy Summary  

 Total Number of ALL Pregnancies: _____   □ Number of Miscarriages (less than 20 weeks): _____  

 Number of Ectopic/Tubal Pregnancies: _____  □ Number of Elective Terminations (Abortions): _____  

 Number of Full Term Deliveries: _____ Of these, how many were live births? ___ How many were stillborn? ___  

 Number of Premature (less than 37 weeks) Deliveries: _____ Of these, how many were live births? ___  How many were stillborn? ___  

   Any Pregnancies with Birth Defects? □ Yes - explain _____________________________________________________________ □ No   

Date Pregnancy  Months to Treatments to                               Delivery Type/D&C/      Wt         Sex        Current     

 Ended or Delivered  Conception Conceive Complications                                        Partner?     

1. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

2. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

3. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

4. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

5. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

6. _______________      __________      __________________________     ________________________  _____   □ M □ F    □ Y □ N   

 Age _______ 

 Age _______ 
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Menstrual History  

 Menstrual cycle pattern (check all that apply):  □ Regular periods □ Irregular periods □ Spotting before periods □ No periods  

 □ Heavy periods □ Light periods □ Bleeding between periods  

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

 How many days of bleeding do you have? _____days  

 Dates of the 1st day of your last 2 menstrual periods: _____/_____/_____; _____/_____/_____  

 Age when you had your first period: _____years old  

 Age when you first noticed: Breast development: ____years old  Pubic hair: ____years old  Underarm hair: ____years old  

 How many periods do you have per year? _____  

 Do you need medication to bring on a period? □ Yes - what type?_____________________  □ No  

 If you do not have periods, at what age did you stop having them? _____ years old  

 Do you have severe cramping or pelvic pain with your periods? □ Yes: __Always __Sometimes __Recently __In the past  □ No  

Contraceptive History  

□ None  □ Condoms - dates of use__________  □ Diaphragm - dates of use __________  □ IUD - dates of use___________  

□ Birth control pills  - dates of use__________ - complications?_________________________  □ Never used birth control pills  

□ Injectable contraception (Depo-Provera®, Lunelle™, etc.) - dates of use__________ - complications?__________________________  

□ Skin patch - dates of use__________ - complications?_______________________________  □ Foam or Jelly  

□ Tubal sterilization procedure (tubes tied) - date (month/year)_____/_____   □ Tubes untied - date (month/year)_____/_____  

 Did your mother take DES when she was pregnant with you? □ Yes □ No □ Don’t know 

 At what age did your mother go through menopause:  __________  

Sexual History  

 How many times do you have intercourse per week? _____times per week □ None □ Not applicable  

 Have you used over-the-counter ovulation kits to time intercourse? □ Yes □ No  

 Do you have pain with intercourse?   □ Yes   □ No  

 Do you use lubricants (K-Y Jelly®, etc.) during intercourse? □ Yes - what types?__________________ □ No  

 

Have you had any of the following sexually transmitted diseases or pelvic infections? □ Yes (check all that apply)  □ No  

□ Chlamydia - date_____  □ Gonorrhea - date_____  □ Herpes - date_____  Genital warts/HPV - date_____ 

□ Syphilis - date_____  □ HIV/AIDS - date_____  □ Hepatitis - date_____  Other - date________________  

Pap Smear History  

 When was your last pap smear (month and year)?_____/_____ □ Normal □ Abnormal  

 When was your last abnormal pap smear? _____ □ Not applicable  

Have you undergone any procedures as a result of an abnormal pap smear?  

□ Yes (check all that apply) □ No  

□Colposcopy  □ Cryosurgery (Freezing)  □ Laser treatment   □ Conization □ LEEP procedure  

Medical History  

 Are you allergic to any medications? □ Yes □ No (Please list and describe reactions) ___________________________________________ 

__________________________________________________________________________________________________________________ 

 Are you allergic to any foods (peanuts, eggs, etc.)? □ Yes □ No (If yes, please list and describe reactions) ____________________________ 

___________________________________________________________________________________________________________________ 

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

___________________________________________________________________________________________________________________ 

 Do you take any herbal medicines/vitamins or health food store supplements? □ Yes □ No (Please list)______________________________ 

___________________________________________________________________________________________________________________ 

 Do you have any medical problem(s)? □ Yes (Please list type, dates, and treatments.) □ No  

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

 Did you have either of these childhood illnesses? □ Chickenpox (Varicella) □ German Measles (Rubella) □ Don’t know                              

 Other childhood diseases:_____________________________________________________________________________________  

 



Page 3 

Surgical History  

 Have you had any surgeries?   □ Yes (List all surgeries in chronologic order.)    □ No 

 

Year   Reason and Type of Surgery  

 __________  (1)_________________________________________________________  

 __________ (2)_________________________________________________________ 

 __________  (3)_________________________________________________________ 

  __________  (4)_________________________________________________________  

 __________  (5)_________________________________________________________  

 __________  (6)_________________________________________________________  

 Did you have any anesthesia problems? □ Yes (describe ___________________________________________________) □ No 

 

Social History  

 How many caffeinated beverages (coffee, tea, soda) do you drink per day?_____ □ None  

 Do you smoke cigarettes? □ Yes □ No How many/day?____ How many years?_____ □ Quit - when?__________ Second-hand Exp □ Yes □ No 

 Do you drink alcohol? □ Yes □ No 

 □ Beer - # per week_____ □ Wine- # per week_____ □ Liquor - # per week_____  

 Do you use marijuana, cocaine, or any other similar drug? □ Yes (describe_____________________________________) □ No 

 Do you exercise? □ Yes  □ No  Regularly? □ Yes □ No    

 How many hours of moderate exercise per week (i.e. walking, yoga) _____   How many hours of vigorous per week  (i.e. running) _____ 

 Are you aware of any radiation exposures other than X-rays? □ Yes (describe___________________________________) □ No 

 Do you feel safe in your own home? □ Yes (describe________________________________________________________□ No  

 

PRIOR INFERTILITY TESTING AND TREATMENT 

• Have you had prior infertility testing or treatment elsewhere?   Yes     No 

 

Please bring all outside fertility records to appointment if possible. 

 

EMOTIONAL STATUS 

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

• Do you see a counselor? No 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. __________________________________________ 

_________________________________________________________________________________________________________ 
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Family History  

                                           Living           Cause of Death/Age at Death 
• Mother   Yes - age___  No ________________________ 

• Father    Yes - age___  No ________________________ 

• Brother(s)   Yes - age___  No ________________________ 

Yes - age___  No ________________________ 

• Sister(s)   Yes - age___  No ________________________ 

Yes - age___  No ________________________ 

• Maternal Grandmother Yes - age___  No ________________________ 

• Maternal Grandfather Yes - age___  No ________________________ 

• Paternal Grandmother  Yes - age___  No ________________________ 

• Paternal Grandfather  Yes - age___  No ________________________ 

Disorders in Your Family  

Relationship to You 

• Breast cancer   Yes ________________________ No Don’t Know 

• Ovarian cancer   Yes ________________________ No Don’t Know 

• Colon cancer   Yes ________________________ No Don’t Know 

• Other cancer_________  Yes ________________________ No Don’t Know 

• Diabetes   Yes ________________________ No Don’t Know 

• Thyroid problems                 Yes ________________________ No Don’t Know 

• Heart disease   Yes ________________________ No Don’t Know 

• Blood clots   Yes ________________________ No Don’t Know 

• Obesity                   Yes ________________________ No Don’t Know 

• Psychiatric problems  Yes ________________________ No Don’t Know 

• Tuberculosis   Yes ________________________ No Don’t Know 

• Endometriosis   Yes ________________________ No Don’t Know 

• Infertility   Yes ________________________ No Don’t Know 

• Menopause before age 40    Yes ________________________ No Don’t Know 

• Birth defects   Yes ________________________ No Don’t Know 

• Cystic Fibrosis   Yes ________________________ No Don’t Know 

• Tay-Sachs disease  Yes ________________________ No Don’t Know 

• Canavan disease                  Yes ________________________ No Don’t Know 

• Bloom syndrome                  Yes ________________________ No Don’t Know 

• Gaucher disease                  Yes ________________________ No Don’t Know 

• Niemann-Pick disease  Yes ________________________ No Don’t Know 

• Fanconi Anemia                  Yes ________________________ No Don’t Know 

• Familial Dysautonia  Yes ________________________ No Don’t Know 

• Muscular Dystrophy  Yes ________________________ No Don’t Know 

• Neurologic (brain/spine)      Yes ________________________ No Don’t Know 

• Neural Tube Defects  Yes ________________________ No Don’t Know 

• Bone/Skeletal Defects  Yes ________________________ No Don’t Know 

• Dwarfism   Yes ________________________ No Don’t Know 

• Developmental delay  Yes ________________________ No Don’t Know 

• Learning problems  Yes ________________________ No Don’t Know 

• Polycystic kidney disease    Yes ________________________ No Don’t Know 

• Heart defect from birth  Yes ________________________ No Don’t Know 

• Down syndrome                  Yes ________________________ No Don’t Know 

• Other chromosome defects  Yes ________________________ No Don’t Know 

• Marfan syndrome                  Yes ________________________ No Don’t Know 

• Hemophilia  Yes ________________________ No Don’t Know 

• Sickle Cell Anemia  Yes ________________________ No Don’t Know 

• Thalassemia   Yes ________________________ No Don’t Know 

• Galactosemia   Yes ________________________ No Don’t Know 

• Deafness/Blindness  Yes ________________________ No Don’t Know 

• Color Blindness                  Yes ________________________ No Don’t Know 

• Hemochromatosis  Yes ________________________ No Don’t Know 

• High blood pressure             Yes ________________________ No Don’t Know 

• Glaucoma                             Yes ________________________ No Don’t Know 

• Gallstones                             Yes ________________________No Don’t Know 

• Hepatitis                               Yes ________________________No Don’t Know 

 

 

• None of the above   Other (Specify _____________________________ 

What is your Ancestry?  
African-American  

Native A m e r i c a n  

Ashkenazi Jewish  

Asian-Chinese  

Asian-Japanese  

Asian-Korean  

Asian-Indian  

Asian-Filipino  

Asian-Vietnamese  

Asian-Other: ____________________  

Caucasian-Northern European  

Caucasian-Russian  

Caucasian-Southern European  

Hispanic – Mexican  

Hispanic – South America Country of 

Origin: _________________  

Hispanic – Central American Country of 

Origin: ________________  

Hispanic – Spain  

Middle Eastern-Country of 

Origin:__________________  

African-Country of Origin: 

__________________  

Other (specify__________________)  

 

     


