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REFERRED BY:____________________ 

1.  IDENTIFYING INFORMATION  

Name______________________________________________ DOB            /            /         Age _________________________ 
Significant Other Name________________________________ DOB            /            /         Age _________________________ 
Date this form completed ______________________________ Primary  Care MD __________________________________ 
Primary GYN_________________________________________ Marital Status  ____________________________________ 
How long have you been attempting conception? ___________ Number of years together ___________________________ 
Reasons you are coming to see us: ___________________________________________________________________________ 
_______________________________________________________________________________________________________ 
 
2.  RACE (You) Significant Other 

ǏǏ  Caucasian ǏǏ  Hispanic ǏǏ  Caucasian ǏǏ  Hispanic 

ǏǏ  Asian ǏǏ  African American ǏǏ  Asian ǏǏ  African American 

ǏǏ  Other (____________________________________) ǏǏ  Other (____________________________________) 
ETHNICITY  

ǏǏ  Ashkenazi Jew ǏǏ  Southeast Asian ǏǏ  Ashkenazi Jew ǏǏ  Southeast Asian 

ǏǏ  Greek/Italian ǏǏ  French Canadian ǏǏ  Greek/Italian ǏǏ  French Canadian 
 

3.  MENSTURAL/HORMONAL 

Age at first period__________    Date of last two menstrual periods____/____/____ and ____/____/____ 
Are your periods regular?     Ǐ yes    Ǐ no     Do you bleed between periods?    Ǐ yes    Ǐ no 
How many days from onset to onset?____________What is the usual duration of your periods?________days 
How heavy are your periods?    Ǐ light       Ǐ normal     Ǐ  heavy          Ǐ clotting?    
What is the color?              Ǐ light red     Ǐ red             Ǐ dark red      Ǐ brown       Ǐ black 
Premenstrual symptoms occur: Ǐ almost always                Ǐ rarely           Ǐ never  
Pelvic pain/ cramps:   Ǐ none     Ǐ during menses              Ǐ before menses         Ǐ after menses    Ǐ at midcycle 
       Ǐ during intercourse        Ǐ with bowel movements    Ǐ with urination                   Ǐ cause you to miss work 
      Ǐ cause you to miss usual activities 
Pelvic pain /cramps are:         Ǐ mild         Ǐ moderate        Ǐ severe      Ǐ in midline     Ǐ on right side               Ǐ on left side 
 
Do you have or have you ever had? (Check all that apply). 
ǏǏ  Hot flashes ǏǏ  Increased facial or body hair ǏǏ  Seizures 
ǏǏ  Breast discharge ǏǏ  Increased acne ǏǏ  Diabetes 
ǏǏ  Visual disturbance ǏǏ  Weight increase > 10 pounds ǏǏ  Thyroid disorder 
ǏǏ  Poor sense of smell ǏǏ  Weight loss > 10 pounds ǏǏ  Autoimmune disease 
ǏǏ  Chronic headache ǏǏ  Special dietary habits ǏǏ  Extraordinary stress 
ǏǏ  Head trauma ǏǏ  Vomiting ǏǏ  Psychiatric treatment 

 
4.  CONTRACEPTIVE USE 

Type From when to when Reason discontinued 

1.   

2.   

3.   

 
5.  GYNECOLOGIC 
Last pap smear_____/_____/_____  Last mammogram_____/_____/_____ 
Frequency of intercourse per week_______________________________________ 
Do you use lubricants?       Ǐ yes    Ǐ no    If yes, what type___________________________________________________ 

John H. Kim, M.D. 
LƴǘŜƎǊŀǘƛǾŜ CŜǊǘƛƭƛǘȅ ŀƴŘ ²ƻƳŜƴΩǎ IŜŀƭǘƘ 
www.integrativefertilitymd.com 
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Fax: 650. 559.8022 

info@integrativefertilitymd.com 
                                                                                         

 WOMEbΩ{ C9w¢L[L¢¸ !b5 I9![¢I IL{¢hw¸ 



2 
 

Do you have or have you ever had? 
 
Ǐ Pain during intercourse Ǐ Ovarian cysts Ǐ Pelvic infection Ǐ Chlamydia 
Ǐ Weak or no orgasm Ǐ Cervicitis Ǐ Genital herpes Ǐ Pelvic adhesions 

Ǐ Lack of libido Ǐ Abnormal Pap smears Ǐ Gonorrhea Ǐ Toxoplasmosis 
Ǐ Frequent cystitis from coitus Ǐ Cryo (freezing) or surgery of the cervix 

 
Ǐ Syphilis Ǐ Cytomeglavirus 

Ǐ Endometriosis Ǐ Appendicitis Ǐ Mycoplasma Ǐ Tuberculosis 
Ǐ Uterine fibroids or myomas Ǐ Colitis or enteritis Ǐ Ureaplasma Ǐ Trichomonas 
Ǐ Abnormal uterus shape Ǐ Recurrent vaginitis Ǐ Genital warts/condyloma 
 

6.  PREGNANCY HISTORY 

 When? 
(Year) 

End in 
Abortion? 

End in 
Miscarriage? 

Infertility 
Treatment 
Required to 
Conceive? 

How Long to 
Conceive? 

Baby Born 
Alive? 

Is current 
Partner the 

Father? 

1
st
 Pregnancy        

2
nd

 Pregnancy        

3
rd

 Pregnancy        

4
th
 Pregnancy        

 

7.  MEDICAL ILLNESSES 
 Do you have or have you ever had? 
Ǐ Cancer Ǐ Asthma Ǐ Kidney disorder Ǐ Psychiatric disorder 
Ǐ Diabetes Ǐ Pneumonia Ǐ Rubella Ǐ Seizures 
Ǐ Hypertension Ǐ Bronchitis Ǐ Aesthetic complication Ǐ Stroke 
Ǐ High cholesterol Ǐ Tuberculosis Ǐ Mumps Ǐ Blood clots 
Ǐ Heart disease Ǐ Hepatitis/ liver disorder Ǐ Chicken pox Ǐ Anemia 
Ǐ Rheumatic fever Ǐ Gall bladder problems Ǐ Mononucleosis Ǐ Bleeding disorder 
Ǐ Scarlet fever Ǐ Ulcers Ǐ Serious injury/accident Ǐ Thyroid disorder 
Ǐ Mitral valve prolapse Ǐ Colitis/enteritis Ǐ Blood transfusion Ǐ Recent immunization 
Ǐ Heart murmur    
 

8.  OPERATIONS AND HOSPITALIZATIONS 

Date Diagnosis Operation Where Physician 

1.     

2.     

3.     

 

9.  MEDICATIONS  

Do you take folic acid or vitamins?  Ǐ yes    Ǐ no 

List all prescriptions, herbal remedies, and over-the-counter drugs used during the past year 

 

Date Dose and Frequency From when to when Reason 

1.    

2.    

3.    

4.    

5.    
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10.  ALLERGIES 

Drug or substance When Reaction 

1.   

2.   

3.   

 
11.  FAMILY HISTORY 
 Living? Age or age at death Health Problems 

Mother    

Father    

Sister(s)    

    

    

Brother(s)    

    

    

Daughter(s)    

    

Son(s)    

    

 
12. GENETIC HISTORY 
Do you, your partner, or anyone in either family have   Ǐ Any inherited diseases? 
 
Ǐ Thalassemia 

 
Ǐ Cystic fibrosis 

 
Ǐ Tay-Sachs disease 

 
Ǐ Chromosomal disorder 

Ǐ Down syndrome Ǐ Muscular dystrophy Ǐ Sickle cell disease or trait Ǐ Genetic/ inherited disorder 

Ǐ Neural tube defects/ spina 
bifida/anencephaly 

Ǐ Huntington chorea Ǐ Hemophilia Ǐ Baby with birth defects 

Ǐ Mental retardation/ fragile X Ǐ Hormonal disorder Ǐ Infertility 

tƭŜŀǎŜ ŜȄǇƭŀƛƴ ŀ άȅŜǎέ ŀƴǎǿŜǊΥψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ__________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
13.  SOCIAL/ LIFESTYLE HISTORY 
Residential status: Who lives with you? Please include family members and pets. 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Level of education completed 
Ǐ High school   Ǐ .ŀŎƘŜƭƻǊΩǎ   Ǐ aŀǎǘŜǊΩǎ    Ǐ Doctorate     Ǐ Other _________________________________________________ 
 
Your occupation_______________________________________________________________________________________________ 
Do you enjoy your work? Ǐ yes    Ǐ no   
Why or why not?______________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Tobacco/ cigarette use?   Ǐ yes        Ǐ no     Ǐ quit (when) ______________________ 
    If yes, how many cigarettes per day____________________  
 
Alcohol consumption?   Ǐ yes        Ǐ no   
    If yes, what types of drinks___________________________ 
    How many per week________________________________ 
Other drug use either currently or in the past (ie marijuana, methamphetamine, etc)?   Ǐ yes       Ǐ no   
 If yes, what types and how often__________________________________________________________________________ 
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Daily beverage consumption 
Coffee?   Ǐ yes         Ǐ no   If yes, how many cups/day______________________________________________ 
Tea?   Ǐ yes         Ǐ no   If yes, how many cups/day______________________________________________ 
Tap water?  Ǐ yes         Ǐ no   If yes, how many cups/day______________________________________________ 
Soda?    Ǐ yes         Ǐ no   If yes, type/amount ___________________________________________________ 
 
Dietary 
Do you eat three meals a day?    Ǐ yes         Ǐ no    
If no, how many?______________________________          Which is the largest meal? ___________________________ 
 
How often do you eat out at restaurants?________________times per week. 
 
Food preferences (check all that apply) 
Ǐ Hot, spicy food Ǐ Bland diet Ǐ Chocolate 
Ǐ Red meat Ǐ Dairy products Ǐ Fast food 
Ǐ Vegetables Ǐ Sweets Ǐ Frequent snacks 
 
Lifestyle 
Exercise routine_______________________________________________________________________________________________ 
Spiritual practice ______________________________________________________________________________________________ 
Environmental exposures_______________________________________________________________________________________ 

Video display terminal exposure?    Ǐ yes         Ǐ no   If yes, hours/day ___________________________________________ 
Electric blanket use?       Ǐ yes         Ǐ no    
Radiation/ x-ray exposure?    Ǐ yes         Ǐ no    
Chemical/ toxin exposure?    Ǐ yes         Ǐ no    
Hot tub or sauna use?       Ǐ yes         Ǐ no    

 
How often did you fly over the past year?__________________________________________________________________________ 
Foreign travel in the last 5 years?   Ǐ yes         Ǐ no    

If yes, where and any illnesses____________________________________________________________________________ 
Hobbies/Interests _____________________________________________________________________________________________ 
 
History of stress 
Do you have good support at home?   Ǐ yes         Ǐ no    
Have you ever felt unsafe at home or experienced mental or physical abuse? Ǐ yes         Ǐ no    
 
Below please list the events or cluster of events that have been most traumatic for you and select the emotion that predominated 
during the stressful situation 

Date Stressful Event Emotion 

   

   

   

 
14.  SYSTEMIC REVIEW 
PART I 
Headaches: Number per week _________________________Medication used____________________________________________ 
Ǐ Mild Ǐ Moderate Ǐ Severe 
Ǐ Improving Ǐ Worsening Ǐ No change 
Ǐ With visual symptoms Ǐ With vomiting  
Ǐ Stress related Ǐ Migraines  

Ǐ Wear glasses Ǐ Bladder/kidney infections Ǐ Abdominal pain Ǐ Acne 
Ǐ Wear contact lenses Ǐ Abnormal urinary tract Ǐ Nausea and vomiting Ǐ Skin disorder 
Ǐ Sinus problems Ǐ Kidney x-ray Ǐ Vomiting blood Ǐ Rash 
Ǐ Hayfever Ǐ Bladder cystoscopy Ǐ Ulcer Ǐ Hives 
Ǐ Ringing in ears Ǐ Varicose veins Ǐ Food intolerance Ǐ Skin cancer 
Ǐ Hearing loss Ǐ Easy bruising Ǐ Gallstones Ǐ Counseling 
Ǐ Denture/bridges Ǐ Prolonged bleeding Ǐ Jaundice/ hepatitis Ǐ Recent stress increase 
Ǐ Anemia Ǐ Bleeding from gums Ǐ Chronic constipation Ǐ Recent anxiety increase 
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PART II 
Do you have any of the following symptoms at present or recently? Check all that apply 
Ǐ 1. Pain Ǐ 3. Itching Ǐ 5. Swelling Ǐ 7. Coldness 
Ǐ 2. Numbness Ǐ 4. Redness Ǐ 6. Burning sensation Ǐ 8. Other_____________ 
 
If you checked off any of the above items, please indicate the area(s) affected by the symptoms in the drawing below. For example, 
if you have headaches, you should check off #1, then draw a circle on the part of the head affected by the headaches and write the 
number 1 in it. Likewise, if you have itching on your back, draw a line around the itching area and write 3 in it. 
 
 

 
 
 
 
 
 
 
 

Ǐ Chest pain Ǐ Nosebleeds Ǐ Irritable bowel  
Ǐ Irregular heart beat Ǐ Take aspirin/ibuprofen frequently Ǐ Hemorrhoids Ǐ Muscle control/ weakness 
Ǐ Fainting spells Ǐ Breast mass Ǐ Hernia Ǐ Damp skin 
Ǐ Leg swelling Ǐ Fibrocystic changes Ǐ Abnormal liver test Ǐ Unusual hair loss 
Ǐ Calf pain Ǐ Breast implants Ǐ Arthritis Ǐ Extraordinary fatigue 
Ǐ Blood clots (venous 
thromboembolism) 

Ǐ Do monthly breast self-exam Ǐ Back pain  

Ǐ Cough 
Ǐ Shortness of breath 

 Ǐ Cough up blood 
 Ǐ Chest x-ray 

Ǐ Wheezing  Ǐ TB skin test 


