Pilgrim Hospital

Sibsey Road

Boston 





    Lincolnshire 

 PE21 9QS














    
   01205 445410

Your General Practitioner has referred you and your partner to the Fertility Clinic and we would appreciate if you could kindly fill in the enclosed questionnaire and bring it with you to the appointment.   It is important you bring this form with you when you attend the clinic answering all questions as much as possible.  This is to enable us have a full understanding of your problem, the investigations and treatment you have had so far.  If the form is not filled in and brought to clinic, we may not be able to see you.  We look forward to seeing you at the appointment.
If you have any questions or queries about the questionnaire, do not hesitate to contact my secretary on 01205 445410.

Best wishes

Yours sincerely,

Signed on behalf of:

S.E. Ikhena,

Consultant Obstetrician & Gynaecologist &

Honorary Senior Lecturer, University of Leicester

NB.  Pathology lab Pilgrim is open 9am-430pm Monday-Friday





FERTILITY UNIT QUESTIONNAIRE

(Page 1-10 to be completed by patient)
Personal Details
Female

	Title:                                          Surname:                                                                  First Name(s):

	Name at Birth:  (i.e Maiden Name)                                                                          Date of Birth:

	NHS No:                                                                                                                       Hospital No:

	Home Address:

	

	                                                                                                                                       Postcode:

	Place of Birth (Town)                                                     District:                                                      County:

	Home Phone No:                                                                                                         Work Phone No:

	Mobile No:

	E-mail Address:                                                                                      May we e-mail documents to you?         Yes/No

	Occupation:

	GP Name:                                                                                                                     Telephone No:

	GP Address:

	Are you disabled?                   Yes/No

	Do you have a partner?          Yes/No

	Ethnic Group:

	Do you wish to receive a copy of the correspondence with your GP?              Yes/No


Partner

	Title:                                          Surname:                                                                  First Name(s):

	Name at Birth:  (i.e Maiden Name)                                                                          Date of Birth:

	NHS No:                                                                                                                       Hospital No:

	Home Address:

	

	                                                                                                                                       Postcode:

	Place of Birth (Town)                                                     District:                                                      County:

	Home Phone No:                                                                                                         Work Phone No:

	Mobile No:

	E-mail Address:                                                                                       May we e-mail documents to you?         Yes/No

	Occupation:

	GP Name:                                                                                                                     Telephone No:

	GP Address:

	Are you disabled?                   Yes/No

	Do you have a partner?          Yes/No

	Do you wish to receive a copy of the correspondence with your GP?              Yes/No


Fertility Unit – Pilgrim Hospital
Female









Addressograph
Date
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Previous Pregnancies

Gynaecological History
Fertility Unit – Pilgrim Hospital



















Addressograph
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Addressograph
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Gynaecological history continued
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Addressograph
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Gynaecological history continued
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Previous Fertility Treatment
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	Date
	Type of treatment
	Stimulation regime
	Total  eggs
	Number 
fertilised
	Number transferred
	Number frozen
	Outcome/

comments
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Previous or current illnesses or medical problems
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Addressograph



[image: image10]Current Medication


	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Family History

	Condition
	Yes/No
	Details
	Comments

	Sickle cell disease
	
	
	

	Thalassaemia
	
	
	

	Birth defects
	
	
	

	Inherited conditions
	
	
	

	Cancer
	
	
	

	Epilepsy
	
	
	

	Rheumatoid arthritis
	
	
	

	Diabetes
	
	
	

	Crohns disease
	
	
	

	Thyroid problems
	
	
	

	Other
	
	
	


Social History

Fertility Unit – Pilgrim Hospital
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Male History
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Previous Surgical History


	Procedure
	Date
	Reason
	Outcome
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Previous or current illnesses or medical problems
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Current Medication
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	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Family History
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	Condition
	Yes/No
	Details
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Social History
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FEMALE EXAMINATION
BP

General Examination








Breasts

Abdomen





Chest

Pelvic Examination

Speculum

Vulva




Vagina




Cervix

Digital


Uterus




Adnexa

INVESTIGATIONS  REQUESTED
Genital swabs

Day 2 FSH, LH, Oestradiol, Progesterone, Prolactin, TSH

Luteal phase progesterone x 2

Rubella status

Ultrasound Scan

Semen analysis

HSG

Laparoscopy, dye test
Others

Results available
Fertility Unit – Pilgrim Hospital
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CONTRIBUTORY FERTILITY PROBLEMS:

1)

2)

3)

4)

5)

TREATMENT/MANAGEMENT PLAN

Female Patient Name:








Date of Birth:

















Name …………………………………………………………..                   Age …………….years





Height: ………………………….  cms          Weight ……………………….. kgs       BMI: ……………….





								Yes                           No


Are you currently married?						⁪		⁪


	If yes, how long have you been married?            …………  years


How long have you been together:                                       ………… years


How long have you been trying to become pregnant?     ………… years





Have you been married/or was a partner before?				⁪		⁪


If yes, how long did you try for a pregnancy               …………..years


Have you had problems conceiving in a previous relationship?		⁪		⁪





								Yes		No


Have you ever been pregnant before?					⁪		⁪


    If yes, please complete the table below


Date�
Current Partner


(Y/N)�
Type of conception –


Natural/IUI/DI/IVF 


+ any problems during the pregnancy


(please state)�
Type of delivery


Outcome


Live birth, stillbirth, miscarriage, ectopic, termination etc�
No of weeks gestation�
Sex of baby (if applicable)�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�






								Yes		No


Are your periods regular?						⁪		⁪


   	If yes, what is your cycle length?                       	. ……. days


            	If no, what is your cycle length?    Minimum	……... days


				       Maximum          .……. days


						


How many days do you bleed for?			…… ...days	Yes		No


								⁪		⁪


  


									


How old were you when your periods started?		……… years	⁪


If yes state:


How frequently do you have intercourse?		……… per/wk


			         		or             ……... per/month











Female patient name:





Date of Birth:





Female patient name:





Date of Birth:





								Yes		No


Do you bleed in between your periods?					⁪		⁪


  If yes, give details ……………………………………………………….





How old were you when your periods started?              ……………..years


Do you bleed following intercourse					⁪		⁪


How frequently do you have intercourse? 	…………per/wk


					……… ..per/month


Do you experience pain during intercourse? 				⁪		⁪


   If yes, is it during superficial penetration				⁪		⁪


      is it deep inside the vagina/pelvis				⁪		⁪


Are your periods painful (dysmenorrhoea)?				⁪		⁪


Are your periods heavy (menorrhagia)?					⁪		⁪


   If yes, do you pass clots						⁪		⁪


              how many tampons/pads do you use a day       ……………….


Have you had a cervical smear test before?				⁪		⁪	


  If yes, when was your last smear?                             ………….. years


Was it normal?							⁪		⁪	


Have you every had an abnormal smear?				⁪		⁪	


    If yes, have you had any treatment to your cervix			⁪		⁪	


    If yes, what treatment was required?     ………………………………


Have you ever had a sexually transmitted disease?			⁪		⁪	


     Eg chlamydia, gonorrhoea, syphilis or herpes


     State the condition  ………………………………………………….





If yes, when?   ………………..  Was it treated?				⁪		⁪	


Were you hospitalised?						⁪		⁪	


  How was it treated? …………………………………………………





Do you have vaginal discharge					⁪		⁪	


  If yes, what is the colour ? ………………………………………….


                 Is there any odour?						⁪		⁪	





























Female patient name:





Date of Birth:





								Yes		No





Have you ever used an IUCD (the coil)?				⁪		⁪


  If yes, how long did you have the IUCD? …………………………..


                when was it removed? ……………………………………….





Have you ever used the Oral Contraceptive Pill?				⁪		⁪


    How long were you on it?	 …………………………..  years


     How long ago did you come off it?   ………………… years





Do you have endometriosis?						⁪		⁪


Do you have polycystic ovarian syndrome (PCOS)? 			⁪		⁪


Have you had ovarian cysts?						⁪		⁪


Have you had fibroids?						⁪		⁪


  If yes to any of above, pleases provide details of treatment …………………………………………………


     ………………………………………………………………………………………………………………...


    …………………………………………………………………………………………………………………





								Yes		No





Have you had previous fertility treatment?				⁪		⁪


  Eg Clomid, Metformin IUI, IVF, ICSI,or treatment with donor sperm or donor eggs


  Please state details below





If Clomid only, how many courses of treatment have you had? ………………..








Female patient name:





Date of Birth:





Yes		No


Have you had any pelvic or gynaecological operations?			⁪		⁪


Have you had any other operations?					⁪		⁪


   If yes to either, please give details in the table below


Procedure�
Date�
Reason�
Outcome including findings at the surgery�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�









Yes		No


Have you had any serious illness or medical problems?			⁪		⁪


Have you ever been told you have a heart murmur?			⁪		⁪


Have you had your blood refused by the Blood Transfusion Service?		⁪		⁪


Do you bruise easily?						⁪		⁪





Following a tooth extraction, surgery or injury do you or any family members


bleed so as to cause concern?						⁪		⁪	


Do you have nay of the following?


Medical problem�
Yes/No�
Details/Comments/Consultant�
�
Diabetes�
�
�
�
Asthma�
�
�
�
Psychiatric problems/depression�
�
�
�
Hepatitis Jaundice�
�
�
�
AIDS/HIV�
�
�
�
Raised blood pressure�
�
�
�
Cancer�
�
�
�
Rheumatoid arthritis�
�
�
�
Immune problems�
�
�
�
Other�
�
�
�
Allergies





Yes		No


Are you allergic to any medications, nuts or eggs?			⁪		⁪


Are you allergic to latex?						⁪		⁪


Have you had a reaction to a local or general anaesthetic?			⁪		⁪


Allergy to Medicatio/Latex/Nuts/Eggs�
Type of reaction�
�
�
�
�
�
�
�
�
�
�






Female patient name:





Date of Birth:





Yes		No


Are you on any medication including vitamins or homeopathic remedies?	⁪		⁪


Do you use acupuncture or reflexology					⁪		⁪


If you are on any medication, vitamins or homeopathic remedies


   Please complete the following table











Yes		No


Are there any illnesses or genetic conditions that run in your family?		⁪		⁪


  If yes, please complete the following table
































Yes		No


Do you smoke?							⁪		⁪


   If yes, how many per days?     ………………………………………...


Have you ever used any recreational drugs in the last 5 years?		⁪		⁪


   If yes, what and when? ………………………………………………..


Do you drink alcohol?						⁪		⁪


   (1 unit is a standard glass of wine, half a pint of beer or a single measure of spirit)


Do you have a criminal conviction?					⁪		⁪


  If yes, please give details ………………………………………………


 Have you, any of your partners or your parents ever lived in Japan, the 	⁪		⁪


    Caribbean,     Africa, the Pacific Coast of Colombia or Ecudaor?			


												





Male patient name:





Date of Birth:





Name:……………………………………………………………   Age …………………….. years





Height: ………………………     Weight ………………………………..   BMI = ………………..





Yes		No





Have you been married before?					⁪		⁪


Have you fathered any pregnancies before?				⁪		⁪


     If yes, please give details: ………………………………………………





Have you had infertility tests or fertility treatment in the past?		⁪		⁪


  If yes, when? ……………………   When? …………………………..





What type of investigations/treatment? …………………………………..





Have you ever had a sexually transmitted disease? 			⁪		⁪	              


    Eg Chlamydia, gonorrhoea, syphilis or herpes


    State details …………………………………………………………….


If yes, when? ………………………...  Was it treated……………………





Do you have trouble getting an erection, maintaining an erection or		⁪		⁪


    Ejaculating?	


If yes, give details …………………………………………………………





Have you had or do you have undescended testes?			⁪		⁪


If yes, give details …………………………………………………………						





Yes		No





Have you had any operations on the testes?				⁪		⁪





Have you had any other operations?					⁪		⁪


    If yes, to either, please give details in the table below





Male patient name:





Date of Birth:





Yes		No





Have you had any serious illness or medical problems?			⁪		⁪


Have you ever been told you have a heart murmur?			⁪		⁪


Have you had your blood refused by the Blood Transfusion Service?		⁪		⁪


Do you bruise easily?						⁪		⁪





Following a tooth extraction, surgery or injury do you or any family members


bleed so as to cause concern?						⁪		⁪	


Do you have any of the following?


Medical problem�
Yes/No�
Details/Comments/Consultant�
�
Diabetes�
�
�
�
Asthma�
�
�
�
Psychiatric problems/depression�
�
�
�
Hepatitis or Jaundice�
�
�
�
AIDS/HIV�
�
�
�
Raised blood pressure�
�
�
�
Cancer�
�
�
�
Rheumatoid arthritis�
�
�
�
Immune problems�
�
�
�
Other�
�
�
�



Allergies











Yes		No


Are you allergic to any medications, nuts or eggs?			⁪		⁪


Are you allergic to latex?						⁪		⁪


Have you had a reaction to a local or gen4eral anaesthetic?			⁪		⁪


Allergy to Medication/Latex/Nuts/Eggs�
Type of reaction�
�
�
�
�
�
�
�
�
�
�






Male patient name:





Date of Birth:





Yes		No





Are you on any medication including vitamins or homeopathic remedies?	⁪		⁪





Have you taken steroids for bodybuilding?				⁪		⁪


  If you are on any medication or homeopathic remedies please complete the following table:








Yes		No





Are there any illnesses or genetic conditions that run in your family?		⁪		⁪


    If yes,  please complete the following table











Yes		No


Do you smoke?							⁪		⁪


  If yes, how many per day? ……………………………………………


Have you ever used any recreational drugs in the last 5 years?		⁪		⁪


    If yes, what and when? ………………………………………………..


Do you drink alcohol?						⁪		⁪


  If yes, how many units of alcohol per week? ………………………..


(1 unit is a standard glass of wine, half a pint of beer or a single measure of spirits)


Do you have a criminal conviction?					⁪		⁪


  If yes, please give details ………………………………………………….	


Have you, any of your partners or your parents ever lived in Japan, the Caribbean


Africa, The Pacific coast of Colombia or Ecudador?			⁪		⁪					





Female patient name:





Date of Birth:





Female patient name:





Date of Birth:








S Ikhena – adapted with permission from CARE Fertility GP - 2009
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