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IVF PHOENIX
MALE PATIENT HISTORY

I. IDENTIFYING INFORMATION Date:

Name Partner’s Name

Address

1('e| ephone N)umber (Day) '(rel ephone N)umber (Evening)

Date of Birth Partner’s Date of Birth Length of Relationship Duration of Infertility
Insurance Company Insurance |.D. #

II. TRAVEL/WORK AND GENERAL BACKGROUND

All present employment- title(s), location, brief description, number of years employed:

Are you now or have you ever been exposed to any of the following:

U Heat UToxic Fumes U Other Specify:

U Chemicals U Nuclear Radiation

I11. MEDICAL HISTORY

(g

Weight Height Blood Type (if known)
Have you lost more than 20 pounds iN the [aSt YEAI? .........oeeiiiiii e e e e e e a
Do you follow a particular food diet or have any specia dietary habitS?.........coeoiiiiinrine e (|
If yes, specify:
List the forms and frequency of regular vigorous exercise (swimming, cycling, running) and the age you began:
Exercise Hrs/Week Age Exercise Hrs/Week Age
Do you frequently take Saunas Or StEAM DAENS? ..o e se e e e a
Have you ever had SUrgery inthe PEIVIC @82 ..ot a
If yes, specify date and type of surgery:
Have you ever received X-raysin the pelvic areafor therapy or diagnoSiS?.........ccooeieiiiiiinine it e (|
If yes, explain:
Do you have or have you ever had (check all that apply):
UAnemia UEpilepsy UParasitic Infection
QAppendicitis UGalbladder Problems UPneumonia
QArthritis QGonorrhea QProstatitis
UBlood Transfusion UHeart Disease URheumatic Fever
UBreast Milky Discharge UHepatitis UScarlet Fever
UBreast Soreness UHerpes USeizures
UBreast Tenderness QHigh Blood Pressure QSyphilis
QCancer? Specify QKidney Infection OTestes Infection
ULiver Problems UTestes Injury
QChlamydia UL oss of Balance U Testes Tumor
QChronic Bronchitis UMeadles. German QThyroid Problems
QChronic Headaches OMeasles. Regular QTuberculosis
QCaoalitis UMumps QUlcers
UCystic Fibrosis UMumps with Testes Involved QVisual Disturbances
UDiabetes ONeurologica Problems QAny Allergies?List
QDizziness QNongonococcal Urethritis




Have YOU eVEr DEEN trEBLEH FOr CANCET? ...ttt s st en e enten s st s es s snsenen a a
If yes, explain therapy:
Within the last year, have you taken any prescription MEJICAHONS? ...........c.ccevrureiieeierereseeseseessesssesessssseseesssssssssssesnenns a a

If yes, list al prescriptions and problems for which you were taking them:

Are you taking any over-the-counter medications 0N aregular BESIS? ............covueveecereeeeeeeseeeseeeesees s eessenesees a a
If yes, List all medications and diagnoses:

Have you had a high fever (over 102°F) during the past 3-4 MONNS? ..........cceveureieereeeeesesesessesssessessessesesesssessssssensenens a a
Do you use or have you ever used (check all that apply):
QAlcohol - How many glasses per week do you usually drink? Wine Beer Cocktails
QCigarettes Number of packs per day
Qlllicit or Recreational Drugs (Marijuana, Cocaine, etc.) If you would feel more comfortable not writing anything down,
please discuss this directly with your physician. Specify:

IV.SEXUAL HISTORY

ATE YOU CITCUMCISEO? ...ttt teees st eses st ese s s e s s ssesesssessse s s es e e s e ssse s s e en e e e s e en e e s st en e s s et s e esant s s ensns st enees et eneesntenens a a

When you were a child, were both testes descended into the SCrOtUM? .............c.cccuevcuevereeeeeeeeeeeeeeee e esse s s esse e a a

At what age did you begin shaving regularly or start to grow a beard?

How many times have you been married?

Have you ever produced a child With @nOther PAINEI? ...........ccccccveucuiieeieieieie ettt a a
If yes, how long did it take to produce a child? When was this (dates)?

Have you ever tried to produce a child With aNOther PArtNEr? ..............ccevuevcecueeeereeeeeeeeeeeeeeee s eesesss s eesse s sesee s sessenas I

DO you have trouble getting @ EIECHION? ............cvvuieieeeeeeeseeeereeeesessesssses s s esess s e essssesesesessssesssssesssesnsssessnsassssansansasensnsases a a

MaINTAINING BN EIECHION? ......cvovocveveececeeeeeeeeteeeeeessesseseseesseseseesse s s eesses s sessessesessessss st essessssessesssessessnesnsessssssessssnsansesarsanens I

DO you have troubl@ With GACUIBLIONS? ...........cc.cveureieeeeereseeeeeessseesesss s ssessess s s st s s e s s s st essessssseetnssssssensssenesneasane s a a
If yes, O Premature gjaculations U Retrograde gjaculations?

Do you feel that some of your ejaculate is deposited in the VAGING? ...........c..c.ccueveviveieiiireieieesesese e a a

Do you ever have orgasms without gaculation during MaStUrBEIONT? ..............c.cceieeererreeerssseesssessesessessesessessesesssssane oo a a

Do you have any diSCharge from the PENIS? ..........cccuiuiireiiiisiseiiseie s bbbt b bbbt es e oo a o

How many times per week do you and your partner NOW have iINTErCOUISE? .......urueruereriereseseeeeeeseesieseestesesseeseessenes e v e s . a a

How many times do you have intercourse around OVUIBEIONT .............o..cuoveeveeeieeieseieesesessessesesssssessssssssssssessesssssssessssessene e e aes a a

Have you noticed a change in your Sexual drive FECENTIY? ..........c.eieuiviieiiieieeese et ssse s e a a

V. FAMILY HISTORY

Isthere afamily NiStOry OF IMFEIIITY? ........ovucvieieeeiieeeeeeece ettt se st e e e st e s s e s st enesns s st eseesneessetensesae e a a
If yes, who (list all members and relationship to you)

Isthere a history of hormonal diSOrders in YOUF FAMITY? ..........coueveeuieeeiereieeiesesees s sessesessesseses st eseseesssssss st esesesnsasenesne e e e a a
If yes, list who (relationship to you) and what type:

VI. HISTORY OF FERTILITY THERAPY

Have you been treated fOr iNFErtility DEFOrE? ..........coivruiieeieeeeeeieetsee st s s ses st es st sss et e e ene s s s ansssenaanesnes e e a a

If yes, who was your physician?
What cause of infertility was diagnosed?
What drugs have you taken for infertility? Check al that apply:

OClomiphene citrate (Serophene®, Clomid®) QhCG (Profasi ®, A.P.L.®)

UhMG (Pergona ®) UFluoxymesterone (Hal otestin®)
UTamoxifen UGNRH or LHRH (Factrel®)
OTestolactone QUrofollitropin or FSH (Metrodin®)
QBromocriptine (Parlodel®) QOther- Specify

UTestosterone or male hormone UNone



Have you ever had VaITCOCEIE FEPAIT? ........coueiiirieiertetet sttt ettt b bbb bbbt bt bbb bt b e e eb et e s e b e ens
If yes, when?

Have you ever had vaseCtomy reVErSal OF FEDAIT? .......cccoeieeeeeieeeeeee et e e see st et teseesbesaesaesbesbesaesbesaesaeebesaeeneenenneens
If yes, when?

Have you and your partner ever tried artificial iINSEMINGLIONT? .........cccveiieii i s
If yes:using O your sperm?Q Donor sperm?

Have you and your partner ever tried in Vitro fertiliZation? ..o venesie st s
If yes, when and explain:

Which of the following tests have you had performed? Check all that apply and the results if known:

Semen Analysis When? Results:

Chlamydia Test When? Results:

Mycoplasma Test When? Results:

Antibody Test When? Results:

Hamster Egg Test When? Results:

Chromosome Test When? Results:

Testicular Biopsy When? Results:

X-ray or Ultrasound of Testes When? Results:

Hormonal Tests (FSH, LH. Prolactin, testosterone) When? Results:

Thyroid Tests When? Results:

Other - Specify When? Results:

Isyour partner currently seeing a doctor for evaluation of INfertility? ..o

If yes, specify physician name and location:
Does the doctor feel that your partner has an infertility problemM? ...

If yes, what isthe diagnosis and how is she being treated?

Has she ever had children With @NOtNEN MANT ... e e s e e s s sbb e s e bt e s s sabe e e s sabe e s snreessanees
If yes, when?
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