
health afertiIitym,: lte.s

CON C EPTION PROGRAM QUESTION AI RE

Ptease zdswet ea.h questodfor both paftners frercver possidewtk tull &6its and datesal infomadon is sacilv confi&ttial

How did you hear ofthis Practice?Date oi irsl consullanon

NAME (iemare)

ADDRESS

. NAME (male)

. Postcode:

(afterhours) ( ) .

Emaill

{fax) ( )
Phone Nos: (daytime) ( ) .

Age (female) Bidh Time Eidh Date Bidh Place

Aae (male) Eidh Time Bidh Date Eidh Place
' '." ' - ii"".e use zt nou ctock when gi;ing bidh tme e.g. 3 minutes pesr midnight is @:o3am, 3.0opm is 15:wpm

---- - .ii i"ai".r suauaaiowfi, srargcRovtNcE and couNrRY when sivins birth ptace'

lf cutrently seerng a GP. gynaecologist natural theraprst or NFM practitioner give name & ph no:

Have you previously received a Natural Fedility lilanagemeni Kit? YES/NO lf so from whom?

Wasnaturopathicadviceinc|uded?YEs/NoHaveyouprevious|ysentthispracticeanyinformation/resu|ts?YEs/No

LIFESTYLgENVIRONMENT

Wha! s your occupation? (please list specific activities): (female)

(mare)

Hobbies and other acUvities (please Include gardening. spods activities. swimming (in a pool) crafts etc )

lremale) ..

(male)

FNll#i yearsJ,re any d vour activities involved frequenl conladwilh chemi€ls
includlno: manuiacture or deg;ading ofptasiics; paintsr ns €rPels; new €rl refdgeElion or

atr 6nd;tioning gasesi glues; chemi€l c,eansers or insecticidesi fiequent handling or

carUonless coiipaper: unnlercd wateri pesl control hahchema€ls such as @louhng or
peming ageots? (prease ckcle as appropriale). f ves give delails 3nd dales

f-"er . ... .. ..... . . .....

ln the pa$ eo years have any ofyour actvdies Involved @ntad
lryes. g,ve delails and dales: (fenale)

Hsve you had 3ny Xiays (including dental) In the pasl



Do you lse a yes, lor how many hours per
(remale) hrs (laptop/desktop/flal screen/CRT screen) (deiele as aPprcPriate)

you use a mrcrowave oven/ rt yes,

you sleep near a tuse box? lf yes, how long has thrs

you have wtreress recnnorogy aI nome ol

you have eledi€l apPliances in your

Do you us€ chemrcal cleansers or Insectcrdes In your x(cnen or

and/or pesi @nto ? il yes, give delails

Do you use nonloxrc personal care products (eg loolhpaste. cosmetcs, antper
10 gveoetais rfyes prov.debrsnds (female, ........... ..

Do you use any recreatonal drugs incrudrng
amount and fr€quenq (female)

oeErrs rncruding ryp€

you have any tatoosa rt yes. pEase glve derails (numFr, wnen done, DracR or coroured)

!ave yo. slopped smoring cQarefies n the oasl

are you exposed to passrv€

Oo you eal orgafic loods yes. what percenlage or yo!r organically grown/led2

REPRODUCTIVE HEALTH

Have you already staded trying to conceive? YES/NO lf so. when?: . . . . . . .

Have you had any previous conceptions (female)? YES/NO (male)? YES/NO

Specify whethef live bidh/ miscarriage/ termination/prefrature/ small for dates/ perinatal dealh/ stillbinh, with dales and
details of
any compl calions and how long it tooU any difllculties conceiving each one:

Werc these concepuons a result of youf relationship with your cuilenl pafrne.? YES/NO

Has your curent paftne. been responsible for any conceptions other than those specified above? YES/NO

Grve oerarls as above

FEMALES:

Have you chaded your basal (body at rest) temperature? YES/NO Give dates: . .

Were you taking fedility drugs when charting yourtempefalures? YES/NO

Do your chans show a mid-cycle rise? NEVERySOMETIMESTUSUALLY/ALWAYS



On whlch day(s) of cycle (on average) does the temperature rise?

Have you cherted your ceruical mucus changes? YES/NO

Do you look for cervical mucus changes? NEVER/SOMETIMES/USUALLY/ALWAYS

Does your mucus change mid-cycle? NEVER/ SOMETTMES/ USUALLY/ ALWAYS

On which days do you experience fertile mucls2 . . . . . . . . Has your ceryical mucus ever been tested? YES/NO

Giveresultsanddates: Amount .. pH ...... Ferning (YES/NO) Ceruicalscore

Have you p.eviously had any of the following medical fedility investigations?

(Any fudher tests required can be recommended after cons!ltation )

a) Elood tests lo show hormone levels YES/NO We.e these tests done while you were taking fertility drugs? YES/NO

Give results (normal/elevated/deficient) of each hormone tested, dates & day of cycle:

Oeskogen

Prolactin .

Progesterone

Testosterone .

b) Blood tests for thyroid function YES/NO Give results and dates {normal/elevated/deficient):

c) Ulfasound YES/NO Give results and dates:. . .. . . . . .

d) Laparos@py Y€S/NO Give results and dates:. . . . . . .

Presentcondition of left tube: CLEAR/BLOCKED/SCARRED/ADHERED

Present condition of right tuber CLEAR/BLOCKED/SCARRED/ADHERED

Are there adhesions to any other pad of the reproductive system? YES/NO

ls there any evidence of endometriosis? YES/NO

Ary other informabon.

e) Hysterosalpingogram YES/NO or Hy-Co-Sy YES/NO Give results and dates.

Lefr iube: GLEATBLOCKED/PARTIALLY BLt";r"'

Right tube: CLEAruBLOCKED/PARTIALLY BLOCKED

f) Hysteroscopy YES/NO Give resllts and dates: . . . . . .

Have you taken any fedility drugs? YES/NO Give details and dates:

Have you undergone treatment on an assisted conception programme? YES/NO Give details and dates: .

Do you have any more treatments planned? YES/NO Give details and dates:. . . . .

Have you received any other form of keatment for reproductive problems? YES/NO Give details and dates



Haveyou,ordoyou,sufferfromanyofthefollowing? lfyes,givedetailsanddatesoftreatment:

a) Pelvic lnflammatory Disease YES/NO

b) fndomefiosis YES/NO
c) Polycystic Ovarian Syndrome YES/NO .

d) Ovafiar Cysts YES/NO

e) Frbrords YES/NO.

f) Candida (Thrush) NO/OCCASIONALLY/FREQUENTLY lf yes, is it vaginal or systemic? . . . . . . . . .

Howsevere? .... Whatmakesitworse?.......

How often have you suffered from candida in the last year? . .

g) Genito-Urinarylnfectionsorsexuallytransmiteddiseases(includingcystitis) YES/NO.

h) Herpes/Elisters/Wads (delete as appropriate) YES/NO

Haveyou been testedforantibodieswhich can cause miscarriage? YES/NO Give resultsand dates:.... ... ...

Have you had a recent Pap Smear? YES/NO Give results and dates: . . . . . . . . . . .

Have you had a ceryical erosion/cone biopsy/loop incision/laser keatment/cauterizations? YES/NO Give details and

oates ... .. .. ..

Have you evertaken the contraceptive pill? YES/NO lf yes, when? From..... . . . . .

Drd you suffer any side effects? YES/NO Give detajls: . . . .

Did you experience any delay in the return of your cycle? YES/NO Give details: . .

HaveyoueverusedanlUD? YES/NO lfyes,when? From..... ......... to ..

Did you experience any problems? YES/NO Give details and dates:

Have you had any surgery in the pelvic/abdominal area? YES/NO Give details and datesl

How would you rate yo!. libjdo? STRONG/MODERATE/MILD

MALES:

Have you previously had any ot the following medical fertjlity investigations?:

a) Semenanalysis YES/NO civeresultsanddaiesforthefollowing:

Concentration.. mjlljon/mt pH. . ... . ... Vo|. ... ... . mt Vitality. . . ... .... .... ..%

ftIotility... % Rapid/Progressivemotitjty.. % Motilityindex..... ..

lsclumping present? YES/NO N4orphology(gjve%ofnormatsperm). _. .....Va TZt..

Have you been tested for sperm antibodies? YES/NO Give resutts and dates: BLOODISEMEN .

Was this semen analysis caded out at a laboratory associated with/specialising in infeatility assessment? YES/NO



b) Blood tests for hormone levels YES/NO Give results (normal/elevated/deficlent) of each hormone tesled and dates

Tesiosierone .. FSH LH .. .Prolaclin

c) Blood tests for thyroid function YES/NO Gjve results and dates: (normal/elevaied/deficient)l

d) Physical or ultasound varicocoele examination YES/NO Give results and dates

Do you exercise wearing TIGHT/SYNTHETIC SHORTS/WETSUITS? (Piease circle as appropriate) YES/NO

What style of undeMear do you use? BOXERJOCKEY LOOSEffIGHT FlfrlNG SYNTHETIC/NATURAL FIBRE

Do you use SAUNAS/SPAS/HOT BATHS? (please clrcle) YES/NO

Have you. or do you, suffer from any of the following? lf yes, give details and dates of treatment:

a) Undescended testes/teslicula. disease or Injury/vasectomy YES/NO . . . . .

b) Mumps (s nce puberty/aged Melve) YES/NO .

c) Genito-urinary infectons or sexually transmitted diseases YES/NO . . .

d) Herpes/BlistersMarts (delete as appropriate) YES/NO .

Have you received any other form of treatment for reproductive problems? YES/NO Give details and dates

How would you rate your libido? STRONG/MODERATE/|{I|LD

[4UTUAL FERTILITY:

Have you and your curent partner undergone a poslcoital test? YES/NO Give fesults and dates

Have you undergone a post-coital test with a different padner? YES/NO Give results and dates: . .

Have you and your current padner undergone a sperm/ceruical mucus contact tesl? YES/NO Give results and dates
(rncludrng cross-match with donor sperm/mucus): . . . . . .

Have you (temale) been tested for sperm antibodies? YES/NO Give results and dates:

GENERAL HEALTH

Height(lncms)(female)...... ...... (male)............. Weight(inkgs)(female) ..... (mate).

Have you ever suffered from any of these conditions? (lf yes, give details and dates):

a) Cardio-vascular disease (eg abnormal blood pressure high cholesterol, poor cifculation, angina, palpitations):

(female) YES/NO.....

(narer YES/NO.

b) Liver disease lfema e) YES/NO . . . . .

(male) YES/NO

c) firental/Nervous system disease (femate) YES/NO. . ..

(male) YES/NO



d) Glandular Fever/Chronic Fatigue (female) YES/NO.

\male) YES/NO. .

e) Any other major disease, including auto-immune condjtions (female) YES/NO . . . . .

(male) YES/NO.
Do you have regular (at least daily) bowel motions? (female) YES/NO (male) YES/NO

lfnot, on howmany days in an averageweek? (female)..... .........(male)
Do you use laxatives? (female) YES/NO Give details:.

(male) YES/NO Givedelails

(ferale) YES/ NO Give details:..

(Tare) YES/ NO Give detaiJs:..

Do you have any malabsorption/eating disorders? (female) YES/NO Give details: .

(nale) YES/NO Give details...

Do you experience food cravings? lf so, what for and iffor sugar, is this principally for chocolate?

(female) YES/ NO Grve details

\nale) YES/NO Grvederarls.

Do you suffer from headaches or migraine? (female) YES/NO G;ve details: . . . . . . .

(male) YES/ NO Give details .. .

Do you consider yourself stressed? (female) YES/NO Give details:

(male) YES/NO Givedetaiis. .... ..

Do you sleep well? (female) YES/NO Give details: . . . . .

(mae) YES/NO Givedetails:........ ..

Are yo! tired on waking? (female) YES/NO Give details: . .

(male) YES/ NO Give details

How do you rale your energy levels? (female) HIGH/MEOIUM/LOW (malej HIGH/MEDIUM/LOW

(female) NEVER,/OCCASIONALLY,FREQUENTLY (maje) NEVER./OCCASIONALLYTFREQUENTLY

Do you have any allergies or sensilivities? (please include salicylate allergy + hayfever)

(female) YES/NO Give details . . .

(marel YES/ NO Grve details:.. .



\'erale, YES/ NO

trale) YES/ NO

Are you taking medicationl lPlease bring in all con6iners to show ingrcdients and dosages).

(fena e) YES/ NO Give derails .

,rale/ YES/NO Grvedeials

Are you taking any dietary s!pplements? (P/ease bring in all conbiners to show ingredients and dosages).

(fena eJ YES/ NO Cive details

(nale) YES/ NO G.ve details. .

Who prescribed these supplements? (femaie) .

CYCLE DETAILS

How often do you mefstruate2 Normal average lengih of cycle is

Are ihere clots in the blood? NEVETOCCAS|ONALLY/USUALLY/ALWAYS

How would you describe these clots? Sf{IALL & STRINGY/SMALL & LUMPY/LARGE & LUMPY

Do you experience spoting before your period stans? YES/NO lf so for how many days? . . .

Do you experience mid-cycle spofrrng? YES/NO Give detaiis:

Do you experience mid-cycle pain? YES/NO Give details:

Do you use CLOTH (REUSABLE) PADS / OTHER PADS / ORGANIC TAI\4PONS / OTHER TAMPONS? (please circle)

(mareJ

days (eg 27128129130131 elc)

ll thrs vanes, grve shoftest cycle usually expenenced days, and longest usually expenenced, days

Has t been more than 6 weeks since your last menstual period? YES/ NO lf so, how long? . . . . weeks/days

How many days do you bleed for?



Do you need to take pain killers? NEVER/SOMETIMES/USUALLYIALWAYS

lfso,forhowmanydaysbefore/duringyourperiod?(Before.-. ...days/During.....-..........days)

Have there been any recent changes in your cycle? YESINO Give details: . . .

(Please add separate sheet if needed)


