Intown Acupuncture Center, Inc. Women’s Fertility History
Name________________________________ Today’s Date____________

Date of Birth ________________________ Your Age_________________

Do you have a significant other who is participating in your childbearing efforts?  NO
YES (Name_____________Relationship_____________)
First day of your last menstrual period _________

How long have you actively been attempting conception? ________

Age at which menses began_____

Are your periods regularly spaced?  Y   N

How many days are there between periods?_____

How many days do you normally bleed? _____

How heavy is the bleeding?

Heavy







Moderate







Light








Day

1   2   3   4   5   6   7   8   9   10

What color is the blood during the middle of your period? 

 Dark Red    Red    Light Red 
Purple    Brown      Black

Are there clots in the blood flow?    Y   N

Do you bleed or spot between periods?   Y   N
Are your periods painful?  Y    N


Before bleeding?      Y    N


While bleeding?        Y   N

Do you have “PMS”?        Y   N

Are your breasts tender before your period?    Y   N

Does your skin break out before or with periods?    Y   N

Do you have any questions or concerns about the color, odor, consistency, timing, etc. of your vaginal discharge? Y  N

Have you ever taken oral contraceptives?   Y   N

If yes please describe _________________________________








Number
Years

How many pregnancies have you had?





How many delivered pre-term?






How many full-term?








How many miscarriages have you had?





How many abortions have you had?





How many times have you had a D&C?





Have you been diagnosed with endometriosis?  Y   N

If yes please describe ________________________________

__________________________________________________

Have you been diagnosed with uterine fibroids?  Y   N

If yes please describe __________________________________

____________________________________________________

Have you been diagnosed with other ovarian, uterine or cervical

health issues?  (cysts, dysplasias, etc.)            Y    N

If yes please describe __________________________________

____________________________________________________

Have you been diagnosed with infertility by a western doctor? Y  N

If yes please describe____________________________________

_____________________________________________________

Have you taken medication to help you ovulate?   Y    N

If yes please describe___________________________________

___________________________________________________

Have your fallopian tubes undergone diagnostic testing?  Y   N

If yes please describe_________________________________

___________________________________________________

Have you undergone assistive fertility treatments?   Y    N








Number      Years
IUI










IVF










Procedures with donor eggs







Known donor/ unknown donor




Procedures with donor sperm






Known donor/unknown donor 




Thank you for providing this information. It will assist us in designing a treatment plan to best serve your individual needs. 
