Fortune Fertility & Acupuncture Center

2007 Village Run Rd., Wexford, PA 15090  

www.FortuneFertility.com

(724) 799-8393


Name: 







Date: 


   Age:
 
                      
Medical History (Check the following if they apply to you.):

	(   Mumps

(   Sexually Transmitted Diseases

(   Diabetes

(   Urogenital Infection

(   Antiphospholipid antibodies

(   Vasectomy (or reversal)
	(   Failure of testes to descend

(   Hypertension

(   Retrograde Ejaculation

(   Thyroid

(   Spermatorrhea (Leakage of Sperm)

(   High Cholesterol


Life Style & Other Symptoms (Check the following if they apply to you.):

	(   Alcohol

(   Lack of Sleep

(   Low Sexual Desire

(   Erectile Dysfunction

(   Painful Testicles
	(   Smoking

(   Stress at Work

(   Hot Bath

(   Distended Scrotum

(   Pain in Lower Abdomen or Loins


Have you had a diagnosis relating to infertility?     


Results: __________________________________________________________________

Have you had any hormone lab tests performed related to fertility (i.e. testosterone)?


Results: __________________________________________________________________

Have you had any radiographic exams performed related to fertility?


Results: __________________________________________________________________

Have you had any test for varicocele?


Results: __________________________________________________________________

Have you had semen analysis?                    When:


Sperm Count: _____________________________________________________________

Sperm Motility: _____________________________________________________________

Sperm Morphology: _________________________________________________________

How many pregnancies has your partner had?
Number: ​​​​______
Year: ________________

How many children do you have with this partner? _________

How long have you been trying to have your partner conceive?

Are you more than 20% over your ideal body weight?     
( yes       ( no

Are you more than 20% below your ideal body weight?   
( yes       ( no

Do you have a stressful occupation?    ( yes     ( no
Do you exercise regularly?    ( yes     ( no
Vitamin supplements, prescriptions, and over-the-counter drugs currently being used:


Medication


Reason



How Long
