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Shire Natural Health & tertility

FIRST VISIT REPRODUCTIVE HEALTH QUESTIONNAIRE

STRICTLY CONFIDENTIAL

PART 1: GENERAL INFORMATION

Patient details

First name: Last name:
Preferred name: Date of birth:
Occupation

Name of GP: Health fund:

Partner’s details

First name: Last name:
Preferred name: Date of birth:
Occupation

Name of GP: Health fund:

Contact details

Home address:

Suburb: State: Postcode:

Home phone: Mobile:

Preferred email:

Have either of you been diagnosed with any of the following conditions?

Condition Female Male
Asthma

Skin conditions (Eczema, Dermatitis, Psoriasis)

Diabetes Type | or I

Thyroid conditions (Hypo or Hyper)

Gout or Arthritis

Cardiovascular Disease or Hypertension

Cancer (specify)

Allergies (specify)

Sinusitis

Gastrointestinal conditions (IBS, Ulcerative, Crohn’s disease)

Depression or Anxiety
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Please list any medications or supplements you take?

Female Male

PART 2: REPRODUCTIVE HISTORY

Yes | No
Have you previously conceived:
If yes, what were the results of these previous conceptions:
Full-term pregnancy Ages of your children:
Miscarriage Year & month if known:
Other Year & month if known:
Are you currently using confraception? Method:
How long have you been using this method?
Have you ever taken the contraceptive pille If yes: | From: To:
Do you suffer from any side effects? If so, give details:
Have you charted your basal (body at rest) temperature?
Have you charted your cervical mucus?
Were these methods successful for you?

Any additional information we should know?

ART (Assisted Reproductive Technology)

Have you undergone or are currently undergoing any of the following ART procedures?

Yes | No

Ovulation Induction Year & month:

[UI Year & month:

Name of Fertility Specidalist:

Name of Fertility Centre:
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Male reproductive health

Has your partner had any of the following medical investigations?

Yes  No

Semen Analysis

Blood tests for hormone levels

Rate your partner’s libido: Strong [] Moderate [] Mild []

Female reproductive health

Have you been diagnosed with any of the following conditions?

Condition

Yes | No

Endometriosis

Fibroids

PCOS (Polycystic Ovarian Syndrome)

Candida (thrush)

Genito-Urinary Infections (Cystitis)

Sexually Transmitted Disease

Herpes / Blisters / Warts

Rate your libido: Strong [[] Moderate [[] Mild []

Menstrual cycle details

How often do you have a period? Your average length of cycle is

If this varies, give the shortest cycle experienced

How many days do you bleed? days
Is the flow Heavy [] Medium [] Light []

Occasionally [[] Frequently []

days

days and the longest cycle days

L)

Do you experience mid-cycle spotting2 Yes [] No [] Do you experience mid-cycle pain? Yes [1 No [
Give the number of days, severity and timing if you suffer from the following menstrual symptoms:
None | Slight | Moderate | Severe Number of Days Before Period | During Period

Abdominal cramping

Backache

Nausea / vomiting

Headache

Constipation / diarrhea

Skin problems

Sore breasts

Fluid retention

PMT

Fatigue

Food cravings

SHIRE NATURAL HEALTH & FERTILITY — FIRST VISIT REPRODUCTIVE HEALTH QUESTIONNAIRE |

REV. 2019.09.21




	PART 1:  GENERAL INFORMATION
	Patient details
	Partner’s details
	Contact details
	Have either of you been diagnosed with any of the following conditions?
	Please list any medications or supplements you take?

	PART 2:  REPRODUCTIVE HISTORY
	ART (Assisted Reproductive Technology)
	Male reproductive health
	Female reproductive health
	Menstrual cycle details


	F rst name: 
	Last name: 
	Preferred name: 
	Date of b rth: 
	Occupation: 
	Name of GP: 
	Health fund: 
	F rst name_2: 
	Last name_2: 
	Preferred name_2: 
	Date of b rth_2: 
	Occupation_2: 
	Name of GP_2: 
	Health fund_2: 
	Home address: 
	Suburb: 
	State: 
	Postcode: 
	Home phone: 
	Mobile: 
	Preferred ema: 
	FemaleAsthma: 
	MaleAsthma: 
	FemaleSkin cond t ons Eczema Dermat t s Psoriasis: 
	MaleSkin cond t ons Eczema Dermat t s Psoriasis: 
	FemaleDiabetes Type I or II: 
	MaleDiabetes Type I or II: 
	FemaleThyro d cond t ons Hypo or Hyper: 
	MaleThyro d cond t ons Hypo or Hyper: 
	FemaleGout or Arthrit s: 
	MaleGout or Arthrit s: 
	FemaleCard ovascular D sease or Hypertension: 
	MaleCard ovascular D sease or Hypertension: 
	FemaleCancer spec fy: 
	MaleCancer spec fy: 
	FemaleAllergies spec fy: 
	MaleAllergies spec fy: 
	FemaleSinusitis: 
	MaleSinusitis: 
	FemaleGastro ntest na cond t ons IBS U cerat ve Crohns d sease: 
	MaleGastro ntest na cond t ons IBS U cerat ve Crohns d sease: 
	FemaleDepression or Anxiety: 
	MaleDepression or Anxiety: 
	FemaleRow1: 
	MaleRow1: 
	FemaleRow2: 
	MaleRow2: 
	FemaleRow3: 
	MaleRow3: 
	FemaleRow4: 
	MaleRow4: 
	FemaleRow5: 
	MaleRow5: 
	FemaleRow6: 
	MaleRow6: 
	YesHave you previously conce ved: 
	NoHave you previously conce ved: 
	Ages of your ch: 
	Ful term pregnancy: 
	Ages of your ch dren: 
	M scarriage: 
	Year  month f known: 
	Other: 
	Year  month f known_2: 
	Are you current y using contraception: 
	Method: 
	If yes: 
	Have you ever taken the contracept ve p: 
	To: 
	Do you suffer from any side effects: 
	ve deta: 
	Have you charted your basa body at rest temperature: 
	Have you charted your cervica mucus: 
	Were these methods successful for you: 
	If so g ve deta sWere these methods successful for you: 
	Any add t ona nformat on we should know: 
	YesOvulat on Induct on: 
	NoOvulat on Induct on: 
	Year  month_2: 
	YesIUI: 
	NoIUI: 
	Year  month_3: 
	Name of Fertility Specialist: 
	Name of Fertility Centre: 
	YesSemen Ana ys s: 
	NoSemen Ana ys s: 
	YesBlood tests for hormone eve s: 
	NoBlood tests for hormone eve s: 
	do Strong: Off
	Moderate: Off
	Mild: Off
	YesEndometriosis: 
	NoEndometriosis: 
	YesF bro ds: 
	NoF bro ds: 
	YesPCOS Po ycyst c Ovarian Syndrome: 
	NoPCOS Po ycyst c Ovarian Syndrome: 
	YesCand da thrush: 
	NoCand da thrush: 
	Occasionally: Off
	y: Off
	YesGenitoUrinary Infect ons Cyst t s: 
	NoGenitoUrinary Infect ons Cyst t s: 
	YesSexually Transmitted Disease: 
	NoSexually Transmitted Disease: 
	YesHerpes  Bl sters  Warts: 
	NoHerpes  Bl sters  Warts: 
	do Strong_2: Off
	Moderate_2: Off
	Mild_2: Off
	s: 
	e experienced: 
	e: 
	eed: 
	Is the flow Heavy: Off
	um: Off
	ght: Off
	i: Off
	NoneAbdomina cramping: 
	SlightAbdomina cramping: 
	ModerateAbdomina cramping: 
	SevereAbdomina cramping: 
	Number of DaysAbdomina cramping: 
	Before PeriodAbdomina cramping: 
	During PeriodAbdomina cramping: 
	NoneBackache: 
	SlightBackache: 
	ModerateBackache: 
	SevereBackache: 
	Number of DaysBackache: 
	Before PeriodBackache: 
	During PeriodBackache: 
	NoneNausea  vom t ng: 
	SlightNausea  vom t ng: 
	ModerateNausea  vom t ng: 
	SevereNausea  vom t ng: 
	Number of DaysNausea  vom t ng: 
	Before PeriodNausea  vom t ng: 
	During PeriodNausea  vom t ng: 
	NoneHeadache: 
	SlightHeadache: 
	ModerateHeadache: 
	SevereHeadache: 
	Number of DaysHeadache: 
	Before PeriodHeadache: 
	During PeriodHeadache: 
	NoneConst pat on  d arrhea: 
	SlightConst pat on  d arrhea: 
	ModerateConst pat on  d arrhea: 
	SevereConst pat on  d arrhea: 
	Number of DaysConst pat on  d arrhea: 
	Before PeriodConst pat on  d arrhea: 
	During PeriodConst pat on  d arrhea: 
	NoneSkin problems: 
	SlightSkin problems: 
	ModerateSkin problems: 
	SevereSkin problems: 
	Number of DaysSkin problems: 
	Before PeriodSkin problems: 
	During PeriodSkin problems: 
	NoneSore breasts: 
	SlightSore breasts: 
	ModerateSore breasts: 
	SevereSore breasts: 
	Number of DaysSore breasts: 
	Before PeriodSore breasts: 
	During PeriodSore breasts: 
	NoneF uid retent on: 
	SlightF uid retent on: 
	ModerateF uid retent on: 
	SevereF uid retent on: 
	Number of DaysF uid retent on: 
	Before PeriodF uid retent on: 
	During PeriodF uid retent on: 
	NonePMT: 
	SlightPMT: 
	ModeratePMT: 
	SeverePMT: 
	Number of DaysPMT: 
	Before PeriodPMT: 
	During PeriodPMT: 
	NoneFatigue: 
	SlightFatigue: 
	ModerateFatigue: 
	SevereFatigue: 
	Number of DaysFatigue: 
	Before PeriodFatigue: 
	During PeriodFatigue: 
	NoneFood cravings: 
	SlightFood cravings: 
	ModerateFood cravings: 
	SevereFood cravings: 
	Number of DaysFood cravings: 
	Before PeriodFood cravings: 
	During PeriodFood cravings: 


