Please take time to fill out this questionnaire to the best of your ability. Please add details when relevant. All resporises are kept confidential.

PATIENT INFORMATION (please print)

First name: g m:s .
Last name: Birth date:
Email:

Home address:

aty: State:
Referred by: gtmaflljc;\:/ment

Reason for Visit:

History of Problem (length, severity, level of interference
in daily activities):

Have you had Acupuncture before? O Yes O No
Western Medical diagnosis (if applicable):

Other medical treatment received:

Medical Insurance:

Subscriber Name:

Q F/T Q P/T O unemployed O school
O at home O retired O disabled

Chinese Herbal Medicine? 0O Yes O No

Relationship:

g mfs apr. S UMOF  Today's date:
/ / Age: Single / Partner / Div / Sep / Wid / Married
Phone (home):
Apt: Phone (work):
ZIP: Phone (cell):

Occupation:

Primary Physician:

Phone (Phys):

Phone (Ins.):

Please list the family members you live with:

Do you have any housing problems? (heating, rats, roaches, paint peeling,
other toxins)

Do you crave certain foods? Do certain foods “disagree” with you?

Have you ever experience& an emotional, spiritual or physical incident from
which you feel you have never recovered your previous level of health?
Please discuss:

Please list any prescription or over-the-counter medication you are currently taking:

Please list any herbal medicine and other supplements you are currently taking:

Please list any allergies (foods, drugs, environmental, etc.):

Explain any hospitalizations or surgeries, including dates:

Once a

widalk Rarely Never

How often do you use: Daily
Cigarettes / Cigars

Alcohol

Drugs

Coffee

Soft Drinks

Artificial Sweeteners

How often do you participate in the following physical activities?
Running / Walking k 7
Swimming

Yoga

Biking

Weight Training

Gym / Fitness Class

Other:

5 Page 1 of 4




FEMALE FERTILITY PATIENTS

Date last menses (period) began
’Is your r%nenstrual cycle— Regular __ Irregular“___ ?
How long is your tybical cyde;? (i.e. 24 — 30 days) ____ days
How many days do you bleed in total?
Cirdle what describes your flow, the consisténcy and éolor of the blood:
Heavy | Moderate | Light Watery | Moderate | Thick
Dark Red | Red | >Brownish Red | Brown | Purple | Pink

At which point in the cycle does your blood contains clots?

Never | Start | Midpoint | End
Do you expeﬁence menstrual pain?
No | Before | During | After
Is the pain:

Stabbing | Cramping | Dull Ache | Heavy | On/Off
What relieves the pain?

At what age did you have your first menstruation?

Do you ovulate on your own? Yes
Do you experience pain around ovulation? Yes
Do your breasts get tender around ovulation? Yes

Do you chart your cycle? No / BBT / Ovulation sticks / Saliva

Yes No

Sleep disturbances Night sweats

No

No

No

Do you notice stretchy, slippefy, cleayr, egg white-like mucous around ovulation?

’Do you experience any of these PMS symptoms?  circle
k Breast tendemess ’ Cramps’ . Nausea
Fatigue Acne Moodiness
Headaches Bloating Change in bowel
Other:

| Fertility history:

Have you had any miscarriages or stillborn births?  Yes No

If yes, how many and number of weeks pregnant:

How many times have you had a D&C performed?

How many abortions have you had? In what year(s)?

How many times have you been pregnant?
How many times have you given birth? Age(s) of child(ren):
Vaginal Delivery | C-Section | Premature weeks

Cther problems during pregnancies:

If yes, please list STDs:

Thin/Watery |

Have you had any tubal operations? Yes No
Have you ‘taken medication to help you ovulate? Yes No

z&il;xisg Jc;tn:ps?of chemical contraception have you used, for how long and when What kind? For how many cycles?

Oral / Depo-Provera / Have you had your uterine/fallopian tubes evaluated medically? Yes No

UD / ’ Cther: If yes, what were the results?

Have you had any hormone lab tests performed? Please indicate the results. '

FSH High Normal Low Thyroid High Normal Low
| Bstrogen, E2 High Normal Low .} Testosterone VHigh Normal Low

Progesterone High Normal Low ’ dther: High Normal Low

Prolactin High Normal Low High Normal Low
| Have you ever been diagnosed with: (please circle) | Synecological history:

Pelvic Inflammatory Disease Yes No Date of your last pap smear

Uterine fibroids Yes No Have you ever had an abnormal pap smear? Yes No

Polyps Yes No Have you ever had a cervical biopsy or operation? Yes No

Pelvic adhesions Yes No Do you get yeast infections frequently? > 4x/year Yes No

Prolapsed uterus Yes No Do you get bladder infections or UTIs frequently? Yes No

Endometriosis Yes k No Do you expérience vaginal discharge? Yes No

PCOS (polycystic ovarian syndrome) ‘Yes No If yes, please describe color, consistency and odor:

Unique shape of uterus Yes No 7 White | Yellow | Green | Pink | Red

STD Yes No w Thick4 | Sticky
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FEMALE FERTILITY cont'd.

Gan

Shen

NERRRERREREREEY

Blurred vision / poor night vision
Brittle nails

Depression / Stress

Dizziness

Emotional eating

Feeling of lump in throat

Genital itching / pain / lesions
Headaches / Migraines
Trritability / frustration / impatience
Muscle twitching / spasm

Neck / shoulder tension

PMS

Red / Dry / Itchy Eyes
Sensation or pain under rib cage
Sighing

Unfulfilled desires

Visual problems / floaters

Aversion to heat

Bitter taste in mouth

Chest pain / tightness

Forgetful

Insomnia / Sleep problems

Lack of joy in life

Palpitations

Restless / easily agitated
Tongue / mouth ulcers / cankers
Vivid dreams

Ankle swelling

Bladder infection

Cold hands [ feet
Crave salty food

Fear

Feel cold easily
Frequent urination
Hearing problems

High sex drive

Lack of bladder control
Loss of head hair

Low sex drive

Night sweats / hot flashing
Poor long-term memory
Tinnitus

Wake to urinate

Pi

CEEEEEREEEEEE FEEE e L i

Please indicate which of the following symptoms you have had recently (past 1-3 months).

Abdominal pain

Alternate constipation / loose
Aversion to cold

Bad breath

Bloating / gas

Bruise easily

Cold nose

Constipation

Crave sweets

Difficulty getting up in the morning
Fatigue / after eating

Foggy mind

Heartburn

Heaviness in the head / body
Hemorrhoids

Increased appetite

Increased thirst

Intestinal pain / cramping
Loose stool

Muscular tired / weak
Nausea / vomiting
Overweight

Pensive / over-thinking

Poor appetite

Poor digestion

Prefer Warm / Cold drinks
Sweat easily

Unusual bleeding (nose, anus, etc.)
Water retention

Yeast infection

Allergies / Asthma
Alternate fever / chills
Cough with phlegm

Dry cough

Dry mouth / nose / throat
Grief / Sadness

Itchy / painful throat
Nasal discharge / drip
Shortness of breath

Sinus infection / congestion
Skin rashes / hives
Snoring

Weak immune system

Emotions

CEPEETTEEET e

Absentminded / loss of memory
Angered easily )
Annoyed by little things
Changes in sexual energy
Considered suicide
Difficulty making decisions
Difficulty relaxing

Dislike criticism
Experienced sexual abuse
Family problems

Feeling of depression
Frequent crying

Frightening dreams or thoughts
Hopeless outiook

Lack of concentration
Lonely or depressed

Nail biting

Nervous with strangers
Nervousness or anxiety
Problems at work

Sexual difficulties

Shy or sensitive

Sought psychiatric help
Worry a lot

Occupation: piease explain your duties and the stress levels invoived

Persopal Impact: please explain any personal stresses in your life

Passions and Hobbies: describe things you do that make you happy
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| FEMALE FERTILITY cont'd.

Print the names of relatives (living or deceased) in the rows to the left. Place a (V) in the appropriate column for any illnesses that you or the relatives listed have had.
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You
Father
Mother
Siblings (list)
Children
Grandparents
Do you have a partner with whom you have been trying to conceive?  Yes No ; What is his / her name?
How long have you been married or living together? % Is he / she supportive of your wish to conceive? Yes No
Describe your relationship: ‘
Have either of you had a Western medical diagnosis relating to fertility? Yes No If yes, when? %How long have you been trying to conceive?
If yes, please describe the diagnosis for her - For him - 7
Have you ever undergone assisted reproductive fertility treatments? (IUI, IVF)  Yes No
Clinic ] Month / Year ' Type of treatment Results
Are you using donor sperm?  Yes  No If yes, why? Female partner | male partner had semen issues | other
Rate your level of sexual desire (mental interest) Low | Average | High Has this level changed? Decreased | Increased | Unchanged
What is your orgasm frequency/ intensity? Low | Average | High Has this level changed? Decreased | Increased | Unchanged
Do you use vaginal lubricants? Yes No Have you been exposed to or received chemotherapy/radiation? No Yes
If yes, when?
Do you have oily skin? Yes No
Do you have excessive facial / body hair? Yes No Height ft in Weight Ibs

Thank you for providing such detailed information. Each piece you provide helps in better understanding the path you have been on up to the outset of your treatments. If

there is anything you wish to bring to our attention which is not asked on this form,

please note below:
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