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	Please complete to the best of your knowledge

Confidential History (Female)

	General

	First Name:
	
	Last Name:
	

	Date of Birth:
	
	Age:
	

	E-mail Address:
	
	Address:
	

	ZIP:
	
	City:
	

	Country:
	
	Telephone:
	

	Marital Status:
	 FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Widow    FORMCHECKBOX 
 Domestic partner

	Primary Care Physician:
	
	Gynecologist:
	

	Occupation:
	
	Extra Info:
	

	Gynecological History

	How long are you trying to get pregnant?
	
	Age when periods began:
	When I was 

	Date on which your last period began:
	      
	What is the usual duration of you periods?
	About 

	Do you have regular or irregular periods?
	 FORMCHECKBOX 
 regular   FORMCHECKBOX 
 irregular
	Do you spot or bleed between periods?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

	Do you have any of the following?
	 FORMCHECKBOX 
 Heavy bleeding     FORMCHECKBOX 
 Clots     FORMCHECKBOX 
 Pain     FORMCHECKBOX 
 Cramps     FORMCHECKBOX 
 Mood changes     FORMCHECKBOX 
 Breast tenderness

	Date of last PAP smear?
	
	Results PAP:
	

	Ever had an abnormal PAP smear?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes 
	If "yes", when?
	

	Do you experience pain during an intercourse?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	What type of birth control have you ever used?
	

	What type of birth control do you currently use?
	
	Do you have excessive facial or body hair?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes 



	Do you have acne?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes 
	Do you have thyroid problems?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

	Do you have breast discharge:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Did your mother take DES when pregnant with you?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

	Last Mammogram
	
	Result: 
	     

	Have you ever had any of the following?
	 FORMCHECKBOX 
 Pelvic infections       FORMCHECKBOX 
 Gonorrhea       FORMCHECKBOX 
 Chlamydia       FORMCHECKBOX 
 Syphilis       FORMCHECKBOX 
 Genital herpes

 FORMCHECKBOX 
 Hepatitis       FORMCHECKBOX 
 Endometriosis       FORMCHECKBOX 
 Infertility       FORMCHECKBOX 
 Pelvic pain       FORMCHECKBOX 
 Used an IUD

	Previous Infertility Evaluation / Treatments

	Previous Infertility Evaluation / Treatments:
	 FORMCHECKBOX 
 None  

	Partners Semen analysis:
	 FORMCHECKBOX 
 None  
	Date: 
	Result:  FORMCHECKBOX 
 Normal   FORMCHECKBOX 
 Abnormal

	Hysterosalpingogram (HSG) dye test:
	 FORMCHECKBOX 
 None  
	Date: 
	Result:  FORMCHECKBOX 
 Normal   FORMCHECKBOX 
 Abnormal

	Hysterosonogram:
	 FORMCHECKBOX 
 None  
	Date: 
	Result:  FORMCHECKBOX 
 Normal   FORMCHECKBOX 
 Abnormal

	Laparoscopic or pelvic surgery:
	 FORMCHECKBOX 
 None  
	Date: 
	Result:  FORMCHECKBOX 
 Normal   FORMCHECKBOX 
 Abnormal

	Clomiphine cycles:
	 FORMCHECKBOX 
 None  
	Date:      

     
     Date: 

     
     Date:  FORMTEXT 

     
     Date:      

	Gonadotropin cycles:
	 FORMCHECKBOX 
 None  
	Date:      

     
     Date: 

     
     Date:  FORMTEXT 

     
     Date:      

	Insemination cycles
	 FORMCHECKBOX 
 None  
	Date:      

     
     Date: 

     
     Date:  FORMTEXT 

     
     Date:      

	IVF
	 FORMCHECKBOX 
 None  
	Date:      

     
     Date: 

     
     Date:  FORMTEXT 

     
     Date:      

	Other Infertility Treatments / Tests 1:
	Date: 
	Description: 

	Other Infertility Treatments / Tests 2:
	Date: 
	Description: 

	Other Infertility Treatments / Tests 3:
	Date: 
	Description: 

	Have you ever had a vaccination for:

	
Rubella:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	
Hepatitis B:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

	Have you had any of the following tests in the past 3 months?

	Syphilis:
	 FORMCHECKBOX 
 None  
	Date: 
	Result: 

	Rubella:
	 FORMCHECKBOX 
 None  
	Date: 
	Result: 

	HIV:
	 FORMCHECKBOX 
 None  
	Date: 
	Result: 

	Hepatitis B titer:
	 FORMCHECKBOX 
 None  
	Date: 
	Result: 

	Cytomegalovirus (CHV)::
	 FORMCHECKBOX 
 None  
	Date: 
	Result: 

	Blood Type:
	Blood type 
	Cystic Fibrosis:
	

	Have you had the Chicken Pox?
	 FORMCHECKBOX 
 None  
	Date: 
	Titer: 

	Thyroid (THS):
	
	Prolactin: 
	

	FSH / Estradiol day 3 of cycle:
	
	
	

	Obstetrical History

	Have you ever been pregnant?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes    If "Yes", list all pregnancies, dates, and outcomes:

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	1. From: 
	 FORMCHECKBOX 
 Current partner   FORMCHECKBOX 
 Previous partner
	Outcome: 

	Past Medical History

	List allergies to any medications: 
	 FORMCHECKBOX 
 None known
	1. 
2. 
	3. 
4. 

	List any current medications: 
	 FORMCHECKBOX 
 None
	1. 
2. 
	3. 
4. 

	List any surgeries or hospitalizations: 
	 FORMCHECKBOX 
 None
	1. 
2. 
	3. 
4. 

	Medical History - (Have you ever had any of the following?)

	Hypertension:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Diabetes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Lung disease / Asthma:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Liver diseases or hepatitis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Kidney disease or Urinary tract infections:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Seizure or neurological disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Musculoskeletal problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Blood transfusions:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	High Cholesterol:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Heart disease or strokes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Anemia:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Fevers:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Weight loss or gain:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Headaches:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Shortness of breath:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Chest pain:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Stomach problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Anxiety or depressions:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Arthritis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Bleeding Tendencies:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Other
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Other
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	What is your current height?
	
	Comment: 
	What is your current weight?
	
	Comment: 

	What is the color of your eyes?
	
	Comment: 
	What is the color of your hair?
	
	Comment: 

	In case of IVF with egg cell donation,

send us one or more photos with your face and/of posture,
in order to choose a resembling donor.


	Social History

	Tobacco use:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", number of packs: 

	Alcohol use:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", glasses per day: 

	Drugs:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Intravenous drugs:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Multiple sexual partners:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Do you exercise regularly?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", how often / How much: 

	How long with current partner?
	Comment: 

	Family History (Age and Health)

	Father:
	 FORMCHECKBOX 
 Deceased

Age: 
	Health: 
	Mother:
	 FORMCHECKBOX 
 Deceased

Age: 
	Health: 

	Siblings:
	 FORMCHECKBOX 
 None
	Number: 
Aged between: 
	Health: 
	

	Have any of your blood relatives ever had … ?

	Diabetes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Heart disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Birth defects or genetic disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Tuberculosis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Breast disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Cancer:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Kidney disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Seizures or neurological disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Hepatitis or liver disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Blood clots or bleeding problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Problems with anesthesia:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Other:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Additional Information

	Information: 


Confidential History of the Man: see next page 

	[image: image2.jpg]“A chance for






	Please complete to the best of your knowledge

Confidential History (Male)

	General

	First name:
	
	Last name:
	

	Date of birth:
	
	Age:
	

	E-mail address:
	
	Address:
	

	ZIP:
	
	City:
	

	Country:
	
	Telephone:
	

	Marital status:
	 FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Widow    FORMCHECKBOX 
 Domestic partner

	Primary Care Physician:
	
	Occupation:
	

	Past Medical History

	List allergies to any medications: 
	 FORMCHECKBOX 
 None known
	1. 
2. 
	3. 
4. 

	List all current medications: 
	 FORMCHECKBOX 
 None
	1. 
2. 
	3. 
4. 

	List any surgeries or hospitalizations: 
	 FORMCHECKBOX 
 None
	1. 
2. 
	3. 
4. 

	Have you had any of the following tests in the past 2 months?

	Blood:


Hepatitis A al.(IgG+IgM), Hepatitis A 
IgM, Hepatitis B core anti bodies, 
Hepatitis C AS 
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	
Toxo-IgG, Toxo-IgM 
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	
VDRL 
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	
TPHA
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	
Cytomegalo IgG, Cytomegalo IgM 
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	
HIV-AS
	 FORMCHECKBOX 
 None 
	Date:      
	Result:      

	Blood:  
	Blood group         Rhesus factor      

	Semen Analysis:
	 FORMCHECKBOX 
 None
	Date:      
	Result: 

	Medical History - (Have you ever had …?)

	Hypertension:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Diabetes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Lung disease / asthma:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Liver diseases or hepatitis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Kidney disease or urinary tract infections:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Seizure or neurological disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Musculoskeletal problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Blood transfusions:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	High cholesterol:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Heart disease or strokes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Anemia:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Fevers:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Weight loss or gain:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Headaches:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Shortness of breath:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Chest pain:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Stomach problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Anxiety or depressions:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Arthritis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Other
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	What is your current Height?
	
	Comment: 
	What is your current weight?
	      kg
	Comment: 

	What is the color of your eyes?
	
	Comment: 
	What is the color of your hair?
	
	Comment: 

	Social History

	Tobacco use:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", number of packs: 

	Alcohol use:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", glasses per day: 

	Drugs:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Intravenous drugs:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Multiple sexual partners:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Do you exercise regularly?
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	If "Yes", how often / How much: 

	How long with current partner?
	Comment: 

	Family History (Age and Health)

	Father:
	 FORMCHECKBOX 
 Deceased

Age: 
	Health: 
	Mother:
	 FORMCHECKBOX 
 Deceased

Age: 
	Health: 

	Siblings:
	 FORMCHECKBOX 
 None
	Number: 
Aged between: 
	Health: 

	Have any of your blood relatives ever had …?

	Diabetes:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Heart disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Birth defects or genetic disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Tuberculosis:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Breast disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Cancer:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Kidney disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Seizures or neurological disorders:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Hepatitis or liver disease:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Blood clots or bleeding problems:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Problems with anesthesia:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 
	Other:
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
	Comment: 

	Additional Information

	Information: 


Your preferences: see next page 
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	Please, complete to the best of your knowledge

Preferences

	In order to offer you a concrete, elaborated plan, we ask you to give an indication of your personal preferences on the next items. 
While designing the plan which is subjected to alteration we will take your preferences into account, if possible.

	

	Assisted Reproduction
	 FORMCHECKBOX 
 No Assisted Reproduction (Natural Conception)

 FORMCHECKBOX 
 A form of artificial insemination 

 FORMCHECKBOX 
 A form of IVF with oocytes 



	Oocytes
	 FORMCHECKBOX 
 in my case IVF is not applicable 

 FORMCHECKBOX 
 I prefer IVF with own egg cells
 FORMCHECKBOX 
 I prefer IVF with donated egg cells


	Sperm
	For insemination can/will be used:
 FORMCHECKBOX 
 Partner's sperm without surgery
 FORMCHECKBOX 
 Partner's sperm with surgery (MESA/TESE)

 FORMCHECKBOX 
 Sperm of an anonymous donor


	Duration of the stay
	 FORMCHECKBOX 
 4 weeks (Natural Conception or IVF Optimum 1)

 FORMCHECKBOX 
 3 weeks (IVF Optimum 2)

 FORMCHECKBOX 
 2 weeks (IVF Plus)

 FORMCHECKBOX 
 1 week (IVF Standard)



	Term
	 FORMCHECKBOX 
 I don't know yet

 FORMCHECKBOX 
 As soon as possible

During the month of:

 FORMCHECKBOX 
 January

 FORMCHECKBOX 
 February

 FORMCHECKBOX 
 March

 FORMCHECKBOX 
 April
 FORMCHECKBOX 
 May
 FORMCHECKBOX 
 June
 FORMCHECKBOX 
 July
 FORMCHECKBOX 
 August
 FORMCHECKBOX 
 September
 FORMCHECKBOX 
 October

 FORMCHECKBOX 
 November

 FORMCHECKBOX 
December



	Accommodation
	 FORMCHECKBOX 
 single room
 FORMCHECKBOX 
 double room
 FORMCHECKBOX 
 apartment


	Transport 
	To and from the Czech Republic I will travel by:
 FORMCHECKBOX 
 airplane
 FORMCHECKBOX 
 train
 FORMCHECKBOX 
 international coach
 FORMCHECKBOX 
 own car
 FORMCHECKBOX 
 I will arrange the journey myself

 FORMCHECKBOX 
 Let PregDesire arrange my/our journey 


	Inside the Czech Republic I will travel by:
 FORMCHECKBOX 
 public transport or cab
 FORMCHECKBOX 
 own car
 FORMCHECKBOX 
 rented car


	Thank you for completing this form. You can send it to:

info@pregdesire.eu 

	PregDesire   •   Řadová 628   •   742 72 Mořkov   •   Czech Republic

Telephone +420 556 801 009   •   Mobile phone +420 723 339 608   •   Email info@pregdesire.eu 
Website: www.pregdesire.eu 


