New Patient Form
Please, help us by filling out this form.

	Surname
	Given names
	Date

	Date of birth
	Sex (M / F)
	Children
	Blood group (if available)

	Postal address
	Suburb
	Post code

	Home phone
	Work phone
	Mobile phone
	Email

	Occupation
	Physically related job duties
	Private Health Fund

	Referred by

(   )  Doctor                                (   )  Saw sign

(   )  Other health professional   (   )  Brochure
(   )  Friend / relative                  (   )  Internet
(   )  Health Fund                       
	Reason for visit





Female fertility questioner

(Please fill out this form prior to your initial consultation.)

Name:…………………………………………………………

Have you ever been pregnant naturally?.........

If yes, do you have children from those pregnancies(please state their age)?...........

Have you had a miscarriage?....................................................................
How long have you been trying to conceive this time?.............................................
Have you had IUI treatments? If yes, how many cycles?............................
Have you had a pregnancy resulting from IUI?...........................................
Have you had IVF treatments?.................................................................
If yes, 

How many IVF cycles have you started?....................................................
How many egg collections have you had?...................................................
How many embryo transfers have you had?...............................................
How many pregnancies resulted from IVF treatments?..................................
Have you had a miscarriage from these pregnancies?...................................
Has any of the IVF cycles resulted in ovarian hyper stimulation?..................

Details of your menstrual cycle (please tick relevant squares)

	Your cycle is
	regular
	
	irregular
	
	
	

	
	less then 25 days
	
	26-30 days
	
	more than 31 days
	

	Your menstrual flow is
	heavy
	
	normal
	
	light
	

	The color of the menstrual blood is
	light / watery
	
	bright red
	
	dark red / brown
	

	Do you have clots in the menstrual blood?
	no clots
	
	small clots
	
	large clots
	

	Do you experience menstrual pain
	before menses
	
	during menses
	
	after menses
	

	The menstrual pain is
	mild or none
	
	moderate
	
	severe
	

	The menstrual pain is relieved by
	cold pack
	
	warm pack
	
	pressure
	

	Mood changes before menstruation
	mild or none
	
	moderate
	
	severe
	

	Breast tenderness, engorgement before menstruation
	mild or none
	
	moderate
	
	severe
	

	Vaginal discharges outside menstruation
	White or yellow, sticky
	
	Profuse yellow or blood-stained
	
	Brownish, sticky, smelly
	



CANCELLATION POLICY


(Please read this policy carefully and then sign below it.)


Due to the high demand for our services we encourage you to book ahead to make sure you can follow your optimal treatment schedule without interruption. If  you need to change your appointment you must give us a MINIMUN OF 24 HOURS NOTICE. By doing so, we will be able to give your appointment to someone on our waiting list. PLEASE NOTE, the centre will charge a $35 fee for all unattended appointments or appointments that are cancelled at short notice. 


SIGNATURE:





Are you taking nutritional or herbal supplements? 


Please list. 





………………………………………





………………………………………





………………………………………





………………………………………





………………………………………








Are you on medication? 


Please list. 





………………………………………





………………………………………





………………………………………





………………………………………





………………………………………








Fertility and IVF Support Centre


Level 1. 206 Stirling Highway, Claremont WA 6010


Ph: (08) 9384 2331








Do you suffer from?


�
Headaches�
�
Menstrual problems�
�
Joint pain / arthritis�
�
�
Sinusitis�
�
PCOS�
�
Joint replacement�
�
�
Allergies�
�
Endometriosis�
�
High blood pressure�
�
�
Frequent flu / cold�
�
Uterine fibroids�
�
Heart problems�
�
�
Skin disorders�
�
PMS�
�
Thyroid problems�
�
�
Depression�
�
Epilepsy�
�
Diabetes�
�
�
Fatigue�
�
AIDS�
�
Urinary problems�
�
�
Anxiety�
�
Bleeding disorders�
�
Prostate problems�
�
�
Insomnia�
�
Digestive problems�
�
Cancer�
�






Are you currently seeing a health care professional?








Name:……………………………………………………..Ph………………………..
















































































