Obstetrical Questionnaire

Date
(FE#&A)

Name Date of birth Age

€4-1)] FAER) (£%)
Address
(FERD)

Occupation
(:3%)

Phone (house) (celD)

(BEEH) (€12:7)

E-mail

OWhat is wrong with you? Circle one.
(¥ R&EVELEN? £HEDTTFEW)
OThe treatment of infertility (Timing method, IUI, IVF, ICSI)
(RIEIERE, M3/ Hedk, ATH, ICSI)
0 Irregular period
(A=ZAE)
0 Test for achieving pregnancy
(EIRT B2 E D BOF = 7)
0 others ( )
(Z Dfth)

O Basic Information
(R EBIZOVT)

Information about you )

1 .Height : /ft /cm Wight : kg
2. Do you smoke? Yes / No ( /a day)
(2B NETA?)

3. Do you drink any alcohol? Yes / No ( /a week)
(BEEHET 5 2)

4. Do you drink coffee? Yes/ No ( /a day)

(-t-iIR B E TN ?)

5. Do you exercise? Yes / No (
GEB L ETH?)



6 .If you are married, when were you married?  Circle one.

FEBLTOEDS, WOLELEN?) (EBE2FTLEEY)
Year: Month:
Engaged * common-law marriage * single * divorce (wife * husband)
EFH) (¢1:0 9] (HEBH Y | . *)
The age of divorce ( year’s old)
(HESE LT 4E )

7 .How long have you been having protected intercourse? (___year  month)
GEEHIRIE < BV TEN?)

8. How often do you have intercourse? times a month
(RIBAETEDEILE)
9 Do you have any pain during intercourse? : Yes / No

Information about your husband

1. Name Date of birth Age
2. Occupation

3. Height: /ft /em Weight: kg

4. Does he smoke? Yes / No ( /a day)

5. Does he drink any alcohol? Yes / No ( /a week)

6. Does he drink coffee? Yes / No ( /a day)

7. Does he exercise? Yes / No ( )

0 Medical history
1 .Have you ever had a disease?

Yes (hypertension. diabetes, heart disease, kidney trouble, liver disease, asthma,

fibroid, mental illness, venereal disease, others)/ No

Diseases name Age y.0.
2 Have you ever had an operation?
Yes (ovary, fibroid, others)/No

Name of operation Age y.0.

3 Has your husband ever had a disease?
Yes (hypertension. diabetes, heart disease, kidney trouble, liver disease, asthma,
appendix, mental illness, mumps, epididymitis, others)/ No

Diseases name Age y.0.




4 Has your husband ever had an operation?
Yes (inguinal hernia, others)/No

Name of operation Age y.0.

5 .Have or are you allergic to medication or food? Yes / No

omedication ofood oothers

6 Are you presently taking medication? Yes / No

If so, please write down all the name of the medicine.

7 Is anybody in your family suffering from serious illness?

Yes (hypertension, diabetes, cancer , others ) / No

OMenstrual history

1 When did your first period start? Age y.0.
@I NOTTH?)

2 Are periods regular? (emisiE#@ < ?) Yes + No
3 Do you have cramps? m@isny 45 2) Yes °*+ No
4 When did your recent period begin? Since

(BoEDAEBTNONBIAEY £ Len?)
5 How long did you have bleeding? For_ days

(HIffTAESH Y £ L ?)

6 Intervals days

0O History of pregnancy ¢zEm
Have you ever been pregnant? Yes + No
GERL7ZZEBHYETH?)

o Pregnancy times
o Delivery times —» O normal times
() o abnormal _ times
o Miscarriage times — o natural abortion  times
partificial abortion _ times
o Others O ectopic pregnancy

OIf you have taken infertility tests or treatment before, please continue the

following questions.

1. Which hospital did you have treatment before?

Hospital year month ~ year month

2 . Have you had any treatments or tests?

Yes (hormone test. hysterosal pingography, sperm analysis, postcoital test,



Timing method, ATH, IVF, other) / No

Test ohormone test : date / /

ohysterosalpingography: normal / abnormal ( right / left )
opostcoital test : very good / not so good / bad
osperm analysis: normal / abnormal
olaparoscopic surgery
ohysteroscope
Treatment oused ovarian stimulation
otiming method __ times
oIntra — Uterine Insemination times
olVF Oconventional-IVF OICSI

Egg retrieval times the last treatment_ / [/
Transferred embryos times the last treatment  / [/
Frozen embryos times the last treatment_ / /

If you have questions or something to ask, please write down.

Thank you for taking time to complete this Questionnaire.



