FRRAFERER) LT - FrimERE

H Month H Day £ Year
Name F7HE (Y37 S0 447

Date H HH:

% Last 4 First a4 5 Middle
Date of Birth -4 HHH: Age 5
H Month H Day 4F Year

Driver’s License 25 HE (44 State) Social Security {1 %-5:
Address H73E: Home Tel. No. [EZ2 B

Work Tel. No. T{FE1E:
Email B H5 4 Cell Tel. No. 41
How did you hear about us T2 & 2 HIE T A 10?2
[] Physician @ﬁﬁ O Friend A & [] Agency ﬁ:‘ﬁ\ O Internet P T OTv EE}’D—L[ [J Radio L&%*ﬂ‘ [] Magazine %1\‘,:5
M Book & I Telephone yellow pages HH, 175 S8 25 1] I Newspaper 2 4% I Other EiA
If referred by a physician 215 A3 2 HH B A= 148 SRV
Physician name [54E S5 44 5 Medical Specialty BEJT Zll/:
Address Office Tel. No. T_{FHEE1E:

Reason for visit 5 [ EE A4 7 B H:
Marital Status Z54AR)50:  LSingle B8 IMarried 4% JIn a relationship FAZR iSeparated 77/ LiDivorced B4 LWidowed E54
Do you have a sexual partner 5 EFE(BIG?  UYesi2 L No o Gender of partner {45 M 71]? - Male 55 LIFemale 22

Menstrual History H 2852
First day of last menstrual period 273K H £22HJEE— K Date H Hf:

H Month H Day £E Year
Age atfirst period 55— K H 22 I HAERS - yearsold &
Menstrual cycles 5 22 FEHH (1% day of bleeding to next 1% day of bleeding 2% HH 1 58— R F N H IMEE—K) range from 30 M :
(shortest cycle £ %5 B HF) days to K Z| (longest cycle £z + I HA) days K.

Duration of bleeding indays H [fT1 37 22 A& (circle all that apply BRI HH A S ZE): 1 2 3 4 5 6 7 8 9 10 moreHZ%K
Does bleeding or spotting occur between periods 7£ 4 3 22 HEA[R| =B RIMEMBE 5?2 U No A< 0 Yes=
Avre your periods painful % H 22 FAHASIEE RUAAIL? No A ™ Yes &>

Gynecology History Z9F:} 77 52 Do you have pain during sex JEAEMER IS EIEIL?  LUNo AE [ Yes 2=
Date of last Pap smear &z fo5— R 2K & H HEH? Any prior abnormal Pap smear A (L] AT R R F5? UNoXA OYesH

If Yes, treatment (B8 AV 1E, JAIT 772 U Colposcopy [JHiE$8% L Cryotherapy /3 5)GTT | Laser F5 5 750'¢ 1 Loop Excision (LEEP) B2 TR
7 Cone Biopsy 1]

Date of last mammogram i[5 A5 X YekadE HHA? Any prior abnormal mammogram LR IEAEE A FHE? T NoXeA Yes
Any prior sexually transmitted disease or pelvic inflammatory disease 7 Fij8 13 ({0 14 (& FE By B A s 35 2 UNo %y H UYesH
If yes {EXU175 . JGonorrhea JHif7 L Chlamydia X[ {4 Herpes-genital J&1425- 4 JH %5 Warts-genital H5-A=FE 58 _Other (specify) ELft (IEFER)
Pregnancy History -4z 5 [ None TG
Date Delivery, Miscarriage, Delivery type Weeks at delivery Gender Complications Health Issues
HHA Ectopic or Abortion (Natural or C/S) BILESRAY? HR1? FEIE? AR REE?

TIRAT AL, AR SRR (H 28T EEIRE ™)

O U1 || =
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Medical History B~ 5: (Please check all that apply 1% ;3 BAFTA & FI I H )
[ Genetic/Chromosomal abnormalities 153 {% /4% (0 {5 5

O Birth defects HH 2E [

L] Fibroid Uterus %‘E Hﬂp}@

() Endometriosis T~ [N JE 17 fiE

1 Blood clots (thrombosis/embolism) Jﬂl}ﬁﬂ% ( J.J[M‘%/@% )

[1 Bleeding disorder ﬁmfﬁﬁ:ﬁ

1 Blood transfusion i [fTL

] Cancer J;,TEE

L] Diabetes *}%ﬁdﬁ

[ High blood pressure or Heart disease %EE&/DHE%

[ Thyroid abnormality FH IR PRS-

[ High cholesterol 153 AH [&] %

[J Other ,ﬁ\:ﬂﬂ

“1 None /Qﬁ

7 Asthma I

71 Lung disease Hfﬁggﬁﬁlﬂ:

_| Hepatitis lﬂ: ))é

[1 Liver disease H:Fﬁ

1 Kidney disease & 5295

71 Epilepsy or Seizures i Ji ECER TR & 7F

“1 Autoimmune or Connective tissue disease E E'%Egzﬁiéﬂéﬂﬁ
J HIV/AIDS 339 55340

I Sickle cell disease or trait ﬁﬁl{kéﬁﬂ H@ﬁﬁ%'fiz{j(

~1 Thalassemia (alpha or beta) i’[]j':fj/ﬁfl]l (az B )
“1 Depression or Anxiety ;C[HEBQ%E‘E

O Eating disorder T & 21

Surgical History A 5 ) None &7
Year Jf—4F2 Reason and Type of Surgery [ [R k& TR 55T

1.

2.

3.

4,

5.

6.

Current Medications and Vitamins H FifAYZ5%7)F14fE 4= 2= (Please include amount and frequency 15 3524 & HIAR FIHIR) LI None %75

Please list 1541

Drug or Food Allergies %715 &1 85 (Please include type of allergic reaction 15 35 i Bz N 2 H) LINone /&5

Please list 1541

Social History 132 52

Do you smoke Fa1J{RNE;? ™ No I Yes - Type 257U Amount®: _ Duration JHf:
Do you drink alcohol I&;5? ™ No I Yes - Type 27U Amount®: __ Duration JHf:
Do you use illicit drugs 7 52E2%4? L No L Yes - Type ZE7: Amount&: _ Duration JJHf:
Do you exercise 8¢ 115, ? L No L Yes - Type Z57AY: Duration JHf: _ Frequency #ii:

What is your occupation VBRI ?

What is your ethnicity fﬁﬂ'\ﬁ*ﬁ%"

What is your religion Ay 5232

Family History 5% Jif 57 I None %575

[J Genetic/Chromosomal abnormalities 151 {5 /4% AR 5 b
1 Down Syndrome (Trisomy 21) G ZEEE (21 =4K)
7 Mental retardation 25 JJ{E& T

U Birth defects 4 L[

LI Cystic Fibrosis %fﬁéﬂtéﬁ{ B

LI Sickle cell disease or trait %ﬁ:{ﬁ 70 H@ﬁgﬂil{ﬁ

[1 Thalassemia (alpha or beta) fEﬂZEF‘/ﬁ\Iﬁl ( a EZ ,3 )

[1 Early menopause Efﬁ,ﬁﬂ%ﬂ

L Blood clots (thrombosis/embolism) Jj]l);%ﬂ?ﬂ% (Jﬁl@/@%)
" Bleeding disorder Hjﬂ]l’fif%ﬁ

- Cancer J&iiE

L Diabetes }f'fgﬁ{ﬁ

L High blood pressure or Heart disease 155 [T/ 20 A

L Thyroid abnormality FH #ﬁ H%,E-‘l,f,%

" High cholesterol %Hﬂ@%

[ Other A
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Please list affected relatives = &2 i Y 3% & -

Other Symptoms ELAYE IR [ None }5 5

U Breast discharge ./ =HEH 7] 7 Hot flashes _1 Chronic pelvic pain |24 Z & R
[ Weight gain or loss Tﬂi%iﬂ[{ﬂ/@/)\ _| Hair growth or loss %Eiﬁﬁﬁﬂi{ Acne E)%%E

U Change in energy #& {5 ST 57 ) Other A

Partner’s History‘fiﬁfﬂ% EI/\] Hj EE L) Not applicable (Skip this section) K}E}Eﬁ (@Eﬂzlgﬁ)
Partner’s Name fiﬁfﬂ%ﬁj%?

2 Last %% First a4 5 Middle
Date of Birth -H 4 HHH: Age EH5:
H Month H Day £F Year
Driver’s License 25 & (State M & No.%ﬂ%ﬁ%’) Social Security No. #1225
Address 7 f- Home Tel. No [& 52 B 14
Same Work Tel. No T{EHIE:

Email BT~ {4:: Cell Tel. No F-4/L.;
Conception History [RZ2J75 5. I None 555

Date Delivery, Miscarriage, Ectopic or Abortion Weeks at delivery Gender Complications Health Issues

HiH a0 T = VA== N 1 BILETHRAY? PERI? FAEIE? AL R R ng?
1.
2.
3.
4,
5.
6.
Medical History =75 (Please check all that apply 1% 3 BH /4 % FH X5 H ) 7 None 35 A
LI Erectile dysfunction ﬁ%ﬁﬂjﬁ%ﬁﬁﬁ% _I Diabetes *}%ﬁéﬁf
LI Ejaculatory dysfunction %{H%Jjj J%E Bﬁﬁ% _| High blood pressure or Heart disease %Jﬁl};—bﬁlﬂ\ Hﬁﬁ
U Testicular trauma or injury 52 R {505 = _I Thyroid abnormality FF R ff 555
M Undescended testicle(s) R:f&52 K, 7 High cholesterol =5 {H [E| i
1 Mumps after puberty 515 BEHR £ 1 Hepatitis FF 3£
M Genetic/Chromosomal abnormalities 15 {5/ 4% (R F i T HIV/AIDS Sy a2 X R
LI Birth defects u'{',éﬁﬂ}‘j%ﬁﬁ _I Sickle cell disease or trait %]ﬁl{ﬁ éﬁﬁ@ﬁgﬁf_&g{ﬁ
LI Blood clots (thrombosis/embolism) ﬁﬁ/%iﬁ(m@/@%) _| Thalassemia (alpha or beta) iﬂ_”ﬁi‘/ﬁ'ﬂﬂ (a gﬁ B )
I Bleeding disorder ﬁﬁ]lfif%ﬁ “1 Depression or Anxiety T[ﬂﬁﬁﬂ/@ﬁ
[1 Cancer J;,TEE
0 Other ELA:
Surgical History A 57 [ None 558

Year If—4F.7 Reason and Type of Surgery J5 [~ &z = AR 27
1.
2.
3.
4,
5.
6.
Current Medications and Vitamins H BifHYZ54)f14E4: 2% (Please include amount and frequency 15 035 24 & AR FH Ai%) [ None 48
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Please list 1541

Drug or Food Allergies Z547)55 & 475t 8. (Please include type of allergic reaction 3 4+ B 7 N 2 7Y) 71 None J55
Please list 1541

Social History 138 5

Do you smoke iy 1Z,? [ No [ Yes - Type Z&7U: Amount & . Duration J/JHH:
Do you drink alcohol 1&g ? L No L Yes - Type Z57U; Amount & . Duration A HH:
Do you use illicit drugs FEZEZ45? | No L Yes - Type S5 A1 Amount £ Duration yHH:

Any prior sexually transmitted disease 2 FiIF {EAI M EREBH? TNoH  DYesH  Ifyes [RUIA:

7 Gonorrhea S5 1 Chlamydia 7XJF A 1 Herpes-genital JEI25- A2 FE 25 1 Warts - genital fE-ZE 5525 11 Other Eoft (specify i3 3:8H) _
What is your occupation TREYHRAL E(+2.? What is your ethnicity F1ji=?
What is your religion 4@35’9%%&%{"[“27

Family History 2% Ji% 52 - I None 55

LI Genetic/Chromosomal abnormalities ﬁf?/ %@{Z{KET%M' L Blood clots (thrombosis/embolism) Jﬁl/%%ij%(ﬁ]lﬁ/&\%)
LJ Down Syndrome (Trisomy 21) A (21 =4K) L Bleeding disorder ERIIRER Y]

1 Mental retardation %ljjq' E_ET I~ Cancer J:,Z;ﬁ

I Birth defects ﬁ E@%Bﬂ I Diabetes ﬂ‘%ﬁ‘(ﬁ

1 Cystic Fibrosis %fﬁ?—l‘éﬁ{b " High blood pressure or Heart disease %Jﬂl}f@@bﬁffﬁ
U Sickle cell disease or trait Fif-JR 20 By 014 IR L Thyroid abnormality FF R Hf = &

LJ Thalassemia (alpha or beta) Wrpygsdim (o sk B ) L High cholesterol = PE [E g

I Other ELAt:

fav =02

Please list affected relatives 2 £ 1 Y 22 & -

* | understand that | am financially responsible for all services rendered and IVF Fertility Center will collect full payment at the time of service F¢HH [ » F&FH
WE R LA B R AT A B 25 (R TR i 55 HY I (] RIS 22 B2 £

* [VF Fertility Center can submit a claim to my insurance company on my behalf for direct reimbursement to me as a courtesy 13 22 ) 4= & 50 1] DLDAFRAY
0 XARSS B RPNV ORIS S11 H FAY ORRG S B B RE - 4 3

* If applicable, | authorize IVF Fertility Center to release all requested and necessary information to my insurance company to complete my claim #1535 FH » T
BORE B LS T ORI A 2R A ZHYE B 4 TR A BRI AT 1B 220K,

* | confirm that | have read this entire form and the information provided above is true and correct. | understand and agree with the conditions stated above A< A B IA

LR BN RAS A E R A (E SR ESSRIEREY « BRI ER baiss .
Please provide your driver's license and insurance card (if applicable) at the first visit 15 1 B K& 12 I HE AL AR A2 G P I AT PRS- (20 B 3E ).

Patient’s Signature J5 FB 25 44 Date H #f:
Partner’s Signature (K 2544 Date H Hf:

I confirm that | have reviewed the information above FgAfIA T L& 3] _E = B

Physician’s Signature )i 44 Date [H HA:

Physician’s Name &= JTidE 44 Time [f [&]:
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