
 
 

 

 

 



FEMALE PARTNER MALE PARTNER 

Surname/Family Name ____________ Surname/Family Name ____________ 

First Name _____________________ First Name _____________________ 

Date of Birth ______/__/________ Date of Birth ______/__/________ 

Nationality ____________________ Nationality ____________________ 

Religion _______________________ Religion _______________________ 

Languages Spoken _______________ Languages Spoken _______________ 

 

 

CORRESPONDENCE ADDRESS 

P.O.Box _____________________ 
 

Emirate _____________________ 
Tel No. _________________ 
(Residence) 

Email _______________________ Wife Mobile No._______________ 

 Husband Mobile No.____________ 

 

 

 
REFERRAL REFERENCE 

 
 

FAMILY DOCTOR / SPECIALIST 
 
Dr.      __________________________________________________ 
 
Address: __________________________________________________ 
 
         
 
 
 
 

 



 

DATE: 

 

WIFE NAME:       Profession: 

 

AGE: 

Married since: _______________ years 

Staying together since: _________ years 

 

 

 

1
st
 Marriage:    �Yes   �No 

If yes, any conception from 1
st
 marriage ______________________ 

Trying for conception since ________________________________ 

 

 

 

 

DETAILS OF PREVIOUS PREGNANCIES INCLUDING MISCARIAGES: 

 

 

 YEAR SPONTANEOUS 

WITH 

TREATMENT 

OUTCOME (SEX, 

BIRTH WT.) 

MODE OF 

DELIVERY 

 

1
st
     

2
nd

     

3
rd

     

4
th

     

 

 

 

 

 

 

 

 



 

 

 

 

Please mention details of all previous treatment with name of attending doctor in chronological order. 

 

DETAILS OF PREVIOUS TREATMENT: YEAR/PLACE/NO. 

 

o Ovulation Induction with clomid 

 

       _____________________________________________________________________ 

 

o Artificial Insemination 

       _____________________________________________________________________ 

 

o IVF/ICSI 

       _____________________________________________________________________ 

 

PROTOCOL FOR IVF/ICSI DONE: 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

 

ANY PREVIOUS SURGERIES DONE: 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

 

TUBAL PATENCY TEST: 

_________________________________________________________________________ 

 

PREVIOUS MEDICAL ILLNESSES: 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 



MENSTRUAL CYCLES: 

Cycle length ___________________________________________ 

Duration       ___________________________________________ 

Last Period   ___________________________________________ 

 

Pap’s smear taken:     � Yes� No 

Rubella Vaccination: � Yes � No 

Allergies:  � Yes � No 

Smoking:  � Yes � No 

Alcohol:  � Yes � No 

 

FAMILY HISTORY OF: 

Diabetes:   � 

Tuberculosis:   � 

Early Menopause: � 

________________________________________________________________________________ 

HUSBAND NAME: 

AGE:      Profession: 

1
st
 Marriage:   �Yes   � No 

Any children another partner /wife: _____________ 

Smoking: _________/day 

Alcohol: __________/week 

 

MEDICAL ILLNESSES: 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

PREVIOUS SURGERIES: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

PREVIOUS SEMEN ANALYSIS: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

SEXUAL DYSFUNCTION: 

__________________________________________________________________________________

__________________________________________________________________________________ 


