


FEMALE PATIENT HISTORY

NAME Date
Weight Height Blood Type (if known)
When was the first day of your last period?
Are your periods regular? _____________  If yes, how many days between periods?

 If no, how many times per year do you menstruate?
What is the usual duration of your menses?
What medications do you regularly take? (prescription and/or over-the-counter)
__________________,________________,__________________,___________________,
__________________,________________,__________________,___________________

Do you or have you ever used:
Alcohol? How many drinks per week?
Cigarettes? How many packs per day?
Illicit or recreational drugs?

How long have you been trying to get pregnant?
Past history (if applicable):

Year Born Miscarriage? Abortion? Ectopic? Fert Drugs Current

Alive? Required? Partner?

1st pregnancy ________ ________ ________ ________ ________ ________ ________
2nd pregnancy ________ ________ ________ ________ ________ ________ ________
3rd pregnancy ________ ________ ________ ________ ________ ________ ________
4th pregnancy ________ ________ ________ ________ ________ ________ ________
5th pregnancy ________ ________ ________ ________ ________ ________ ________

Has your partner ever fathered a child?
Have you ever been treated for infertility?
    If yes, please review diagnostic studies and treatments with our physician during your appointment.
Please list all types and dates of surgeries you have undergone:

Family history of blood clotting disorders?
If yes, please explain

Do you or have you ever had (circle all that apply):
Allergies? (circle) yes or no   If yes please list;  
Have you ever been treated for cancer?

Anemia Gonorrhea Pneumonia
Appendicitis Heart disease Poor sense of smell
Arthritis Hepatitis Rheumatic fever
Blood transfusion Herpes Scarlet fever
Breast discharge Hirsutism (excess hair growth) Seizures
Breast soreness High blood pressure Syphilis
Cancer? Specify _____________ Immunization: German Measles Thyroid problems
Chlamydia Kidney infection Tuberculosis
Chronic headaches Liver problems Ulcers
Colitis Loss of balance Vaginitis (trichomoniasis, yeast)

Color blindness Measles: German # of episodes _______

Diabetes Measles: Regular Visual disturbances
Dizziness Neurological problems
Endometriosis Nongonococcal urethritis
Epilepsy Ovarian Cysts
Gallbladder problems Parasitic infection
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Countries of origin: Mother's family:      
Father's 
family:     

           
Ethnic background (Circle) :    African American     Asian     Asian-Indian     Caucasian     Hispanic      
           
Jewish   American-Indian    Mediterranean     Middle Eastern    
Other:            
           
           
Ethnic Group          

(Check all that apply)  
Have you ever been tested 
for: Yes No Date Result 

           
African, African/American  Sickle cell trait          

           
           
Chinese, Southeast Asian,  Thalassemia          

Mediterranean (Greek or Italian)         
or 
Hispanic           

           
           
Caucasian, Jewish   Cystic Fibrosis          

           
           
Jewish    Bloom Syndrome,           

           

    Canavan Familial Dysautonomia (FD),         
           
    Fanconi Amemia (type C),          
           
    Gaucher Disease (Type I),          
           
    Glycogen Storage (Type 1a),           
           
    Maple Syrup Urine Disease,          

           
    Mucolipidosis, (Type IV ML  IV),          
           
    Niemann - Pick Type A,         
           
    Tay Sachs          
           
           
Other inherited disorders?                 
           
                      
           
Would you like to be tested for the test recommended for your specific ethnic group? (Circle)  Yes    No 
           
Are you related to your spouse (consanguinity)?            
           
Fragile X testing is recommended if the exact etiology of the mental retardation is unknown.  Would you like 
this testing performed (Circle)?  Yes    No      
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MALE PATIENT HISTORY 

 
Date _______________ 
 
 
Name_____________________________________________________ 
Weight___________________ Height ____________________ Blood Type (if known) _________ 
Are you, or have you ever been exposed to any of the following during employment or military service? 
If so, please explain, 

Heat_______________________________ Toxic fumes_______________________________ 
Chemicals__________________________ Nuclear  radiation___________________________ 
Other_________________________________________________________________________ 

 
What medications do you regularly take? (Prescription and/or over the counter drugs) 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Do you frequently take saunas or steam baths?________________________________________________ 
Do you or have you ever, used: 

Alcohol? How many drinks per week?___________________ 
 Cigarettes? How many packs per day?___________________ 
 Illicit or recreational drugs?________________________________________________________ 
 
Have you ever been treated for infertility in the past?___________________________________________ 

If yes, please review diagnostic studies and treatments with our physician during your appointment. 
Please list all types and dates of surgeries you  have undergone:___________________________________ 
______________________________________________________________________________________ 
 
Allergies? (circle) yes or no  If yes, please list:_________________________________________________ 
Have you ever been treated for cancer? _______________________________________________________ 
Family history of blood clotting disorders? ____________________________________________________ 
If yes, please explain? _____________________________________________________________________ 
 
Do you, or have you ever, had (circle all that apply): 
 
Anemia   Gonorrhea   Parasitic infection    
Appendicitis  Heart disease   Pneumonia 
Arthritis   Hepatitis   Prostatitis 
Bleeding disorder  Herpes    Rheumatic fever 
Blood transfusion  High blood pressure  Scarlet fever 
Chlamydia  Kidney infection   Seizures 
Chronic bronchitis Liver problems   Syphilis 
Chronic headaches Loss of balance   Testes infection 
Colitis   Measles: German   Testes injury 
Cystic Fibrosis  Measles: Regular   Testes tumor     
Diabetes   Mumps    Thyroid problems 
Dizziness  Mumps w/testes involved  Tuberculosis 
Epilepsy   Neurological problems  Visual disturbances 
Gallbladder problems Nongonococcal urethritis  Cancer (specify)_______________________ 
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Countries of origin: Mother's family:      
Father's 
family:     

           
Ethnic background (Circle) :    African American     Asian     Asian-Indian     Caucasian     Hispanic      
           
Jewish   American-Indian    Mediterranean     Middle Eastern    
Other:            
           
           
Ethnic Group          

(Check all that apply)  
Have you ever been tested 
for: Yes No Date Result 

           
African, African/American  Sickle cell trait          

           
           
Chinese, Southeast Asian,  Thalassemia          

Mediterranean (Greek or Italian)         
or 
Hispanic           

           
           
Caucasian, Jewish   Cystic Fibrosis          

           
           
Jewish    Bloom Syndrome,           

           

    Canavan Familial Dysautonomia (FD),         
           
    Fanconi Amemia (type C),          
           
    Gaucher Disease (Type I),          
           
    Glycogen Storage (Type 1a),           
           
    Maple Syrup Urine Disease,          

           
    Mucolipidosis, (Type IV ML  IV),          
           
    Niemann - Pick Type A,         
           
    Tay Sachs          
           
           
Other inherited disorders?                 
           
                      
           
Would you like to be tested for the test recommended for your specific ethnic group? (Circle)  Yes    No 
           
Are you related to your spouse (consanguinity)?            
           
Fragile X testing is recommended if the exact etiology of the mental retardation is unknown.  Would you like 
this testing performed (Circle)?  Yes    No      

 
 
Revised 6/2008            Office form 9 











BILLING OFFICE POLICIES 
 

Idaho Center for Reproductive Medicine 
 
We look forward to providing you the most cost-effective treatments available to achieve your dream of 
parenthood.  In order to keep our services as affordable as possible, we ask that you proactively follow 
our billing policies.   
 
The average cost of a new patient appointment is $230, with possible additional charges.  It is imperative 
that we have a current copy of your insurance card on file, so please bring this with you to all 
appointments.  As a service, we will bill participating contracted insurance carriers for covered services.  
Non-covered services are to be paid at the time of service.  We will do our best to inform you whether 
benefits are or are not covered, but bear in mind these quotes are only from experience and cannot 
guarantee what your insurance will allow.  Every employer determines what benefits they want to make 
available to their employees.  We recommend you call your insurance carrier directly to get your 
current benefits, asking the following questions: 
 

1) Do I need a referral from my primary care physician to obtain a consultation or service 
from Dr. Slater or Dr. Foulk?  

2) Are diagnostic infertility tests covered?  (Exampls – AMH (Anti-Mullerian hormone blood 
test), hysterosalpingogram (HSG), semen analysis, etc.) 

3) Is treatment for infertility covered?  (Examples – intrauterine inseminations, in vitro 
Fertilization (IVF)) 

 
If your insurance carrier requires a referral, please make sure you have the appropriate referral BEFORE 
you seek care from our office.  You are responsible for keeping track of the number of visits used and/or 
expiration date on your referral.  If you do not obtain the necessary referrals, no benefits will be paid by 
your insurance and you will be responsible in full for the services rendered.  Insurance carriers will not 
back date referrals, so make sure you have the referral prior to seeking care. 
 
Please realize that insurance carriers have the right to request your medical records at any time.  You gave 
them that right when you signed up with them.  This office will not participate in any form of insurance 
fraud.  Also realize that the law of limits allows your insurance carrier to audit your claims for up to seven 
years after the date of service and to ask for all money paid incorrectly to be refunded back to the 
insurance carrier. 
 
Our business policies are a necessary part of the financial resources required to maintain this vital health 
care service for our patients.  If you have disputes with your insurance carrier, you, the insured will get a 
quicker and more accurate response than our office.  Please understand your insurance coverage is a 
contract between you and your insurance company and while we will continue to provide this service, you 
are ultimately responsible for your account. 
 
I acknowledge that I have read, understand, and agree to abide by the above information. 
 
 
____________________________________________     _________________ 
(Signature)                                                                           (Date) 
 
 
____________________________________________     _________________ 
(Signature/Partner)                                                              (Date)       


