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Atlantic Assisted Reproductive Therapies

Suite 213, 1535 Dresden Row

Halifax, NS   B3J 3T1

Tel: (902) 404-8600  Fax: (902) 404-8601

INFERTILITY QUESTIONNAIRE (MALE)

Date:______________________________________________
                                  Date / Month / Year

This is a confidential document which will be used for your treatment. If there are any questions you are
unable to answer, leave those blank and we will assist you in the clinic. If there is not enough space for
your answers, please add further information at the end.

Name: ____________________________________ Age: ______________________________________

Doctor(s): 1)__________________________________ 2)______________________________________
                                          Family Doctor          Specialist

Date of Birth: ______________________________ HCN: _____________________________________

Occupation: __________________________________________________________________________

Wife / Partner’s Name: _________________________________________________________________

How long have you been married or living with your present partner? ______ years and ______ months

How long have you been trying to have a baby? _______ years and _______ months

Please give details for any past pregnancies for which you have been responsible:

This Partnership Previous Relationship

Full Term Deliveries

Premature Deliveries

Miscarriages

Abortions

Total Number Living Children

Total Number of Pregnancies

Do you have allergies? Yes / No                  If Yes, please describe: ______________________________
____________________________________________________________________________________
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Height ________________________________ Weight _______________________________________

Have you had any tests to see why your partner is not getting pregnant? Yes / No

If Yes, please explain __________________________________________________________________

Have you, yourself, had any treatments for infertility? Yes / No
If Yes, please describe:_________________________________________________________________

Do you have or have you ever suffered from any of the following:

Disease / Symptom     No    Yes Explain

Diabetes

Inflammation of one or both testicles  Left / Right / or Both

Lung Disease

Disease of the brain or nervous system

Pain passing urine

Blood in the urine or semen

Difficulty passing urine

Any other problems related to passing urine

Any other illness, surgery, or other treatment of which you think we should be aware? 
Please explain:________________________________________________________________________
____________________________________________________________________________________

Were you ever told that one or both of your testicles was not fully down at birth? Yes / No
If Yes, was it:   Left / Right / or Both

Was this treated surgically?  Yes / No       If Yes, at what age? ___________ years

Have you ever had any surgery to the penis, scrotum, or testicles?  Yes / No
If Yes, pease describe__________________________________________________________________

Have you ever had a hernia surgery? Yes / No       If Yes, when? ________________________________
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Do you have any problems with erection, penetration, or orgasm?  Yes / No
If Yes, please describe:__________________________________________________________________

Have you ever had any sexually transmitted (venereal) disease? Yes / No
If Yes, how many episodes:________________________________________
           when was the most recent episode?_____________________________
           was it treated?______________________________________________

How often do you have intercourse per week?___________________________

Have you ever had an infection which was not treated? Yes / No
Describe your most recent infection (eg. Gonorrhea, syphilis, etc.):_______________________________

The following questions are to discover whether there is anything to which you are exposed which might
affect your fertility:

Do you smoke? Yes / No If Yes, how many per day __________ or per week ___________
Do you drink alcohol? Yes / No If Yes, how many drinks per week ________________________
Have you ever taken anabolic steroids? Yes / No
Are you on any medications? Yes / No If Yes, please indicate which drug(s) and the frequency 
with which you take it/them: _____________________________________________________________

Do you smoke marijuana? Yes / No   If Yes, how often: _______________________________________
Do you use any other “street drugs”? Yes / No
Do you use a hot tub or sauna regularly?  Yes / No   If Yes, how often:____________________________
Have you had a vasectomy?  Yes / No     If Yes, when:_________________________________________
Have you had a vasectomy reversal?  Yes / No    If Yes, when:__________________________________

Please use the remainder of this page to add any further information which you think may help us with
your problem.

Information completed by:____________________________ Date:______________________________
                                                       (Signature)


	Page 1
	Page 2
	Page 3

