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Date: ___________

FEMALE CONCEPTION PROGRAMME QUESTIONNAIRE 
Name_____________________________________________________________________
Address___________________________________________________________________
Tel: (H)________________    (W)_____________________ Mobile ____________________
Email_____________________________________________________________________
Date of birth_______________ Birth Time__________________ Birth Place _____________  
How did you hear about NatMed: 

(please tick appropriate box)

(    Newspaper
(    Yellow Pages
(    Web Site
(    Letterbox

(    Magazine
(    Referral

(    GP

(    Sign/Walk by

Other:____________________________

Please do not subscribe me to the e-newsletter (Tick if you do not wish to receive our e-newsletter)   (
LIFESTYLE/ENVIRONMENT
What is your occupation? (please describe your role)…………………………..…………………..
Hobbies and other activities……………………………………………………………..……………..
Do any of these activities involve contact with chemicals/heavy metals/other toxins? 
YES/NO (give details)………………………………………………………………….……………….

	
	YES/NO

	Do you sit in front of a computer most of the day
	

	Do you fly overseas often
	

	Do you live/work near a transmitter
	

	Do you have electrical appliances in your bedroom
	

	Do you live/work near a major road
	

	Do you use chemical cleansers or insecticides
	

	Have you recently conducted any renovations/pest control? If so, please give details:


	


Do you smoke? YES/NO If so how many?………………..........................................................            
Do you use any recreational drugs (including alcohol)? Give details, including how often/amount
​​​​​​​​​​​​​​​​​​………………………………………………………………………………………………………….…

GENERAL HEALTH

Have you ever suffered from any of these conditions? (If yes, give details):
Cardiovascular disease (including abnormal blood pressure, poor circulation, palpitations) YES/NO…………………………………………………………………………………...……………..
Do you consider yourself stressed? YES/NO …………………………………………..………
Do you sleep well? YES/NO………………………………………………………………………
Do you have any allergies or food sensitivities YES/NO (Give details)……………………. ………………………………………………………………………………………………….…..

……………………………………………………………………………………………….……..

CANCELLATION POLICY
NatMed now operates with a cancellation list for appointments as we have a very high demand. This means that if you need an urgent appointment we will keep you on that list and give you the first cancellation. 

In order to service all our clients better we ask that you give 48 hours notice of cancellation.

Our practitioners make sure that they are here to service their appointments and when a client does not show up or give enough notice it means that other clients miss out on the opportunity to see them. 

If we receive the 48 hours notice, no fee will be charged for cancelled appointments. Failure to give appropriate notice (48 hours) results in the full consultation fee being charged. 

I   (name: please print ) _________________________ agree to NatMed’s cancellation policy for appointments (above) which states that cancellation of appointments with less than 48 hours notice will be charged to me. 

Signed 







Date        /         /

How do you rate your energy levels out of 10……………………………………..…………..
Do you have any other health concerns? (Give details)………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
Are you taking any medication? YES/NO (Give details)………………………………….….
………………………………………………………………………………………………………
Are you taking any supplements? (please bring in all containers) Give details:.
……………………………………………………………………………………………………...

……………………………………………………………………………………………………...
………………………………………………………………………………………………………
REPRODUCTIVE HEALTH
How long have you been trying to conceive?…………………………….…………………….…..
Have you had any previous conceptions? YES/NO Please specify eg live birth/

miscarriage/termination …………………….………………………………………………….….….
Have you charted your basal (body at rest) temperature? YES/NO
Have you charted your cervical mucus changes? YES/NO
Do you look for cervical mucus changes? NEVER/SOMETIMES/ALWAYS
Does it change mid-cycle? NEVER/SOMETIMES/ALWAYS

On which days do you experience fertile mucus?……………………..…………………….…….
Are you seeing or have you seen a GP, gynaecologist, natural therapist or other practitioner? give name(s)…………………………………………………………………………………….…………...
……………………………………………………………………………..………………….…………
Have you previously had any medical fertility investigations? YES/NO:
a) Blood tests to show hormone levels? YES/NO Give results and dates (normal/elevated/deficient)

Oestrogen                               Progesterone                             LH

Prolactin                                 Testosterone                             FSH

b) Blood tests for thyroid function? YES/NO Give results and dates…………….….……. ………………………………………………………………………………………………….

c) Ultrasound? YES/NO Give results and dates……………………………………….…….

d) Laparoscopy? Give results and dates……………………………………………….……..

Are there any adhesions to any part of the reproductive system? YES/NO……………………………………………………………………………………………. 

Is there any evidence of endometriosis? YES/NO……………………………………………..

Any other information?…………………………………………………………..………………..

e) Hysterosalpingogram? YES/NO Give results and dates

Left tube: CLEAR/BLOCKED/PARTIALLY BLOCKED
Right tube: CLEAR/BLOCKED/PARTIALLY BLOCKED
Have you taken any fertility drugs? YES/NO Give dates and details……………………….……

………………………………………………………………………………………………………..….

Have you, or are you undergoing treatment on an assisted conception program? YES/NO Give details……………………………………………………………………………………………………
………………………………………………………………………………………………………..….
Have you received any other form of treatment for reproductive problems? YES/NO 
Give dates and details…………………………………………………………………………….……
Have you, or do you suffer from any of the following? (If yes, give dates and details of treatment):
a) Pelvic Inflammatory Disease YES/NO…………………………….…………………………. 

b) Endometriosis YES/NO………………………………………………………………..……….

c) Polycystic Ovarian Syndrome YES/NO……………………………………………….………

d) Ovarian Cysts YES/NO………………………………………………………………..……….

e)  Fibroids YES/NO……………………………………………………………………………….   

f)  Candida (Thrush) NO / OCCASIONALLY / FREQUENTLY 

g) Genito-Urinary Infections or sexually transmitted diseases (including cystitis) YES/NO 
Give details…………………………………………………..……………………………………. ……………………………………………………………………………………………….………

h) Herpes / Blisters / Warts (specify which) YES/NO Give details…………………………..

Have you recently had a pap smear? YES/NO Give details and dates………………………….

…………………………………………………………………………………………………………...

Have you had a Cervical erosion/cone biopsy / laser treatment/cauterisations? YES/NO 
Give details ……………………………………………………………………………………………..
……………………………………………………………………………………………………………
Have you ever taken the contraceptive pill? YES/NO or IUD YES/NO

Did you experience any problems with the above? YES/NO If yes, give details………….…….

………………………………………………………………………………………………………….…

…………………………………………………………………………………………………………….
Have you had any surgery in the pelvic/abdominal area YES/NO Give details…………….……

………………………………………………………………………………………………………….…

How would you rate your libido? MILD/MODERATE/STRONG
MUTUAL FERTILITY

Have you or your partner undergone a post-coital, sperm/cervical mucus contact or sperm antibody test? YES/NO Give results and dates……………………………………………………………………… ….………………..………………………………………………………………………………………
CYCLE DETAILS

Normal average length of menstruation cycle is……….days.

If this varies, give shortest cycle usually experienced………..…days, and longest usually experienced,…….days.

How many days do you bleed for………… 

Is the flow LIGHT / MEDIUM / HEAVY?      

Is the blood LIGHT RED / RED / DARK/ BROWN?

Is there clotting? YES/NO
Are your periods painful? YES/NO

Do you bleed or spot between periods? YES/NO
Do you experience any of the symptoms below:  
	
	Premenstrual
	Other times

	Tension/moodiness/depression 
	
	

	Skin problems 
	
	

	Tender breasts
	
	

	Headaches 
	
	

	Back ache
	
	

	Fatigue 
	
	

	Fluid retention 
	
	

	Cravings
	
	


Do you have excessive facial hair? YES/NO        Hair loss YES/NO

Have you had any recent changes to your cycle? YES/NO Give details…………………………...

………………………………………………………………………………………………………………
MEDICAL HISTORY
Please tick if a family member has had any of the following:







(    Alcoholism                                    

· Allergies

· Arthritis

· Asthma

· Cancer

· Diabetes

· Thyroid

· Heart disease

· Headaches

· High Blood pressure

· Mental disorders

· Nervous disorders

· Skin disorders

· Other / Please specify …………………………………………………


Date: ___________
MALE CONCEPTION PROGRAMME QUESTIONNAIRE 
Name_____________________________________________________________________
Address___________________________________________________________________
Tel: (H)________________    (W)_____________________ Mobile ____________________
Email_____________________________________________________________________
Date of birth_______________ Birth Time__________________ Birth Place _____________
How did you hear about NatMed: 

(please tick appropriate box)

(    Newspaper
(    Yellow Pages
(    Web Site
(    Letterbox

(    Magazine
(    Referral

(    GP

(    Sign/Walk by

Other:____________________________

Please do not subscribe me to the e-newsletter (Tick if you do not wish to receive our e-newsletter)   (
LIFESTYLE/ENVIRONMENT
What is your occupation? (please describe your role)…………………………..………………….

Hobbies and other activities……………………………………………………………..…………….

Do any of these activities involve contact with chemicals/heavy metals/other toxins? 
YES/NO (give details)………………………………………………………………….……………….

	
	YES/NO

	Do you sit in front of a computer most of the day
	

	Do you fly overseas often
	

	Do you live/work near a transmitter
	

	Do you have electrical appliances in your bedroom
	

	Do you live/work near a major road
	

	Do you use chemical cleansers or insecticides
	

	Have you recently conducted any renovations/pest control? If so, please give details:


	


Do you smoke? YES/NO If so how many?……………….........................................................            

Do you use any recreational drugs (including alcohol)? Give details, including how often/amount​​​​​​​​​​​​​​​​​​
…………………………………………………………………………………………………………….
GENERAL HEALTH
Have you ever suffered from any of these conditions? (If Yes, give details):

Cardiovascular disease (including abnormal blood pressure, poor circulation, palpitations) YES/NO…………………………………………………………………………………...……..….

Do you consider yourself stressed? YES/NO …………………………………………..…..….

Do you sleep well? YES/NO………………………………………………………………………

Do you have any allergies or food sensitivities YES/NO (Give details)…………………….. …………………………………………………………………………………………………...….
………………………………………………………………………………………………..……..

How do you rate your energy levels out of 10……………………………………..……….…..
Do you have any other health concerns? (Give details)……………………………………....
………………………………………………………………………………………………….……
Are you taking any medication? YES/NO (Give details)…………………………………...….
………………………………………………………………………………………………….……
Are you taking any supplements? (Please bring in all containers) Give details……….…...

………………………………………………………………………………………………….…....
………………………………………………………………………………………………….…….
FERTILITY

Have you previously had any medical fertility investigations? YES/NO………………………….
Semen analysis? YES/NO (give details and dates)………………………………………………...
Count……………….million/ml      Vol……………………………ml

Motility ……………………...%       Morphology…………………..%

Are antibodies/clumping present? YES/NO      

Blood tests to show hormone levels? YES/NO 
Give results and dates (normal/elevated/deficient) of each hormone tested and dates:
Testosterone………………………….
Have you been examined for a varicocele? YES/NO Give dates and details……………….....
……………………………………………………………………………………………………………

Have you, or do you, suffer from any of the following? (If yes, give dates and details of treatment)

a) Undescended testes/testicular disease/vasectomy? YES/NO…………………………… 

b) Mumps (since puberty) YES/NO………………………………….…………………….……
c) Genito-urinary infections or sexually transmitted diseases YES/NO……………….……
d) Herpes / Blisters / Warts (specify which) YES/NO Give details…………………….……
Have you had tests or received treatment for any other reproductive problems? …………….
…………………………………………………………………………………………………………..
………………………………………………………………………………………………………….. 
How would you rate your libido? MILD/MODERATE/STRONG
MEDICAL HISTORY
Please tick if a family member has had any of the following:







(    Alcoholism                                    

· Allergies

· Arthritis

· Asthma

· Cancer

· Diabetes

· Thyroid

· Heart disease

· Headaches

· High Blood pressure

· Mental disorders

· Nervous disorders

· Skin disorders

· Other / Please specify …………………………………………………

INFORMED CONSENT & PRIVACY CLEARANCE

We …………………………………………&……………………………………………….. have been advised by NatMed that our practitioner is not a medical doctor and that the Naturopathic Fertility Centre and NatMed are not medical practices.  As such my practitioner does not practice or prescribe allopathic medicine.  We understand that she is a Naturopath.  As such she seeks to activate and support the self-healing mechanism of the body.  She utilises Naturopathic Medicine i.e. Nutrition, Herbal & Homeopathic Medicines and encourages preventative health care in the form of dietary, exercise & lifestyle management.

We give my permission for our health history to be kept on file for the purpose of naturopathic care planning & prescribing.  We give Natmed permission to access past & current records from other health professionals we have seen in the past as appropriate.  To the best of our ability all information given here is a true and accurate representation of our health.

Signed ……………………………………………………………………..   Date ………………………

Signed ……………………………………………………………………..   Date ………………………

89 George Street East Fremantle WA   6158 Phone: (08) 9339 1999 Fax: (08) 9339 1899    www.natmed.com.au


