

Patient  
Information (Male)

Patient Name: _____________________________________________________________________________
Date of Birth: _____________________________ Age: _________ Male: __________ Female: ___________
Single: _________ Married: _________ Separated: _________ Divorced: _________ Widowed: __________
Street Address: ____________________________________________________________________________
City: _____________________________ State: ____________________ Post Code: _____________________

Home Phone: _________________________________ MB Phone: _________________________________
Email: ___________________________________________________________________________________
Occupation: ____________________________________ Employer: _________________________________

Health Insurance Fund: _____________________________________________________________________

Emergency Contact:
Name: _______________________________________ Phone #: ___________________________________  
How did you hear about us?:  ________________________________________________________________
I understand that I am financially responsible for all charges whether or not paid by my insurance. I am aware that some and perhaps all of the services provided may be non-covered services under my insurance. I am also aware that verification of insurance benefits is not a guarantee of payment or coverage. I authorize the release of medical information to my insurance company, including diagnosis and the record of treatment or examinations rendered to me during the period of such medical care, and also request my insurance company to pay directly to Dr Jakic Acupuncture and Fertility for those Chinese Medical services. I understand that any outstanding account balances will be sent to collections after 90 days if payment has not been remitted. 
A Chinese Medicine Practitioner in Australia is not licensed to prescribe pharmaceutical drugs. If you want the clinic to treat a condition that has been diagnosed by your doctor and is not an emergency situation we will be happy to do so, so long as the condition has been diagnosed by your doctor and is not an emergency situation. If the patient decides to alter their pharmaceutical regime in any way the patient must consult their doctor before doing so. I have read the above and I understand and accept these policies.
Date: _______________
Patient Signature: ________________________________________________			


Health History Questionnaire

Include the name and the phone number of the following contacts if applicable:
	· GP______________________________         
	

	· Gynaecologist____________________
	

	· Obstetrician______________________
	

	· IVF Specialist_________________________
	

	· Other_______________________________
	 



Please read each question below carefully and provide a detailed and truthful answer. Please complete this questionnaire & and return it to us ASAP.
Note: All information is regarded as strictly confidential and governed under the code of ethics.
Medication(s) you are currently taking:
	Drug Name
	Taking For
	Taking Since

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Supplements (vitamins, herbs, minerals, etc.): __________________________________________________
__________________________________________________________________________________________
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	List all hospital stays, surgeries, or major illnesses that you have had since birth
	Year Occurred

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



	Test
	Year
	Test Results

	· Physical
	_________
	_____________________________________________________

	· Cholesterol
	_________
	_____________________________________________________

	· Prostate
	_________
	_____________________________________________________

	· Mammogram
	_________
	_____________________________________________________

	· Pap Smear
	_________
	_____________________________________________________

	· Blood 
	_________
	_____________________________________________________

	· HIV/STD
	_________
	_____________________________________________________



If you have or had any of the following conditions please make it bold
	· Diabetes
	· Syphilis
	· Mumps
	· Jaundice

	· Heart Disease
	· CVA (Stroke)
	· Rheumatic Fever
	· Hepatitis

	· Asthma
	· Pneumonia
	· Emphysema
	· Vein Condition

	· Allergies
	· Gonorrhea
	· Bleeding Tendency
	· Tuberculosis

	· Meningitis
	· Measles
	· High Blood Pressure
	· Chicken Pox

	· Epilepsy
	· HIV
	· Nervous Disorder
	· Polio

	· Paralysis
	· High Fever
	· Mononucleosis
	· Migraines

	· Glaucoma
	· Cancer
	· Multiple Sclerosis
	· Anxiety






	

	








1. General musculo-skeletal pain: qualities, areas affected, intensity, time of the day or night when worse:________________________________
	· 

		Sharp
	Fixed
	Burning
	Tightness

	Aching
	Moving to different areas
	Opression
	Cramping

	Dull
	Radiating
	Weakness
	Tremors





What makes pain better:____________________________________________________________________________________________________________________________________________________________________________
	Soft pressure
	Cold
	Exercise
	Other

	Hard pressure
	Heat
	Rest
	





2. Palpitations and vertigo: Please describe severity and frequency__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


3. Skin Disorders: Please describe location, type, severity and frequency__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please make bold if any of the following skin related symptoms applies:
	Numbness
	Itching
	Scaling
	Dryness
	Rashes

	Electric
	Pus boils
	Oiling
	Stubborn sores
	Cracking





	4. Sweating condition, describing location, type severity and frequency:________________________
	

	
Please make bold if any of the following applies:
	Sweating after eating
	Spontaneous sweating
	Excessive sweating
	Night Sweating
	Lack of Sweating



5. Aversion or dislike of weather conditions of wind, cold, wet weather or heat describing severity and frequency:_____________________________________________________________________________




6. Subjective feeling of body and limbs temperature, describing location, severity and frequency:_________________________________________________________________________________________________________________________________________________________________________



7. Cough, Panting and Wheezing condition, describing symptoms, severity and frequency:_______________________________________________________________________________

Please make bold if any of the following applies:
	Dry Cough
	Profuse Phlegm
	Scant Phlegm
	Easy to expectorate
	Hard to expectorate

	Difficulty to lie down
	Yellow Phlegm
	White Phlegm
	Foaming
	Excessive salivation



8. ENT disorders, describing type, severity and frequency:_________________________________________________________________________________________________________________________________________________________________________
Please make bold if any of the following applies:
	Blurry vision
	Poor vision
	Seeing floating black spots
	Photophobia

	Blocked sinuses
	Nasal discharge/Nose bleeds
	Sneezing
	Post-nasal drip

	Ringing in the ear 
High pitched/Low pitched
	Sudden Deafness
	Poor hearing
	Ear Pain

	Mouth ulcers
	Painful gums/Bleeding gums
	Gum ulcers
	Tongue pain

	Dry mouth
	Dry Throat
	Dry eyes
	Dry nose

	Eyes itchy/blurry/gritty/bloodshot/watery
	Decreased night vision
	Near/Far sighted
	




9. Taste in the mouth, describing type severity and frequency:______________________________________
	Not able to taste/everything tastes bland
	Bitter
	Salty
	Sweet

	Metallic
	Sticky
	Unclean
	Abnormal




10. Thirst condition describing severity and frequency:_________________________________________________________________________________________________________________________________________________________________________
	
	Not thirsty
	Thirst for cold drinks
	Thirst for warm/hot drinks
	Thirst without desire to drink

	Drinking causes bloating
	Drinking causes nausea
	Drinking does not quench thirst
	Thirst at night



11. Appetite and digestion condition, describing severity and frequency:_________________________________________________________________________________________________________________________________________________________________________
	Good appetite
	Low appetite
	No appetite
	Big appetite

	Bloating after eating
	Pain after eating
	Gas after eating
	Glomus after eating

	Fatigue after eating
	Gurgling noise in the stomach
	Abrupt weigh gain or weight loss
	Belching/hiccoughs

	Acid Reflux before/after eating
	Nausea before/after eating
	Vomiting
	Sudden hunger but no desire to eat

	Bad breath
	Wakes un-refreshed
	Cravings, which and when
	





12. Abdominal pain describing location, type, severity and frequency:_________________________________________________________________________________________________________________________________________________________________________
	Upper abdomen
	Middle Abdomen
	Lesser abdomen
	Whole abdomen

	Abdomen distension
	Stabbing pain
	Dull pain
	




13. Urination condition, describing symptoms and frequency:_________________________________________________________________________________________________________________________________________________________________________
	Less than 4 times a day
	4-6 times a day
	Over 6 times a day/frequent 
	Night urination 
How many times

	Painful
	Urgent
	Profuse
	Scant

	Dark Yellow
	Light Yellow
	Clear/Pale
	Red/Pink

	Interrupted
	Smooth
	Hesitant
	Thin

	Lack of bladder control
	Frequent bladder infections
	Strong odour
	Cloudy



14. Bowel condition, describing symptoms and frequency:_________________________________________________________________________________________________________________________________________________________________________
	Formed
	Loose
	Liquid
	Dry
	Sticky

	Blood in the stool
	Difficult to pass
	Forceless
	Incomplete
	Painful

	Mucus in the stool
	Undigested food in the stool
	Haemorrhoids
	Prolapsed rectum
	Alternating diarrhea and constipation

	Bowel habits affected by stress
	
	
	
	



15. Do you have medically diagnosed sleep condition?
Sleep condition, describing symptoms and frequency:_________________________________________________________________________________________________________________________________________________________________________

	Insomnia
	Difficulty falling asleep
	Difficulty staying asleep
	Frequent vivid dreams

	Desire to sleep with severe physical and mental fatigue
	Night mares
	
	




16. General emotions describing intensity and frequency:_________________________________________________________________________________________________________________________________________________________________________
	Stressed
	Anxious
	Depressed
	 Often Irritable

	Vexated
	Restless
	Frustrated
	Worried 

	Overthinking
	Fearful in general
	Mentaly Confused
	Poor mental focus

	Having a poor concentration 
	 Having a poor memory
	Mental fogginess
	Sad

	Melancholic
	Angered easily
	Hard to relax
	Resentful

	Panicky
	
	
	



17. Headache location, intensity and frequency:_______________________________________________________________________________________________________________________________________




Please make it bold if any of the symptoms apply:
		Bodily sensation of Heaviness
	Swollen hands/feet/joints
	Snoring
	Chest congestion

	Lump in the throat
	Swollen around the eyes and face in the morning
	Sweaty hands/feet
	Heat in the hand/feet and chest




	

	



	                      -Male fertility-_______________

Medical History:

1. Have you ever had serial blood work done for any of the following (please make it bold):


 Karyotyping          Hormone Assay         Thyroid Function          HIV           Full blood analysis

Fasting Glucose     Cholesterol                 Hepatitis C                   STIs           Cystic Fibrosis Screening

If you enbolded any of the above, when was the testing carried out, what were the results?______________________________________________________________________________________________________________________________________________________________________________

2. Do you have/ Have you suffered from any of the following medically diagnosed conditions (please make it bold):

High Blood pressure                  High Cholesterol                                  Diabetes                                   an STI

Hernia                                       Appendicitis                                         BPH(benign prostate enlargement)           

Vasectomy                                 Testicular Issues                                  Vasectomy Reversal

Other:____________________________________________________________________________________

If you enbolded any of the above, please provide details:______________________________________________________________________________________________________________________________________________________________________________

3.  Have you had any medical investigations done (including physical check-ups, testicular ultrasound, surgery, biopsy, TESA)?  Y/N

Please provide details of what, when and any findings: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                    




GENERAL HISTORY

4. How long have you been trying to conceive? __________________________________________________________________________________

      Do you have any children already? _____________________________________________________         


5. What other methods if any, have you tried to assist you to conceive:____________________________________________________________________________

            Natural Methods:____________________________________________________________________

            Other:______________________________________________________________________________  
 
     Assisted Fertility (please make bold if any applicable):

           IVF            IUI             ICSI            Clomid Cycle                FT

If you enbolded any of the above how many cycles?_________________________________________________

When did you begin the treatment/cycles?________________________________________________

When was you’re the most recent treatment/cycle?_________________________________________

Any other relevant details: _______________________________________________________________

       6.Have you had any pelvic or abdominal surgery or procedures done?  Y/N

Please explain:____________________________________________________________________________

7.Does any of the following apply to your experience?

	Prostatic fluid in urine
	Scrotal Itching
	Scrotal Dampness

	Scrotal Pain
	Perineal soreness
	Premature ejaculation

	Spermatorrhea
	Soft erections
	Impotence




8. How many times per week are you currently having sex?_______________________________________

      9. Do you feel that you are having sex as regularly as you should be? If not, please explain 

why?_______________________________________________________________________________________________________________________________________________________________________________

      10. How is your libido? ( please make it bold)

       non-existent                         low                                 average                                                           high

      

    
    11. Did you have a recent Comprehensive Semen Analysis?   Y/N

     If Yes where the test was conducted?

     A pathology lab       fertility clinic 
    
 
    12. Are there any known issues with sperm count, motility, morphology     etc?_______________________________________________________________________________________________________________________________________________________________________________
     13.  When was the test done? 

               Last 3 months                      Last 6 months                                     6 months+  


DIET

   14. Please complete the table on the following page including a detailed description of what you would eat at each meal on a typical day: 
	Breakfast



	

	Morning Tea



	

	Lunch



	

	Afternoon Tea



	

	Dinner



	

	Dessert



	

	Any other snacks



	

	Approximate water intake plus other beverages



	



15. Do you often skip meals? _________________________________________________________________


Do you drink alcohol?   Y / N

16. How many standard glasses of alcohol do you drink per week? _________________________________

17. Do you drink alcohol daily or only on weekends?  ____________________________________________

18. How many cups of tea/coffee do you drink per day? __________________________________________

19. Do you drink any caffeinated soft drinks?  __________________________________________________



Miscellaneous

20. Do you smoke (includes social smoking)? Y/ N  If yes, how often? ______________________________

21. Do you currently or have you ever used recreational drugs? Y/ N
 If yes, when and what (please be specific) _____________________________________________________

__________________________________________________________________________________________

22. Are you exposed to chemicals through your work?

23. What is your current weight? In kg: __________     Height? In cm: __________

Waist measurement? (take at belly button) in cm: _______________

















	

	



	


     







