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NEW PATIENT INTAKE FORM

Welcome to Mount Sinai Fertility!

This questionnaire should be completed prior to the initial consultation and will help us get to know you better.
Please complete the form to the best of your ability. There may be some parts of the form which are not relevant to

you. Each person who will be involved in this process should complete a separate form.

Date:
CONTACT INFORMATION
First Name: Middle Name: Last Name:
Name on Health Card (if different from above):
Pronoun Used: Oshe OHe OThey O
Birth Date (MM/DD/YY): Age: Occupation:

Relationship Status: Ethnicity:

Gender: OFemale Olntersex OMale O Trans O Trans O Non-binary O
Male Female

Sexual Orientation: OBisexual OGay OHeterosexual O Lesbian O Queer OTwo-Spirit (@)

Street Address:

City: Prov: Postal Code: Country:

Phone number (where we can leave a confidential voicemail message):

Email address:

PARTNER INFORMATION (if applicable)- Your Partner should also complete a separate New Patient Intake Form.

First Name: Middle Name: Last Name:

Name on Health Card (if different from above):

Pronoun Used: O she OHe O They O

Birth Date (MM/DD/YY): Age: Occupation:

Phone number (where we can leave a confidential voicemail message):

Email address:
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NEW PATIENT INTAKE FORM

PHYSICIAN INFORMATION

Referring physician

Name: Phone: Fax:

Family physician [_]Jsame as referring physician

Name: Phone: Fax:

Specialist (ex. gynaecologist, urologist, psychiatrist) []same as referring physician

Name: Phone: Fax:

Specialty: Date of last visit:

Specialist (ex. gynaecologist, urologist, psychiatrist) [_]Jsame as referring physician

Name: Phone: Fax:

Specialty: Date of last visit:

REASON FOR VISIT (check all that apply)

] Infertility [IRecurrent Pregnancy Loss |:|Egg Freezing

[] Gestational Carrier [C]Preimplantation Genetic Testing [_]Embryo Freezing

I Not listed (Please describe):

[] bonor Sperm

[C] Donor Egg

Questions you would like answered at this visit:

Do you have benefits that cover fertility medications? QY ON  ONot sure

For more information about the medications used at our clinic, including DIN numbers, please go to

http://mountsinaifertility.com/patient-resources/medications/
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NEW PATIENT INTAKE FORM

MEDICAL HISTORY

Past or current medical problems or treatments: [_] None

Past or current mental health concerns: [_]None

Past surgeries or procedures: [_INone

Have you ever had problems with anesthesia / sedation? ON QY - Please explain:

Do you smoke cigarettes? ON QY -How many per day? How many years?
OaQuit - When?

Do you use e-cigarettes? ON  OvY-How many per day? How many years?

Do you smoke marijuana? ON Oy -How often? How many years?

Do you drink alcohol? ON  OY-How many drinks per week?

Do you use cocaine, heroin or other drugs? ON QY - Please describe:

How many caffeinated beverages to you drink per day?

Please complete the Personal Medication List on page 7 and bring the completed form with you on your
first visit to Mount Sinai Fertility. This needs to be completed even if you are not on any medication.

11 have completed the Personal Medication List

Version: Jan 2018



.. “+ Mount Sinai Fertility

» » Sinai Health System

NEW PATIENT INTAKE FORM

FERTILITY HISTORY

Have you been trying to become pregnant? ON QY -for how long?

Have you ever tried to get pregnant in a previous relationship? ON QY - for how long?

Have you ever seen fertility specialist(s) in the past? QN QY — Name(s)?

Have you ever had fertility treatment in the past? ON QY
Oral medication and timed intercourse: ON QY -#ofcycles?
Oral medication and insemination: ON QY -#ofcycles?

Daily injectable medication & insemination: QN QY - # of cycles?

In vitro fertilization (IVF): ON Oy -#of fresh cycles? Frozen cycles?

Other:

SEXUAL HISTORY

Are you currently sexually active? ONo QO Yes —with: QMen QWomen OBoth O:
How many times do you have intercourse per week? Do you use lubricants? ON QY
Do you have pain with intercourse? ~ QN/A ONever QOkRarely  QOsometimes  OAlways
Do you struggle with any of the following? (check all that apply)
[] sexual desire (libido) [_JSexual arousal [Jorgasm [Jother:

Do you have difficulty with erections? QON/A OnN Oy

Do you have difficulty with ejaculation? O N/A ON Oy

Have you had any of the following infections? (check all that apply) [ None
] chlamydia [JHerpes [CIsyphilis [ HIv / AIDS
[1Gonorrhea [CJHPV / Genital Warts  [_]Hepatitis

PREGNANCY HISTORY (Please complete your pregnancy history in this and previous relationships)

Number of: Total Pregnancies: Miscarriages:
Tubal / ectopic pregnancies Abortions:
Full Term Deliveries: Preterm deliveries:
Date of Delivery / Outcome / Complications Months to Treatment used to Current
End of Pregnancy Conceive Conceive Partner
Oy ON
OY ON
Oy ON
OY ON
OY ON
OY ON
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NEW PATIENT INTAKE FORM

MENSTRUAL / GYNECOLOGIC HISTORY [CINot applicable

Number of days between the start of one menstrual period and the start of the next one:

Number of days of bleeding: Age when you had your first period:
First day of your last 3 periods: , , [CIN/A (no periods)
Have you been tracking ovulation? ON OY - How (check all that apply)?

[CJHome ovulation (LH) kit  [_]Basal body temperature [_]Phone app [_]Other:

Do you have bleeding in between periods? ON Oy
Do you need medication to bring on a period? ON Oy
Are your periods very heavy? OnNever QRarely  QOsSometimes  QOAlways
Are your periods very painful? ONever QRarely QSometimes QAlways
Do you notice excessive facial / body hair? ON Oy

Past contraception use (check all that apply) [ _]None

[JBirth control pill / patch / ring When?
[JIUD- When? [CJcondoms- When?
[Jother: When?
Have you ever had a pelvic exam or pap test? ON OY - Date of last Pap Test: ONot sure

Have you ever had an abnormal pap test? ON QY

Have you ever had any of the following because of an abnormal pap tests? (check all that apply)
[CIcolposcopy [Icryosurgery (freezing)[_JLaser treatment[_]Conization (cone biopsy) [_JLEEP

Have you had negative experiences in the past related to pelvic exams or pap tests, including avoiding them?

ON OY - Please explain:

For more information about pap tests and cervical cancer screening in Ontario, please visit:
https://www.cancercare.on.ca/cms/One.aspx?portalld=1377&pageld=9550
To schedule a pap test, please contact vour familv phvsician.

UROLOGIC HISTORY [CINot applicable

Have you had a semen analysis? ON Qy-Onormal OAbnormal
Do you have a history of undescended testicles? QN QY — Qone side Qboth sides

Have you had an injury to your testicles requiring hospitalization? ON QY

Do you have scrotal / testicular pain? ON Oy Have you had mumps since puberty? ON QY
Have you had bladder/penis surgery as a child? QN QY Have you had hernia surgery? ON Oy
Have you had varicocele surgery? ON Oy Do you use hot tubs regularly? ON Oy

Are you exposed to prolonged heat, radiation or toxic chemicals at your workplace? ONOy

Have you had a vasectomy? QN QY - has it been reversed? ON QY — When?
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FAMILY HISTORY

Mount Sinai Fertility

NEW PATIENT INTAKE FORM

[Junknown

Condition Relationship to you (ex. maternal | Details of Condition (include age of
aunt, paternal grandfather) onset)
Infertility ON Oy
Endometriosis ON Qv
Recurrent ON Oy
miscarriages
Menopause before ON Oy
age 40
Birth defects ON QY
Developmental delay |ON QY
Genetic diseases ON QY
Sickle Cell Anemia ON Oy
Thalassemia ON Q¥
Down Syndrome ON Q¥
Breast cancer ON QY
Ovarian cancer ON QY
Colon cancer ON QY
Other cancer ON QY
Diabetes ON Oy
Blood clots ON Oy
Other ON Oy

THANK YOU FOR COMPLETING THE QUESTIONNAIRE.

Version: Jan 2018




," "« Mount Sinai Fertility

Name:
= » Sinai Health System

PERSONAL MEDICATION LIST AND RECONCILIATION FORM

DOB: (DD-MMM-YY):
March 2018

Please tell us about any medications (prescription and non-prescription), vitamins, and supplements you currently take.

Bring your completed form to your first visit at Mount Sinai Fertility. Both partners (if applicable) should each complete a separate form.

Please inform your doctor of any changes to your medications which arise while you are a patient at MSF so your doctor can update this form.
Medications related to your fertility treatment cycle will be recorded separately in your patient chart.

ALLERGIES OR SENSITIVITIES:

Community Pharmacy Name:

Phone No:
MEDICATIONS, VITAMINS, SUPPLEMENTS: To be Completed by the Clinic
Name Dose Route Frequency Date Date MD/NP Date NOTES
(oral, patch, (daily, twicea day) | Started Stopped | |hitials (DD-MM-YY)

injection) (DD-MMM-YY)  |[(DD-MM-YY)

To be Completed by the Clinic

MD/ RN/ NP to review list at FIRST APPOINTMENT, PRE-IVF and ANNUALLY or if made aware of medication changes. New medications can be added and changes to medication can be
indicated in the NOTES section above. Please sign below when the list has been reviewed, even if no changes are made.

Print Name: Initials: |Signature: Date: bo/mm/yyY Print Name: Initials: |Signature: Date: bo/mm/yyY
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PERSONAL MEDICATION LIST

» g~ Sinai Health System Please tell us about any medications (prescription and non-
prescription), vitamins, and supplements you currently take.

250 Dundas St W., Suite 700
Toronto, ON M5T 2Z5

Tel: 416-586-4748 Fax: 416-586-4686 Please bring your completed form with you on your
first visit to Mount Sinai Fertility and any time you
make any changes to this medication list

PATIENT IDENTIFICATION

Patient Information

Last Name First Name

Date of Birth

Known Allergies/Intolerances and Reactions

Current Medications, Vitamins & Supplements

WHAT | TAKE
Name, strength and form of medication/vitamin/supplement as noted
on prescription or package label

HOW I TAKE IT
Quantity, route, times per day or certain time of the day

COMMENTS

E.g. Special instructions,
drug-related issues
identified

Please advise your nurse or clinic doctor if there are any changes to these medications during your appointments at Mount Sinai Fertility

Patient Signature

Date

Updated June 2017
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