Future Reproductive Medicine
39277 Liberty Street Phone: 341-248-8826; Fax: 341-200-5444
Fremont. CA 94538 www.futurereproductivemedicine.com

Patient Registration / Infertility Data Summary

BEEMAZEBEE

Personal Information T AEE

Name 44 DOB A4 H Age F#

Home Address ZKEE{LiE

Street #jiE

City/State (Providence) I§1i/M () Zip Code HB%m
English Proficiency ZEiE/K: OFluent A OFair —#f& COLittle # None 7t
Interpreter FEFEE: OY 2 ON &
Contact Information BAR/IEE Message? AILAEH =G ?
Cell Phone FH1 ay £ XN &
Fmail Address Hi-7-HBf: ay & ON
WeChat WhatsApp. Others fifg. Hith ay & ON &

Please remember, messages are sent via internet and cannot guaranteed to be secure. #Hic(E, 15 BZET TEEMKIZRT, AREARIEZ 4.

Marital Status USURARIL: CMarried 245 CPartner f#15 OSingle H&
CIOthers HAth

Partner/ Spouse fEAB/ECE
Name %42 DOB A4 H Age F#
Home Address ZKjE{Eit [JSame [E] L or 8¢ [ODifferent ANH

Street #7H

City/State (Providence) i/ M () Zip Code HB%m

Contact Information BXZR{EE Message? T LA N2
Cell Phone F-Hl ay & XN 75
Email Address FE-FHR{E ay sz ONT
WeChat WhatsApp. Others fifg. Hdh ay & ON &

Please remember, messages are sent via internet and cannot guaranteed to be secure. HicAT, {5 il HIEMAIEN, AREARIEZ 4.

Referral Contact (if applicable) #MNMAfEE (WEEH)

Referral Name ¥4 N/NIHIZFR Interpreter 1% 57

Address ik

Street fHiE

City/State (Providence) 3115/ M (48) Zip Code HB%

Phone Hi1if Email Address =7~ H {4

MAR 05, 2025 V1.1



Future Reproductive Medicine
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Female History Questionnaire {55 iAE A

Total number of pregnancies PFZLEZL:

Total number of deliveries Z;#i%i:

Timing trying to get pregnant

Length of time without contraception

FAM AR FE: yrs 4 months F R IO A4 it FF I A yrs ¥£____months A
Previous infertility testing Previous infertility treatment
REAE AN 7« Oy 2 ON & BEAEAZERY: OYR ON B

If you answer no, please skip to the next section

IR RIZ R, EEEE T

If you answer no, please skip to the next section

AR RS, B R T E#

Describe the purpose of your visit and the nature of your problem HHIRME VK EHE B HIFHTE

Please provide a summary of previous fertility testing and treatment iHFEMLZ BIAZAGTIAETT BV R

Treatments Comments (include dates and results if known)
BT P (BRFRCMPEBRER -

IUI or Artificial Insemination A 1%k OYR£ ONE

In Vitro Fertilization {&#P52FE GREZ)L) | OYR [CONE

ICSI Sk FVE5 260 1 OYRE [CIN%

Frozen Embryo Transfer ¥M&HARIGFSIE Oy=2 0ON#F

HSG T HH PG Oy ON&

Gynecologic History EFPES
First Day of Last Period E—/MNAZLREMIRIE—K: | Age when 1* period started 25—k &TFURI HIFRS
Number of days between the start of one period and the start of the next period

PRI 255 — RIEIB& I R

Number of days of bleeding H}Ifl&<%k:

Amount of flow HIME:
OLight %% CModerate H

OHeavy

Regularity of menses HZ&HIEM::
ClUnpredictable Ar[#ijll  [Occasionally f/RAME  [ClRegular #id  [Very regular JE¥H B

Cramping JRZFEE CONone COMi1d§ COModeraterf & OSevere®H &
Comments about menses J<T H & HHIA:

Last PAP smear (month/year) Hja—iRTEBHAFE (H/F) ONormal 1E%  OAbnormal 7
i

Abnormal PAP smears T B4k A FH vz ON®

Details of PAP smear (if abnormal) FEMPEAMEIER (WMEREHE) -

History of sexually transmitted diseases MHALIEHIH S OyR ONE

Details of sexually transmitted diseases (if any) MALIBEIHRIERE (WH)

Pain with intercourse MAZIKJH Oys2 ONG

Use of lubricants ¥ FHIEEH Oys2 ONG

Use of Depo-Provera i K 3UBS & FF 242 Oy ONG

Use of Intrauterine device(lUD) f#HE N1 H % Y2 NS

Use of Sterilization (tubal/vasectomy) YR ONE
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Future Reproductive Medicine
39277 Liberty Street Phone: 341-248-8826; Fax: 341-200-5444

Fremont, CA 94538 www.futurereproductivemedicine.com
Obstetrical History F=RbRH
Total number of pregnancies PFZREL: Total number of deliveries ;¥ %L:
Number of pregnancies with current partner: Pregnancies with a previous partner
5 AT 2 SHMEHE MRS
Number of term deliveries & HZruhiikE: Number of preterm deliveries F-7F=IK¥L:
Number of miscarriages Ji/=ik%N: Number of elective abortions iEFEVEFEGHIVREL:
Number of ectopic pregnancies E#MAIKEL: Living children A K% T30
OOwn 4 F: OAdopted %iFs:

List each pregnancy in order including outcome route of delivery, and complications

TIP3 AR R, BAEER . MR AT AAE -

Medical History A5

Thyroid disorder FF{RIE%E ayeE [ONF Heart disease/CMEJR OyeE ONG
i

Diabetes #ERIFR ayez ONEH Kidney disease 'B %A ayxez ONF
Liver disease AFAF¥Ii ayeE [ONF Infectious diseasesf&44 OyeE ONG
Hypertension fEIfLE ayez ONEH Asthma £ Oy ONF

Other (1ist here) HAth (FEHFIHD) -

Current Medications: List medications, name, and length of use or approximate starting date

LECARAZ: S, AR K EOREOT 46 H Y

Allergies: List allergies to medications, foods, or chemicals (not seasonal allergies or hay fever)

puk:. ORI LY/ NI e g7 A A T N P VRS Q| S PR G % 25 D)
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Surgical History AR5

TonsilsmBkiAFA ayxez ON#H Wisdom Teeth 1A ayxz ON%w

Gallbladder fHFETF-A ayeE ONF Gynecologic ERIFAR aye2 ONG

Appendix[ifil EFA aOyE ONT Breast Augmentation F:f{F aye2 ON®/
7N

Surgical Complications ayez ONEH Problems with anesthesia ayxz ONFw

FARIERE JRRIAE ) S8

Other operations (list here) HALTFAR (FEHFIH) .

ERESE (D RB Il EEF) B FARERSH

Hospitalizations (other than deliveries or surgeries listed above) :

Family History Please indicate if a relative is on your mother or father’ s side
and provide information about the problem if known.

%ﬁi M = Mother, F = Father, A= Aunt, U = Uncle, B = Brother S = Sister
T UL OB R B R I BEREACSRE—T, IR R I E S (ke
%ﬂ) o M=/§%r F=§C§%7 A=Bq&%’ U=1fa1far B=EA§F~" S=ZZE§*

Diabetes HH#RIp O 0O%

Obesity AERE e Of

Thyroid Disease HUIRIEBIRR e Of

Heart Disease ‘UMAEJR g Of

Cancer (including type) JfiE (FH2RA) 2 O

Blood clotting disorder #EIfl[&hG Ox 0Of%

Mental Disorders #&#ffEAg Oz 0Of%

Infertility ANEAE O 0Of%

Other HAih

Ancestry HEHE

O African American JEMEZEE A

0 Mediterranean Hurfifg 25

O African FEMA

O Middle Eastern TR %

[ Hispanic 7 ] #

O European Wi &

O Asian %

1 Eastern European/ Jewish Z< R/ N

O Alaskan or Native American [z 2o A BiSE M AR R

I Other HAih
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Disorders (Do you or any of your family members have any of the following disorders?)

B SR IRV oK B PR R R 75 B8 DA AT 2 )

[J Mental retardation

[ Inherited disorders

O] Fragile X syndrome

[ Osteogenesis imperfecta

(B WAL JEtt X 256 1E HCE A

] Down syndrome [ Tay-Sach’ s disease O Phenylketonuria L] Retinitis pigmentosa

JE IREREE R 50w 2 A R R AT AR e N

1 Open spine defects 1 Hemophilia 1 Myotonic dystrophy 1 Spinal muscular atrophy
TEIRCE R A A AR SREMIVEFRAR BHETEVLZESRE

1 Cystic fibrosis 1 Fanconi anemia [ Thalassemia [ Lesch-Nyhan syndrome
E e gild Y A] JEFT L Hiy g2 I H SRS

1 Sickle cell anemia 1 Gaucher disease 1 Marfan syndrome 1 BRCA mutation
BRI BA b L IREREE BRCA 748

[ Duchenne muscular
dystrophy#t [QULE 724 RE

1 Von Hippel-Lindau
disease 5 il /K- PR 1E g

1 Other not listed (explain below)

FAt ARSI R T)

e (R

Social History (Female Only)

Smoking or other tobacco OvZ [ONB| If yes, #packs per day

AR At AR e, R

Recreational drug use Oy [ON| If yes, drug type and frequency
BRARVEZ I A A, YR eSS
Alcohol use OvZ [ONB| If yes, #of drinks per week

e LIPS SRS s

R R (LZAERA)

Exposure to toxins(chemical/radiation) [OY& [N

monthsid % 6 > H RIS AT EIRTT

R, KNEXA:

Blood transfusion OyE ONG
It
Trips to a foreign country in the past 6 Ov2 [ON7 | Ifyes, list the countries that you have been to

Occupation FRMk:
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Review of Symptoms:
Check any you have now or in the past. Provide a description of any positive answers or additional items:
RERBEIE: 2 I B AT S IR . BT 15 E 2 R B NIRIL T LA A

General or Constitutional &N /%&{k

Rapid weight gain {AKEE TR N Oy=2 ONF
Rapid weight loss gV E Ov= ONT
Low energy or lethargy ¥ /7R &g HE Ov= ONT
Difficulty sleeping HEMR A Ov= ONT

Comments or other #yEE{ILAH:

Neurologic / Brain fHZRHINES

Headaches kJi NG CONT
Seizures ¥R RAF Oys2 CONT
Head trauma or unconsciousness Oys2 CONT
SR B RANE

Comments or other #&yEEkHAh:

Dermatology / Skin FZRkFRHEzRR

Rash %% Ov& CINT
Eczema VB3 vz LINTS
Pigment disorder & RH Oysz CNTG

Comments or other #4yEmkHAth:

Endocrine / Hormones H4MibEE

Diabetes or gestational diabetes Ovz ONT

B PR I3 B U AR PR

Heat or cold intolerance Oy OONT | O Hot#k O Cold#%
AN FREL AT ¥4

Milk discharge from breasts Oy ONT

FLIT AL 53

Excess hair growth (face, belly, legs) Oy ONT

ERAEKEZ (HE. G D

Comments or other £&yEERHAh:

Eyes, Ears & Nose HRFE. BEZ-HMET

Corrective lenses #riF4EFr Ov#& N | O ContactsBe/EHE%: [ GlassesiRE: [ Both P&
Problem with hearing Wy Jjnl i Oy CINTS | Problem with sense of smell

WL, i) 2 Oy [CONG
Uncorrectable loss of vision Oy CONT
TCIERR IERIR I E R

Comments or other #&JEBHAM:

Cardiovascular / Heart UILE/UoIE

Chest pain YR OvE COINTS | Heart valve disease (O fF#AEZ OYR ONFH
Palpitations CMZ Ove CINA | Given prophylactic antibiotics OYs2& ON%
B PP AE &R

Comments or other £yFmkiHAth:
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www. futurereproductivemedicine.com

Respiratory / Lung FRURIE/fi
Asthma B£Nf ayz2 CINT Bronchitis A& % Oy2 ONT
Shortness of breath S ayz [ON® Tuberculosis %5t#% Oy ON®
Pneumonia ffiZ ay2 ON7 Blood in sputum JEiFm OY&E ONTE
Comments or other £&iFmiiih:

Allergy / Immunologic I 5%HpEES¥
Hay fever or seasonal ay£ ONT Lupus IR ayxz ONFw
allergiesfe el Z=T Mt i
Autoimmune disorder ayz2 CINT Rheumatoid Arthritis gy, ON®m
H & S )2 P50 I RIBIRTT 5
Comments or other #&yFmlJiAth:
Hematology IMLyE2E
Blood clotting disorder# i g Oy2 CIN? | Excessive bleeding i & H ifil OvE ON®
Sickle cell anemia#fetR4ufmIMES ML OY,2Z  [ONT | Anemia FXIM Oy ONG
Hepatitis BT# OYR/  [ONZE | Thrombocytopenia—low platelets [OY=Z COINT
ML/ Bk RE - TR AR
Comments or other #&yFmyJHAth:
Gastroenterology / Digestive B RAHWA

Nausea/vomiting ECo/MXMH: Oy CIN? | Heart burn B #k ayeE [ONG
Diarrhea Y5 ay.2 CIN7 | Blood in stool JAHwHF ML gy, ONFm
Constipation {HFh Oy OINTS | Ulcers 39 ayeE [ONG
Abdominal pain &Y ay= CINTS | Spastic colon ¥EZE4Efg Oy ONF
Comments or other #&yFmIHiAth:

Genito—urinary WASRAEFE RS
Pelvic pain B #I& Oy 2 CIN7 | Kidney infection'|fFEZy YR ONTS
Frequent vaginal infections or Oy CINT Pelvic inflammatory Oyvx ONTS
yeast HE B TE B gL B AL B R disease R
Breast disorder (fibrocystic Oy2 CON7 | Urinary incontinence Oy ONT
changes) FLEFEW (AFAEZEVE AR ) SRR
Comments or other #&yimiHAth:

Muscle & Skeletal WLAIFIE®E
Unusual muscle weakness Oy2 CINT| Joint abnormality ayeE [ON®
S L 55 K
Low back pain or strain aye CIN?S| Ruptured disc or hernia OyeZ ON&
SR B A HE[F) 1% SR Bl
Injuries or deformities aye CON?| Limited joint or bone OyeZ ON&
240 B e motion X7 EUE BIZ )3 R
Comments or other &yFmkH/th:
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Male History Questionnaire

B m LA NS
Age Length of relationship
A e R FFEEmT [A] :
Occupation Employer
NI JiEE
Pregnancies with current partner Pregnancies with a previous partner
I Z L S HMEHE MR 2L
History of STD OyvZ ONG® If yes, please describe
P 5 s IR, EHA:
Anatomical abnormalities OvZ ONG® If yes, please describe
WE R WA, iR
Genital trauma or surgery OvZ ONG® If yes, please describe
AFE A MR WIS, TR
Medical problems OvZ ONG® If yes, please describe
=7 i) WIRAE, TEiAR:
Medications or dietary OvZ [ONBF | If yes, please describe
supplements R, TEE:
258U b T
Recreational drug use OyvZ ONG If yes, please describe
o SR 2 A8 NG, IEHR:
Smoking or other tobacco OyvZ ONG If yes, please describe
M O 3 A WS, HRIR:
Alcohol use OvZ [ONB | If yes, please describe
L] W, 1R
Exposure to toxins OvE ONG If yes, please describe
(chemical/radiation) mEE, EHR:
iR (AR
Problems with desire or OvsE ONT | If yes, please describe
ejaculation mEE, EHR:
PERR BRI ] R
Testing Comments: ( including dates and results if known)
A5 FEARIAR:  CEEE RN H AL 5D
Hormone testing
BRI LIvE  [CING
Semen analysis
KT OveE  [ON#
Ancestry EH
O African American FEMEFEE A O Mediterranean 15 %
I African FEHIA [0 Middle Eastern $1 4%
[J Hispanic 7 T & [ European RRHE
I Asian I.%F 1 Eastern European/ Jewish ZR RR/EARK N
[ Alaskan or Native American B3 8 in A 538 5 A (R O Other HAth
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Disorders (Do you or any of your family members have any of the following disorders?)

B BRI KA oK B FR R R 75 B8 DA AT 2 )

] Mental retardation U] Inherited disorders O] Fragile X syndrome [ Osteogenesis imperfecta
B IR WAL etk X SR Ak HCE AN

] Down syndrome [ Tay-Sachs disease O Phenylketonuria L] Retinitis pigmentosa

JE IREREE R 50w A R R AT AR I 2R A 1

1 Open spine defects 1 Hemophilia 1 Myotonic dystrophy 1 Spinal muscular atrophy
TEIRCE R A A AR SREMIVEFRAR BHETEVLZERE

1 Cystic fibrosis 1 Fanconi anemia [ Thalassemia [ Lesch-Nyhan syndrome
E e gild S PS4y iy H LML H S SUE

1 Sickle cell anemia 1 Gaucher disease 1 Marfan syndrome 1 BRCA mutation

DR 4 P B i B 5 N IREEAE BRCA 748

U Duchenne muscular dystrophy| [J Von Hippel-Lindau [ Other not listed (explain below)

FERAVE F-A RAE disease /i il /R-#RiE | HARSIH (EBEWT)

Patient Signature HBEZ4

Partner Signature fE1E244

Date H

Date H
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