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Date:________________
Name:____________________________________________
Age:________
D.O.B:___________
Partner Name:_______________________________________________   Partner Age:___________

No of years together/married:________________
Address:___________________________________________________________________________
__________________________________________________________________________________
Occupation:_________________________________________
Home Tel:_____________________
Work Tel:____________________ Mobile:__________________ Email:________________________
GP:___________________________________ Consultant: __________________________________


Main reason for the Acupuncture Consultation


To enhance natural fertility 
О

To improve sperm quality
О

To improve sperm pre IVF
О

To reduce stress 
О

General wellbeing 
О
Other
О

General History

Do you suffer from any of the following; 
Anaemia 

О   
Thyroid problems 
О    
Diabetes 
О    
High blood pressure 
О    Cancer 
О
Have you had any operation(s) on your testes? If yes please give details?

Have you had any hernias repaired? If yes please give details?
Have you had any lumps or pain in the testicular area? If yes please give details?
Have you had any of the following;
Thrush 

О    Cystitis 
О    
Prostatitis 
О    
Tuberculosis of Genital Tract 
О    Urethral Discharge 
О
Have you had a sexually transmitted infection screen, if yes when?




Have you been unwell in the last three months?, If yes please give details?

Do you suffer from any other medical condition not mentioned above? If yes please give details? 
Are you currently on any medication, if yes, please give details? 
Have you had a sperm test, if yes, when was your last test and what was the result? 


Sexual History

How often do you have sex?

________________________________________________________________
Have you tried to target intercourse to conceive?

О Yes
О No

Do you ever experience any discomfort or pain during or after ejaculation?
О Yes
О No

Do you experience any sexual difficulties, including lack of desire?
О Yes
О No

Do you use any lubricating gels or creams during intercourse?
О Yes
О No

Do you think that trying for a baby has affected your sex life?
О Yes
О No

Sleep


How many hours do you sleep? 

________________________________________________________________
Do you fall asleep OK? 
О Yes    О No
Do you wake up during the night, if so, usually at what time? 
________________________________________________________________

Body Temperature


Are you more sensitive to heat or cold?

________________________________________________________________
Do you suffer from ‘poor circulation’ e.g. cold hands or feet?
Digestion


Do you suffer from:

Heartburn
О
Indigestion 
О
Bloating 
О
Flatulence 
О
Stomach Pain 
О


Bad breath 
О
Diarrhoea
О
Constipation 
О
Irritable Bowel Syndrome  
О
Other 
О


Diet


How do you rate your diet and nutrition?


(1) Not very healthy 
О

(2) Healthy and well balanced some of the time 
О 

(3) Healthy and well balanced most of the time 
О

(4) Healthy and well balanced all of the time 
О
Do you eat three meals a day? 
О Yes    О No
Do you eat the recommended 5 portions of fruit and vegetables per day? 
О Yes    О No
How often do you eat foods which contain food additives, colourings and preservatives each week? e.g.  processed or ‘fast  foods’ .
________________________________________________________________

Lifestyle Analysis



Weight:
Height:
BMI (If Known)
How many hours a week do you work?
________________________________________________________________
Do you cycle?

Do you exercise, if so what and how often?
________________________________________________________________
Do you regularly take saunas, steam baths or use a Jacuzzi?

Do you wear tight clothing and/or underwear? 

Do you smoke, if so how many per day?

________________________________________________________________
Do you drink alcohol, if so how many units per week?

________________________________________________________________



What is the maximum number of units you may drink in an evening? How often would you do this?

________________________________________________________________
Do you take recreational drugs or anabolic steroids? if yes please give details?

________________________________________________________________

Do you drink tea or coffee, if so how much per day?

________________________________________________________________
Does your job or hobby involve working with harmful substances?

________________________________________________________________
How do you rate your present energy levels (1= very low, 10 = very high)?

1
2
3
4
5
6
7
8
9
10
How do you rate your present stress levels (1= very low, 10 = very high)?

1
2
3
4
5
6
7
8
9
10
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Acupuncture Network Male Initial Consultation





Additional Information


(e.g. results of any recent tests, or medical/ family history)
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