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Male History 
 
Growth and development:   (yes)  (no) 
 
Undescended testicles                                                                            
Delayed puberty                                                                               
Breast enlargement                                                                                                
 
Testicular injury: (yes)  (no)  (date) 
 
Varicocele   
Torsion (twisted) 
Painful swelling 
Severe trauma 
 
Toxicant exposure: (yes)  (no)  (date) 
 
Alcohol 
 none 

weekend 
daily 

Smoking 
Pesticides 
Radiation 
Other chemicals 
 
Sexually transmitted diseases: 
 
Chlamydia                                                                           
Genital warts (HPV) 
Gonorrhea 
Herpes 
Syphilis 
Other 
 
Urinary tract: 
 
Bladder/kidney infection 
Prostatitis 
Other 
 
Frequency of hot tub use: 



 
 

FSAC-Comprehensive History Form 
 

Page 7 of 7 
 

 
Male History 
 
 
List all medication you take now (prescription, vitamin, over-the-counter, alternative therapies): 

                                                                                                                      
       (drug)         (date)       (dose)   
 
                                                                                                                      
       (drug)         (date)           (dose)   
 
List all allergic reactions you have had: 
                                                                               
         (drug or allergen)                                                                           (date)  
  

List all surgery or blood transfusions you have had: 
                                                                               
         (type of surgery)                                                                             (date)  
                                                                               
         (type of surgery)                                                                             (date)  
 

List all other serious illnesses for which you have been under the care of a physician: 
                                                                               
             (illness)                                                                              (date)  
                                                                               
             (illness)                                                                               (date)  
 
 
        (yes)   (no) 
     
Difficulty with sexual function (male): 
(please explain) 
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Male Family History 
 

Country of origin:  Mother                                                    Father 

Ethnic background (circle):  African/American  Asian          Asian-Indian             Caucasian 
Hispanic Jewish  American Indian  Mediterranean       Middle Eastern       Other: 
 

             Ethnicgroup 
         (Circle all that apply) Have you been tested for:  Yes   No        Date 

 
             Result 
 

African, African/American         Sickle cell trait     
Asian, Mediterranean or 
                Hispanic 

       
        Thalassemia     

Caucasian, Jewish         Cystic fibrosis     
Jewish         Tay Sachs     
Jewish         Gaucher     

 
Are you related to your current partner (consanguinity)? 
 
Is there anyone in the family who has had any of the following illnesses: 
 
   Yes         Who    Yes      Who 

Infertility   Learning problems   
Genital abnormalities   Mental retardation   
Birth defects    Metabolic disorders   
Chromosomal disorders   Miscarriages (2 or more)   
Delayed development   Short stature   
Early puberty   Testicular cancer   
Hormone disorders   Undescended testicles   
Pituitary tumor   Abnormal breasts   
Lack of sense of smell   Genetic (inherited) disorders   

 
   

Comments  
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Previous female infertility tests: (result)    (date) 
 
Basal body temperature 
Ovulation predictor kits 
Endometrial biopsy 
Post-coital test 
HSG 
 
Chromosome studies 
Hysteroscopy 
Laparoscopy 
 
Antisperm antibodies 
 
Pelvic ultrasound 
 
Other 
 
Immunologic screening tests: (result)    (date) 
 
ANA (antinuclear antibodies) 
Antiphospholipid antibodies 
Lupus anticoagulant 
Leukocyte antibody detection 
Thyroid antibodies 
Other immunologic testing 
 
Previous male infertility tests: (result)    (date) 
 
Semen analyses 
 
Post-coital test 
Antisperm antibodies 
(semen & serum) 
Hamster test (SPA) 
Chromosomes 
Other (SCSA, EFT, etc.) 
 
Previous hormonal tests: 

 Female  Male  
Result Date Result  Date 

Testosterone 
Prolactin 
TSH 
FSH (random) 
FSH (day 3) 
Estradiol (day 3) 
DHEA-S 
Progesterone 
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Previous Treatments: 

Yes/No             # cycles        Comments (dose, # days/cycle) 
Inseminations (IUIs, without medication) 
Clomiphene (Clomid, Serophene) 
(with intercourse only) 
Clomiphene with inseminations (IUI) 
FSH * with intercourse only 
FSH * with inseminations (IUI) 
Progesterone supplements 
Dexamethasone, prednisone 
Aspirin                                                                      
Heparin                                                                 
Parlodel** - dopamine agonist                               
IVIG 
Leukocyte immunization 
Other 
 
Comments 
 
 
 
 
Prior in-vitro fertilization (IVF), GIFT, or intracytoplasmic sperm injection (ICSI) results, if applicable 
 

  Date of  
procedure 

  Procedure   Protocol # of eggs  
obtained 

# of eggs 
  mature 

# of eggs 
fertilized 

# embryos  
transferred 

# embryos  
    frozen 

Pregnancy  
 outcome 

         

         

         

         

         

         

 
Comments 
 
                                                                                                                                                                                  
   
 
 
 
 
*FSH - Pergonal, Humegon, Repronex, Metrodin, Fertinex, HMG, Gonal-F and/or Follistim 
** - Parlodel, dopamine agonists - bromocriptine (Parlodel), cabergoline (Dostinex) 
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Eligibility Guarantee Form 
 
 

I,  understand that I am eligible for 
                     (Patient Name)  

 insurance benefits on or as of 
              (Insurance Company)    

 through my own    spouse     employment 
(Effective Date)            (circle one) 

    
  (Name of employer)    

I have chosen  to be my primary medical group.                 
 (Name of medical group)    

 
++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++ 
 
I understand that if the above is not true or if I am not eligible under the terms of my employer’s Medical 
Subscriber Agreement, I (or the person financially responsible for me) am responsible for all charges 
related to services provided to me. 
 
In addition, I understand that all services performed at FSAC require prior authorization from my primary 
medical group. After initial consultation authorization, FSAC will request authorization for future 
treatment as indicated by the physician. However, it is ultimately my responsibility to ensure authorization 
has been received prior to any treatment being rendered. If prior authorization is not obtained and I 
received medical treatment I will be financially responsible for all related charges. 
 
 
___________________________________                       Date: ________________________ 
Subscriber’s Name 
 
 
 
___________________________________ 
Signature of Patient 
 
 
 
___________________________________ 
Signature of Office Personnel  



 

Assignment of Benefits, Authorization and Financial Statement 
 
 
I hereby authorize payment directly to Fertility and Surgical Associates of California of the surgical 
and/or medical benefits, if any, otherwise payable to me for the services as described on the attached 
claim. 
 
I hereby authorize Fertility and Surgical Associates of California to release any medical information 
during the course of my examination and treatment to my insurance company, pharmacy, or laboratory as 
necessary. 
 
I realize that I am responsible for payment in full of the charges on my account for services rendered to 
me by Fertility and Surgical Associates of California. 
 
By signing this agreement, I acknowledge that I have read, understand and agree to the terms of the above 
policy in its entirety. 
 

 

Date:  

  
 Signature of Patient (or Legal Guardian) 

  
Printed Name 

 

 



HIPAA Privacy Rule Individual Consent Agreement
Consent to Use and Disclosure of Protected Health Information

For Treatment, Payment, or Healthcare Operations (§164.506(a))

I, understand that as part of my health care, Fertility and Surgical Associates of California 
Inc., originates and maintains health records describing my health history, symptoms, examination and test results, diagnoses, 
treatment and any plans for future care or treatment.  I understand that this information serves as:

• A basis for planning my care and treatment; 

• A means of communication among the health professionals who may contribute to my health care; 

• A source of information for applying my diagnosis and surgical information to my bill; 

• A means by which a third-party payer can verify that services billed were actually provided; 

• A tool for routine health care operations such as assessing quality and reviewing the competence of the health 
care professional. 

I have been provided with and understand that Fertility and Surgical Associates of California Inc.’s Notice of Privacy Practices
provides a more complete description of the information.   

I understand that:

• I have the right to review Fertility and Surgical Associates of California, Inc., Notice of Privacy Practices prior to 
signing this consent;

• That Fertility and Surgical Associates of California, Inc., reserves the right to change their notice and practices prior to 
implementation and will mail a copy of any revised notice to the address I have provided; 

• I have the right to object to the use of my health information for directory purposes;

• I have the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, 
payment, or healthcare operations and that Fertility and Surgical Associates of California, Inc., is not required by law to 
agree to the restrictions requested.

• I may revoke the consent in writing at any time, except to the extent that Fertility and Surgical Associates of California, 
Inc., has already taken action in reliance thereon.  

I request the following restrictions to the use or disclosure of my health information: 

[  ] Accepted [  ] Denied Date:

Signature of Individual or Legal Representative Witness:

Social Security Number: Date of Birth:

Printed Name of Individual or Legal Representative Witness:




