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Fertility Patient Intake Form 
 
 

Name:                                                                                                               Date:    Age:    

 

Referred by:     
 

 

1. What is the purpose of your visit today? 

Preparation for pregnancy without medical intervention     
 

Adjunct to assisted reproductive technology    
 

 

2. Estimated date of procedure                                    for  IVF              IUI    
 

 

3. Is this your first attempt?                         If not, how many?  IVF                   IUI    

 
4. List the drugs/medications and the dates you will be taking them in preparation for 

 

your procedure:      
 
 

 
5. Your attending physician/ Reproductive Endocrinologist is:  __________________________________________________ 

 
6. Have you had an infertility diagnosis?     

 

If so, what was it?     

 
7. Has your partner had his reproductive status evaluated by a physician?   ________________ 

 

 If so, is there any male factors diagnosed?    ______________________ 

 

8. How long have you been trying to conceive?   ___________________________________________________________________ 
 

 

9. Have you ever gotten pregnant naturally?                            How many times?     Live births                     
Abortions                        Performed D&C    

      Miscarriages                    How far along into the pregnancy?     

      How was your postpartum recovery? (emotionally, physically; support) _____________________________________ 

_______________________________________________________________________________________________________________________ 

Birth history – Please explain your previous birth experience(s):  Complications, trauma, recovery issues,  
labor challenges, care received. _________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________ 
 

10.  Have you ever been diagnosed with any of the following gynecological diseases?

venereal disease   
 

uterine fibroids   

yeast infection   
 

endometriosis   

pelvic inflammatory disease   
 

polycystic ovary  

chlamydial infection                pelvic adhesions   
 

tubal blockage _______ 

uterine abnormalities  
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11. Have you ever been diagnosed with hypothyroidism or hyperthyroidism?   _____________________________________ 

   TSH _____________   T3 _____________   T4 _____________ 

 

12. Have you been diagnosed with having abnormal prolactin level?     
 

 

13. Have you had had your hormone levels tested? _________  If so, what were your levels? 

AMH  ________ FSH ________  Estrogen _______  Progesterone _______  Testosterone ______ 
 

 
13. Have you ever used contraceptives?                                          For how long?    

 

 

14. Date of last menstrual period   ___                              
 

 

15. Do you spot during midcycle?    _________ 

 
16. Premenstrual symptoms: 

 

headache/migraine                         diarrhea/ loose stools                          fatigue    
 

acne           night sweats                   irritability/mood swings                             bloating     
 

nausea                    sugar cravings                  breast tenderness                        abdominal cramp    
 

low back pain                       yeast                       herpes outbreaks                      itching     

 
17. Menstruation 

How many days between menstrual cycles typically ( day1 to day1) ?     

In the past 12 months, the cycle has become: Longer                           Shorter          The same   

How many days do you normally bleed?     

In the last few cycles, the amount of bleeding has become More                  Less         The same           

Describe the color, consistency of the bleeding:  

Bleeding begins brown        _ 

Clotting Large                   Clotting Small    

Bearing down sensation    

Red                  Brown/Black   

Thin red, like water    
 

Stop and start flow    

Thick with mucous    
 

Spotting before/after                           Prolonged   
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Heavy bleeding                      Scanty bleeding    
 

Piercing pain                    Distending pain                    Low back pain     

Pain relieved by heating pad    

Pain relieved with onset of the flow    

 
18.  Ovulation 

 

Do you ovulate on your own?                         On what day of the cycle?       

Has this been confirmed with monitor                           or BBT chart?     

Do you notice stretchy egg white quality cervical mucous around ovulation?     

Do you have pain during ovulation?    ______________________________ 

Do your breasts get tender during ovulation?     
 
 

19.  Vaginal Discharge: 

Do you have profuse vaginal discharge other than mid-cycle cervical mucous?    
 

Do you have chronic vaginal discharge?     

 
20.  Libido:  (low) 0   1   2   3   4   5   6   7   8   9   10  (high) 

 

 

21.  Lifestyle and Dietary Habits: 
 

Your profession:                                                                                                _ 

Stress level (1‐10 high)     __  

Addiction:  smoking               drug           alcohol           sugar                 soda/diet soda    
 

Describe your typical diet: 
 

vegetarian diet              green leafy vegetables                   tofu          juicing    
 

red meat             fish          chicken          dairy product                  sugar/sweets/ bakery    
 

deep fried greasy foods                   spicy, pungent foods                   preserved foods    
 

warm soup               chilled salads               fruits             nuts    
 
Food sensitivities: __________________________________________________________________________________________  
 

Avoid certain foods: ________________________________________________________________________________________  
 

Drinks: 
 

coffee             soda/diet soda                        iced water                fruit juice                 alcohol     
 

herbal tea                 green tea               sports drink                  milk              soy milk    
 
 

Vitamins & supplements: 
 

Yes: ____________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

 

Exercise routine:  none                  moderate             excessive   
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Energy level (0‐10 high)                              Current weight  _                 Target weight  _ _ 

 

 
Emotional status: 

 

anxiety             panic attacks                depression                nervousness    
 

worry             anger              grief            fear/phobia             obsession   
 

insomnia     
 

 

Stress management: 
 

acupuncture                massage                meditation             yoga    

breathing exercise                 spiritual practice                    recreation   

 

22.  Family/mental health background: ______________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

 

23.  Have you had any past or current trauma or abuse that you would like to share? 
__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

 



Acupuncture Intake Form – New Moon Wellness 

 
Name ____________________________________  Birthdate _______________               Home Phone   (____)__________________ 

 

Street ___________________________________  Weight _______        Height ______                 Cell Phone  (____)____________________ 

 

City _____________________________________  State _______         Zip ________                   Work Phone  (____)___________________ 

 

Email Address ______________________________________ (add to preferred client list to receive promotional mailings?) YES    NO 

 

Physician ________________________________________ 

 

Occupation ___________________________ Emergency Contact ___________________________  Phone # (____)____________________ 

 

Main Problem __________________________________________________________  Onset ______________________________________ 

 

Other Concurrent Therapies ___________________________________________________________________________________________ 

 

Please check how you found us:  Doctor/health care provider: please provide name__________________________________ 

 

Alternative Practitioner: please provide name ____________________________ 

 

Friend or family member:  please provide name ________________________Website: ____   Classes ____  
 

In House Referral ____ Event ____ Walking by ____ Other ___________________________________________________________________ 

 

 

 

 

 

Past Medical History: (circle and include date) 

 

Diabetes          High Blood Pressure          Heart Disease          Hepatitis          Seizures          Cancer ____________  

Rheumatic Fever          Thyroid Disease          Other _______________________________ 

 

Surgeries: ____________________________________________________________________________________ 

 

Significant Trauma: (auto accidents, falls, etc.) ____________________________________________________________ 

 

Allergies: (drugs, chemicals, foods) ____________________________________________________________________ 

_ 

Medicines taken within the last two months: (including vitamins, over-the-counter drugs, herbs, etc.) ______________________ 
 

____________________________________________________________________________________________ 
 

Occupational Stresses: (chemical, physical, psychological, etc.) _________________________________________________ 
 

Exercise: _____________________________________Comments: _____________________________________ 
 

Habits: (circle those that apply)  
 

Salt        Coffee        Tea         Cola        Alcohol        Drugs         Sugar        Cigarettes         Others _____________ 

 

 

Mark areas affected by pain 

or discomfort on chart. 
 

Please describe pain below 

or add other comments 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 
 

__________________________ 



  
 

Indicate health concerns or symptoms with: 

one check for any condition that you sometimes experience, two checks for those which occur often,  

three checks for symptoms that are a major concern. 

 

WATER ELEMENT 

 

 Hearing loss 

 Dizziness 

 Lower back 

ache/neck pain 

 Sinus congestion 

 Edema 

 Darkness under 

eye 

 Emotional 

Instability 

 Aversion to cold 

 Hair thinning or 

loss 

 Pre-mature aging 

 Frequent 

urination 

 Kidney Stones 

 Perspire very 

easily 

 Weakness of 

legs/knees 

 Asthmatic cough 

 Rapid weight 

change 

 Loose teeth 

 Reduced sexual 

energy 

 Thyroid 

problems 

 Diabetes 

 

WOOD ELEMENT 

  

 Headaches 

 Migraines 

 Ringing in the 

ears 

 Poor eyesight 

 Eye infections 

 Dry eyes 

 Eczema 

 Shingles 

 Herpes simplex 

 Warts 

 Nervousness 

 Convulsion, spasms 

 Irritability 

 Constipation 

 Hemorrhoids 

 Hepatitis 

 Ulcer 

 Vomiting 

 Gallstones 

 Indecisive 

 Fullness below ribs 

 Shoulder/neck tension 

 Insomnia 11pm-3am 

 

FIRE ELEMENT 

 

 Dry scalp 

 Skin eruptions, rashes 

 Cysts, tumors 

 Ear infections 

 Sore throat, tonsillitis 

 Lymphatic swelling 

 Hot palms and soles 

 Heart palpitations 

 Aversion to heat 

 Bitter taste in mouth 

 Gum problems 

 Nose bleeds  

 Facial redness 

 Itching/burning skin 

 Hot hands/feet 

 Thirst 

 Vivid dreams 

 Dark Urine 

 Night sweats 

 

 

EARTH ELEMENT 

 

 Indigestion 

 Flatulence 

 Food allergy 

 Stomach ache/ulcer 

 Diarrhea 

 Anemia 

 Halitosis 

 Sores in mouth 

 Strong appetite 

 Weak Appetite 

 Nausea 

 Abdominal bloating 

 Low body weight 

 

METAL ELEMENT 

 

 Bronchitis 

 Asthma 

 Shallow breathing 

 Cough 

 Sinus congestion 

 Nasal infections 

 

FEMALE 

 

 Painful menstrual 

periods 

 Excessive flow 

 Hot Flashes 

 Irregular cycle 

 Cramps or backaches 

 Previous miscarriage 

 Vaginal discharge 

 Congested breast 

 Breast Pain 

 Lumps in breast 

 Menopausal symptoms 

 Abnormal bleeding 

 Pregnancy 

 Pregnancy 

complications 

 

 

MALE 

 

 Pain associated with 

genitals 

 Reduced sexual energy 

 Premature ejaculation 

 Seminal emission 

 Impotence 

 Discharges 

 

 

 

OTHER 

 

 Fatigue 

 Sciatica/nerve 

pain 

 Cold hands/feet 

 Tendonitis 

 Bursitis 

 
Additional Information 

 

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________

_______________ 



 
 

CONSENT TO TREATMENT FORM 
 
By signing below, I do hereby voluntarily consent to be treated with acupuncture and or/Traditional Chinese Medicine by acupuncturist Shannon 
Gyles.   
 
 
Acupuncture/Moxabustion:  I understand that acupuncture is performed by the insertion of sterile needles through the skin or by the application 
of heat to the skin (or both) at certain acupuncture points on or near the surface of the body in attempt to treat bodily dysfunction or diseases, to 
modify or prevent pain perception, and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result.  
These could include, but are not limited to:  local bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms 
existing prior to acupuncture treatment.  I understand that no guarantees concerning its use and effects are given to me and that I am free to stop 
receiving treatment at any time.   
 
 
Chinese Herbal Therapy:  I understand that substances from traditional Chinese Herbal Therapy may be recommended to me to treat bodily 
dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions.  I understand that I am not 
required to take these substances but must follow the directions for administering dosage id I do decide to take them.  I am aware that certain 
adverse side effects can result from taking these substances.  These could include but are not limited to:  changes in bowel movement, abdominal 
pain or discomfort, and the possible aggravation of symptoms existing before treatment.  Should I experience any problems, which I associate with 
these substances, I should suspend taking them and call New Moon Wellness as soon as possible.   
 
 
Acupressure/Tui-Na Massage:  I understand that I may also be given acupressure/tui-ma massage as part of my treatment to modify or prevent 
pain perception and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result.  They could include, 
but are not limited to: bruising, sore muscles or aches, pain or discomfort, and the possible aggravation of the symptoms existing prior to 
treatment.  I understand I may refuse treatment.    
 
 
Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture.  I am aware that certain 
adverse side effects may result.  These may include, but are not limited to:  electrical shock, pain or discomfort, and the possible aggravation of 
symptoms existing prior to treatment.  I understand that I may refuse treatment.   
 
 
Privacy Policy 
 
The information received and collected about our clients/patients from their visit to New Moon Wellness is strictly private and confidential.  It is 
used and viewed only by the healthcare professionals associated NMW, unless, in the best interest of the client/patient, a practitioner determines 
that there is a need to communicate with another person or healthcare professional outside of NMW.  NMW will not give share or transfer any 
person information to a third party unless required by law.  Under absolutely no circumstances will this communication happen without the signed 
consent of the client/patient.  Please notify us if you would like to receive a copy of our privacy Policy. 
 
I understand that there may be other treatment alternatives, including treatment offered by a licensed physician.  I also understand that my 
treatment cannot be used as a substitute for Western medical care.   
 
I have carefully read all the above information and am fully aware of what I am signing.  I understand that I may ask Shannon Gyles for additional 
information before signing this consent form.  
 
I   ___________________________________ have carefully read all the above information and am fully aware of what I am signing.  I give my 
permission and consent to treatment.   
 
Please sign name    __________________________   Date ________________ 
 
Signature witnessed by   ___________________________     Date________________ 
 
Parent signature ______________________________   Date __________________ 
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