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Welcome!  
 
The information from this questionnaire is needed for us to best counsel you.  
Please fill out and present upon request! 
 

Name, Ti t le   Partner ,  Ti t le  

Firs t name:  Firs t name: 

Insurance  number:      Te l :  

Address:   E-Mai l :  

Postcode  /  City:    

Te l :    

E-Mai l :    

Gynaeco logis t :  

Firs t day  of  las t  period:   Expected  date  of  de l ivery:  

Concept ion :  o Spontaneous       o Hormonal stimulation         o IVF         o ICSI         o Insemination         o Egg donation 

In case of VIF/ICSI:  Date of egg harvesting (egg aspiration):                                              Date of embryotransfer: 

What is  your  weight?                                    kg  How  ta l l  are  you?                                cm 

Do you  smoke?   o no          o yes:  _______________  pcs/day  Do you  consume alcohol? o no      o yes: _____ units/day 
Are you  suffering from one  of  the  fol lowing 
cond itions?   

High  blood pressure?        o no          o yes:   

Diabetes?                          o no         o yes        o Type 1          o Type 2 

Systemic  Lupus Erythrematodes?   o no         o yes: 

Antyphospholypid  Syndrome?        o no          o yes:   

Have  you  had preeclampsia*  in an ear l ier  pregnancy?      o no      o yes: 

Has you mother  or  a s ister had preeclampsia*?                o no      o yes: 

Previous pregnanc ies  ( tota l  number) :    

Of  these:  l ive  bir ths  (year /week  o f  de livery )  

               miscarr iages:  (year /week  o f  pregnancy)  

               Pregnancy terminat ions:  (year)     

               Ectopic  pregnancies:     
 
* Preeclampsia:  pregnancy toxaemia 
 
__________________________     _____________________________ 
  Date         Signature 


