' Southwest Florida Fertility Center, P.A.
REGISTRATION Jacob L. Glack, MD.

PLESErAT 15730 New Hampshire Court unit 101
I*t, Myers, F1. 33908
239.561.3430 Fax 239.561.6980

Date, Home Phone
Patient Last Name First Name Timal
Responsible Party (if 2 minor)
Street Address
City. State Zip.
Sex (OM LIF Age Birthdate Osingle DiMarried [JWidowed [ISeparated [ Divorced
Pationt Employed By, '

Business Address

Oc¢cupation Business Phone
Spouse {(or responsible party) Name Birthdate

Business Name and Address

Oceupation Business Phone
Who is responsible for this account? Relationship to Patient
Sotial Security # . Spouse's Social Security #

Do you have Medical Insurance? [1No [ Yes »  Iifyes,
Name of Primary Insurer

Contract # : : Group # Subscriber #

Name of Secondary Insuret (if any)
Contract # Group # Subseriber #
{1 Medicare (J Medicaid Claim D #

I Wellare, your numbet. County of

in case of emergency, who should be notified? Phone.

How did you learn of our practice?

ASSIGNMENT AND RELEASE

1, the undersigned, have insurance coverage with

Name of Insurancs Company

and assign directly to Dr. all medical benefits, If any, otherwise payable to me
for.services renderad, | understand that | am financially responsible for afl charges whether of not pald by Insurance. | hereby authorize the doctor
to rclease all information necessary to secure the payment of benefits. | authorize tho use of this signature on all my Insurance submissions.

Signature of Insured/Guardinn Date
MEDICARE AUTHORIZATION

( request that payment of authorized Medicare benefits be made either io me or on my behall 1o Dr.
for any services furnished me by that physician. | authorize any holder of medical information ahout ma to release to the Health Care Financing
Administration and its agents any information neaded 1o detorming these benelfits or the benefits payable for related servicas. | understand my
signature requests thet payment be made and authorizes release of medical information necessary to pay the claim. If "other heatth insurance”
is indicated In itom 9 of tha HCFA-1500 form, or elsewhere on other approved clalm fotms or electconically submitted claims, my signature authotizas
relaasing of the information 1o the Insurer ar agency shown, In Medicare assigned eages, the physician or supplier agrees to accept the ¢harge
determination of the Medicare carrier as tho full chargoe, and the pafient is responsible only for the deductitile, ¢oinsurance, and noncovered ser
vices. Coinsurance and the deductible are based upon the charge detormination of the Medicare ¢arrion

Benoficiary Simature j Date
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Southwest Florida Fertility Center, PLA.
Jacob L. Glock, M.D.
15730 New Ilampshire Court unit 101
1t Myers, F1. 33908
. 239.561.3430 Fax 239.561.6980

Financial Agreement

I am aware that | am responsible for understanding the rules and regulations of
ray insurance company. Therefore, it is my responsibility to obtain any and all
required authorizations from my primary care physician if necessary. |agree to
be responsible for any and all charges incurred as a result of not obtaining the
appropriate referral prior to my office visit. Furthermore, if at anytime, the claims
submitted to my insurance company are rejected for any reason, | agree fo be
responsible for alt charges and payments. | understand that this includes being
fully responsible for any balance, which may remain after insurance payments.

| understand that any supplies or medications obtained from the office of _
Jacob L. Glock, M.D, must be paid for af the time of service. The office will
provide me with a receipt to subrmit to my insurance company claims office.

| agree to immediately inform the office of Jacob L. Glock, M.D. of any changes
in my insurance slatus.,

| agree to make the office of Jacob L. Glock M.D, aware of any rider exclusions

to my insurance coverage, i.e. pre-existing conditions.

[ further understand, that at after reasonable attempts, by the office of

Jacob L. Glock, M.D., to collect on my account, should my account be turned
over fo an outside collection agency, 1 will not only be responsible for the unpaid
balance but the cost of callections efforts as well.

| authotize the release of any medical information necessary to process all claims
incurred in the office of Jacob L. Glock, M.D.

I authorize payment of medical benefits to the office of Jacob L. Glock, M.D. for
all supplies and services rendered. '

Patient Name Printed ' Date

Patient Signature Witness



Southwest Florida Fertility Center, '.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, F1. 33908
239.561.3430 Fax 239.561.6980

Patient Names:

Account Number:

Semen Auvalysis

I have been advised that Southwest Florida Fertility Center, P.A. docs not accept insurance
_payment for semen analysis nor will they bill insurance for semen analysis testing, X have been
. advised that if I have benefits for this service and I choose to utilize these benefits under my

insurance, X will be given a lab order for this testing to be preformed at an outside lab with the

results being sent to Southwest Florida Fertility Center, P.A. T further understand, should I

elect to have this testing performed at an outside lab, Southwest Florida Fertility Center, P.A.
“can not guarantee the integrity of these results,

. 1 have been advised that the fec for this service is $135.00 and is duc in full prior to the analysis
“being performed at Southwest Florida Fortility Center, P.A. I further understand that should
an outside office request this analysis, without first being established as a patient of
Southiest Florida Fertility Center, P.A. my results will be sent to the requesting physician and
I will be notified of the results by niy personal physician,

Finally, I have been advised that this acknowledgment will stand for any and all subsequent
semen analysis performed by Southwest Florida Fertility Center, I'.A.

Paticnt Signature Date

‘Witness Date



Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, FL. 33908
239.561.3430 Fax 239.561.6980

NOTICE OF HEALTH INFORMATION PRACTICES

This notice describes kow medical information about you may be used and disclosed and kow you can get aocess to this infurmation.
Please review & carefully,

. Undesstanding Your llealdt Recoed / laformation
- Each fime you visit a hospital, physician, or other healthéare provider, a record of your visitis made. Typmlly. this record contafag Your symptoms,
extnination and test rosilts, diagnascs, teatnicat, and 2 phaa for futare cars o treatment, This iafommation, often fefertod to =6 your bealth ac
tuedical qocoed, scoves o5t

- & basis for planaing your care and freatment .-
© A mcansg ofmnmmnmnonammgd)cmuybmld‘mfmmshwbo oonuimwtom e . -
. kogal document describing the care you reccived

. amemsbyvdnchyw«uhudpmypay«mvmﬁatmmbﬂldwmaduauymﬁu

a tool in education health prolessionsls
- & source of data foc medical rescanch '
tmmofmtommmrpuuwhul&oﬁ‘udsdmgcdmmmvmgmchwlwotmm
2 3ource of dath for facility planning aad ramketing
atoolwuthwhd:wmmmdmaunywmkmmpwwﬂmmmmd«mwemmwlﬁ‘m
- waderstanding of what is fa your recoed and how your health information is used to help you to: .
¥ cnsute K pOCUCISY
*  better undecstand who, whgvdmwhm.andwhymhqsmyammhﬂlﬂxmfm
.. mkcnmmfmddemmvdmudxonnngdmdmhm

I’a«r Ifau'tm Inﬁmm«u Rights ;
Although your healdh rocord is e physical pmpexty of Southwest Flar{da Fertility Center, P.A.. Jaoob L.Glock, M.D., the informiation belongs to
you. You have the right te: ' L

rqw:WMNwmuummdeofmmfmmtmxspmwdeJWﬁG‘R l64-522
obtin u paper copy of the notice of infommation pactioss wpon roquest .

inspect and copy your health recond as poovided for in 45 CFR 164.524

smend your health record as provided in 45 CFR 164.528
mmmmmgof&sdmmofm&eﬂﬂlmf«m«u provided ia 45 CFR 164.528

request cowmusications of your héallt information by alternative means oc at altcrative locations

.. mokcyourmhmmumtomudwdomlmuhmfomahmueeptwﬁwacmmmlmdwﬁrmm

Our Respotisibilities ,
“This ocganimtxon is tequired toz

taintaio the privacy of your heakh infommation

provide you with amtlwasloouﬂcgaldmmdpnwpmcamwxﬂu@podh m(‘ocw#io«wcmllcctmdmmmm shout you
abide by the texas of this notice

netily you lfmmunablewagmtoawqumcérauwtm ’ " .
acoommodate reasonable roquest you may kaveto coaunuaicate heslth infonnation by slternative means ox st altcrmative: locatioas

W reserve the right to &mngpmmmd to make fhe now ptwmousdt‘owwrwan prowaedhalﬂxmtomatimwmm Hiould our
. mformﬁmpmcumdmgc.mvnﬂml awvwodmhocbﬂwaddmﬂym‘vewpﬂwiwvs .

Wewd(notmordtsdoscymn‘hulth infosmation w:ﬂwulyourmthomahon m:eptasdesm‘bcd in this potice. .
For More Iﬂﬁrma(wm or 20 Report « Problest
If you lave questions and would like additional fnformation, you may contact the directoc of healths information mﬁnﬂzm‘ *(239) 561-3430.

IF yok believe your privacy fights bave been violated, you caa file s compleint with the direttocof Iicalth inforpation managewmettt o widh the
Secrtary of Health and Humaa Services. Theee will beno retalistion for filing a complaint.

. Examptes of Disclosures for Treatment, Paymert, and Healtk Opeﬂt(iom‘
Wewlll use pour healeh information for treatment.

Forcxample: Informution oblained by a aurse, physician, o other member of our staff will be recorded in your tecord and used (o determitic the
course of treatment that should work best foc you. Dr., Glock will documient in yaur record his expectatbas of the anembers of out staff. The staff
will then tecocd the actions they have takien and their observations. In that way, Dr, Glock will kaow how you are responding 10 tecatment.

| We will atso peovide Dy, Glock or a subsequent health care provider wnlh copies of various reports that should assist fiim or hier in treating you once
you're dischaged from our olfice or hospital if applicable.

‘e 4> a9

'oou&n



VU sl Y LS ST

Boythwest Flarida Fertility Center, I.A.
NOTICE OF HEALYH INFORMATION FRACTICES
P-'lge two of two

We will use yaur health information for payment,

Forexamplez. A bill may be scnt to yau or a thicdparty payer. The information on or zccompanying the bill may include information that identifies
you, as well a5 your diagnosis, procedurc, and supplies used.

Wewill use your health information for regular health operations.

For example: Metnbers of the modical staff, the tisk or quality & mprovemmt mmag«, or tncmbers of the quality improvament team may use
information ia your health rosord 1o asscss the cace and outcomes it Your case and others like it. This information will then be used in an cffort to
continually improve the quality snd effoctivencss of the heslth cace and service we povide:

Federal Government: Dueto the Centers for Disease Control sad Prevention (CDXC) impleroenting The Fertility Clinic Success Rate and
Certficcttion Act of 1992 (FCSRCAY, mombers of the medical staff must submit information related to all in vitro fertilization cycles to tho Sociddy
forAssisted Reproductive Technology (SART) wha will thea forwaed the information to the CDC. -

. Busingss Associates: Thmutmcmowpmwdedmwmgmmnonthmughmmuw{mmmmw Etmphcumhdcdugmsﬁc
... Setviccs, certain laboratory test, aad ancsthesia, When thesc services are contractsd, we may disclose your health informstion (0 our Business

Asppciates 2o that they can perfonu the job we” vcuskcdﬂmutodomdbxl(youuywaurdpanypuyufotmmm Toprotect your
beabh information, however, we require the business associate to approprixtely safeguard your information. -
" Nelificazion: Wcmymwdmdmemfmmtomhfy«m&tmnmfymgamﬂymmb«,p«wwxqmmw,wmmlgmn
responsible for your care, your location, and gencral condition.
Conmunication with family: Health peofessionals, using their best judgeacot, may disclose to a fanily member, other relative, close personal friend
omyod\crpawnmndmfr,huld\ufomnmmdcvwwﬂlatpmsmdmmtmywmwmmtndﬂﬂdwywm

Rescarck: WomfmmmhmwmmwmmmmmWMWmmWWdem mwwoddtc
mdxprqwsalundedablwbedpr«ooﬂsmmmmcmmcy of yout health infoomation,

Organ / Tissie pmaa‘mml argawatzons' Coasistont with applicable Liw, we may disclose health information to organ procurement mmﬂﬂs
- orohcrmtih&mgagodmthcptmneut,hmhn&ummmmmofurgamf«mmwofnmdonmmmdmhﬂt .
 Forexuniple: Members of our staff are roquired to notify the differcat Sperm Banks of peognancies resulting from donated spema.

‘Marketing: We may contact you 10 provide appointmest mmdmwmfomuﬂonaboummaxtqmﬁwsuuhwhdwmwmd
serviecs that may be of interost to you.

., Fool and Deug ddwdnistration (FDA): We smay disclose to thie FDA he:dth nfoamation mlatwc 1o adverse cvents with respect to food, Nllplmmfs

MmmmwmwmnmﬂgmlmMmmchmw&mmmmﬁ .

Workers compensation: Wemay disclose hoalth information to the extent autharzed by sad to the axtentueccssary to mmvl? with laws rclating to
wotters coapeisation ot other similer programs catablistiod by law.

Public Health: As tequired by law, we may disclosc your health informstion topubhchcalth o legal aummtm cimzedmdmwmﬂaw
_controlting discase, injury, or disability.

Correctional institution: Shmwymbeunmmofumm\ﬂmmmmmydsdmwﬂwmmwoﬂ&m‘s WM“*WW
necessacy foe your health and the health and eafety of otherindividuals,

Law enfarcement: We may disclosc health information for law enforoement pusposcs as mqmmd by law or ia response to & valid subpocns.

" Fedeal Jaw makes provision foc yous health infotmation to be releated 10 an appropriste health oversight agency, pubhchdnhamhotﬂ&'.omtmw
. provided that a work fmmanbaocbusmmmmbdnmmgoodfaﬂndnuwe!mv‘:mgagedmuﬂwﬁnmnductorhawoihu‘m“ohwd
‘ pco&ssmalurdhimlmndatdsmdarepoteumﬂy mdangmngoneumorepauem,wo&as or the public.

" Effective Date:  April 10, 2003

v

» Patient Signature Dade

" Witness Date



Seuthwest Floxida Fertility Center, I'.A,
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, Fl. 33908
239.561.3430 Fax 239.561.6980

Chauge in OQffice Jolicy

Dcar Patient,

As I am suce you aré aware of the new privacy haws, which become effective Ayl 14, 2003, it will be
necessary for our office to change some of our comreat procedures. The cliangss (which ate required by

law) are for your Ueaefit in order lo make sure that you can be confident that your private health care
information is secure. )

"+ Wlea calling the office and roquésting information. you will be asked for the ast 4 mumbers of
. your social security number. If we arc unable 10 verily with \whom we are talking we will not
. -relcase information. If you age havittg your spouse o sotmeoae clse contuct the office on your
belulf, this person () must be noted on this form along with the fast 4 numbers of theix social
' :ewrily number aod the relationship to you. You may make changes at aay time by updating this
orin, -

.+ IFyou are picking up forms, prescriptions or other information you will be asked to verify your
catire social security nusiber bofore we can give you the information. Fleasc understand that this
is for yourbenefit. We are requiced by law to safe yuard your private bealtheare L
_ information, The stafl will iy to accommodate you as best they can, however, they are requircd
1o ask for thig information. ‘

- If you are requesting owr staff to releasc private healthcare information, you iust complete the
Request for Access to Patieat’s Health Infornation form. We are no longer able to acoept 2
written note requesting medical infotmation.

= IfDr. Glock is refecring you to another physiiziau for copsultation, obstetticit earg, cle. you must .
complete the Patiete¢ Authorization to Use or Disclasé Protected Healds Information Paticnl
© Referral to Specialist form,

«+ Effective imuediately, our office will not forward { copy any protected Liealth information .
receivod from another offioe / physician. This information is soldly intended to aid Dr. Glock i
his medical assesstaent of your condition and dods not reflect lus care of yous medical treatment.

. Therefore, should you require a copy of your previous protected health information, you will need
%o requost it form the provider of servioes. S '

In<losing, our staff appreciates your paticace and understanding of these changes

. The followitg person (s) may have access to-my private health care information:

Name . Relationshi L,A_SLA_L!NMS—E :

Patient Signature Date



Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshirc Court unit 101
Ft. Myers, Fl, 33908
239.561.3430 Fax 239.561.6980

Patient Counsent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations ‘

L__ . o , understand that a5 part of my bealth care, Southwest Florida chﬁlity Center, P.A.
origittes and maintains paper and/or electronic vecords describing my health history, symptoms, examination and test results, diagnoses, treatment,

and aty phans for future care or treatment. [ understand that this information scrves as:

A basis for plantiing my eirc and treatment, ’
Anicans of commxuunication amongg the many health professivaals who contribute to my eate,
A source of infosmation for applying my diagnosis and surgical information to my bitf
Amesns by which o thindparty payer can vetify that servioes billed were actually provided, and
+ Atov| for routine kealthcars opecations such as assessing quality and reviewing tic compeienoe of healtheare professionals

¢ 4 -0 & &

I understand and bave bocn provided with a Notice of Informetion Practices duat provides a more complete description of information uscs and
-disclosres, I understand that I have the following rights aud privileges: .

+  Theright to review the notice prior to signing this conseat,

+  Thetight (o object 1o the use of my health informstion for ditectory purposes, and ;

+  The right to request restrictions 85 to how my health infornation may be used or disclosed to carry out treatment, payment, o bealth care
operations .

. . - . . . . 1 may revoke this
I undastand that Southwest Florida Fertitity Center, P4, is nof requiced 10 apree to te restrictions requested. 1 understand that 1 m: e Mt
cowsall it wriling, except to the extent that the ongaaization has already take action in rdhnw&m.-lﬂsouqdmﬂﬂmbylﬁiﬁmqh sign this
conss or revoking this conscat, this organization may refuse to treat me 3¢ permitiod by Section 164,96 of the Code of Foderal Regalations.,

I further waderstand that Southwest Flocida Fextility Center, P.A. rescrves the right to change their rotice and practioes and prior to impleu:
ia accordance with Section 164.520 of the Code of Fedoral Regulations, Should Southwest Florida Fertility Coater, P-A. change their notice, they
will sond @ copy of any revised notice to the address 1Mve provided (wliether ULS. mail o, if { agree, cmail).

1 wish o have the following restrictioas to the use or disclosure of my bealth information:

' undorstond thiat a5 pact of this ocganiztion’s treatment, paywment, or health care opexations, it may bocote nocsary to disclose my protectod health
information to another catity, and [ consent ta such disclosure for these pormitted uses, indluding disclosures via fax. -

[fullywderstaind and  accept  /  decline  the toms of this consent,

. Paticat's Signature

Date

FOX QFFICE USE ONLY

[ ] Conscatroccived by . on
(1 Consent sefuscd by patient, and treatracnt refusod as pesmwitted.
[ ] Conscatadded to the patient’s medicat record on




AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION

PLEASE PRINT CLEARLY

To: Physician: e
Address:
City/State/Zip:
Phone: - { )
Fax: | - )

You are hereby authorized to releasc and disclose the information from my medicat record. | agree tothe release
and { or faxing of all of my medical records including records pertaining to HIV, sexually transmitted diseascs,
drug  alcohol abuse and psychiatric records to Southwest Florida Ferfility Center, PLA., Jacob L. Glock, MD,

Patient Name: S Date of Birth:

Social Security Number: . Medicat Record Number:

Pleaso Include: (Patlent must Inltial each request)

. Physician I Nurse | Staff Notes and [ ot Dictation

e - Pertinont X-Ray copies and { or Narratives

—___ labValues, including HIV and Hepatitis

een— Pathology Reports

e Operative ﬁepods ,

—er Esychiatric Records

—. Medical Records from other Physicians contained within my chart-

Other:

Forward Medical Records to:

Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D. ,

15730 New Hampshire Court uait 101

Ft. Myers, FL. 33908

239.561.3430 Fax 239.561.G980

Signature of Consenting Party Date:

Retatlonship if other than patient

Witness ' Date



Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft, Myers, Fl. 33908
239.561.3430 Fax 239.561.6980

PLEASE PRINT CLEARLY

Identifying Data

Date: .
Your name Partners narmc,

Your age Birth date Height Weight

Your occupation

Years of formal education

Length of marriage (or relationship)

How long have you been trying unsuccessfully to get pregnant?

Haves you previously tried to get pregnant?

Reuson for your vist today

Do you have a Gynecologist? If ycs, who?

Whcn was your last pap smear? Date: Musmmogram?  Date:
Pregnancy History
Times pregnant Ter births Premature births Miscarriages
Elcctive abortions Adopted children
mig- Elcetive Months Iofertility Weight Complications s current
Date carriage abortion Fctopic___to conceive treatment & sex or _c-section partner father
1.
2.
3.
4,




Southwest Florida Fertility Center, P.A,
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, F1. 33908
239.561.3430 Fax 239.561.6980

Contraceptive Use

Type From when_to when Reason discontinued

1.

2. . -

Operations and Hospitalizations

Date Diagnosis Operation Wheie Performed Physician
1,

2.

3

4.

Medication: ’
Please list all preseriptions and over- the-counter drugs used during the past year.

Drug Deosage and Frequency From when to when Reagon for taking

1.

2.

3,

4.

5.

Allergiey

To what drug or substance When Reaction

1.,

2.

3




Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshirc Court unit 101
Ft. Myers, Fl. 33908
239.561,3430 Fax 239.561.6980

Menstrual (hormonal) history

First day, actua] flow not spotting, of your last menstrual period

Your age at your ficst period

Arc your pcriods regular

How many days form onsct to onsct

How many days docs your period last

Do you bleed between periods
Do you have premenstrual symptoms U Almost slways O Rarcly O Never
Vigorous exercise: Type Hours/week
1If you have a hotmonal disorder, please specify type and trestment
Pelvic pain/cramps: [ none {3 during your period [J before your period O after your period
7 at mid cycle J during intercourse 03 with urination O with bowsl
movement

[ causc you to miss usual activities

Pelvic pain/ cramps are: £l mild O moderate [ severe

3 cause you to miss work/school

{1 petting worse [ improving 3 not changing

U on the right side [ on the ledl side O in the middlc

Do you have or have you had:

Hot flashes oYes oNo Increased facial or body hair oYes 0No
Breest discharge oYes oONe Increased acne oYes  DNeo
Vision problems oYes oNo Weight gain greater than 10 pounds oYes DNo
Poor sense of smell oYes 2No Weight loss greater than 10 pounds ©Yes 0ONo
Chronic headache oOYes ©BNo Special dietary habits oYes oNo
Heud injury oYes oNo Vomiting oYes aNo
Seizures aYes oNo Autoimmunc oYes oNo
Thyroid Disorder 0Yes oONo Psychiatric treatment oYes oMo
Excessive stress oYes oNo Diabetes DYes aNo

If you answered yes to any questions, please cxplain




Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, F1. 33908
239.561.3430 Fax 239.561.6980

Physical Conditions/ Infections

Do you have or have you had

Pelvic infection oYes nNo Abnormal uterus oYes oNo
Chlamydiz v Yes oNo Colitis or cnteritis u] Ye§ o No
Antichlamydial antibodics oYes oNo Endometriosiz aYes aNo
Gonorrhes aYes oNo Pelvic Adhesions ODYes @No
Syphilis oYes 0ONo Ovarian cyst oYes 0ONo
Mycoplasma DYes wuNo Utcring fibroids oYes @aNo
Ureuplasma oYes aNo Taxoplasmosis oYes oWNo
Tubereulosis " aYes oDNo PES exposurce

Cytomcgalovirus (CMV) oYes oNo in womb oYes 0ONo
Cervicitis oYes oONo Recutring vaginitis oYes oNo
Genital hetpes O Yes Au No Abnarmal pap smears oYes oNo
Genital warts/ condylotna oYes oONo Cryo (freesing) or

Trichomanas oYes @ONo surgery of the cervix oYes oNo
tlow many limes per waek do you have sexual intercourse?

How many limes do you have intercourse avound ovulation?

Do you use hubricants (or intercourse? Tf yes, what?

Do you douche before or after intercourse?

Number of curpent sexual partners;

Number of total past scxual partners;

Have you ever iricd coneciving with another partner? 0Yes ONo
Problems with conceiving in your previous relatiotiship? aoYes 0No



Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, FL. 33908
239.561.3430 Fax 239.561.6980

Other Medical History

Cigarcttes ~packs smoked per day

Aleohol-type and numbcr of drinks/weck

Marijuana-amount

Other drugs-type and amount

Evcr used intravenous drugs

Caffcinc drinks per day

Radiation Expostre

Toxic exposurc

Elcctric blanket use

List all serious or chronic illnesses or injuries not alreudy described

Do you or your family members have: [ infertility [1 hormonal disorder [ other inherited disorders

If yes, please explain




Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Harnpshire Court unit 101
Ft. Myers, Fl. 33908
239.561.3430 Fax 239.561.6980

Partner’s Medical History

Your partnet's age _ Occupation

List all scrious or chronic illncsscs or injuries

Mcdications

Cigarettes-packs smoked/day

Alcohol-type and number of drinks/wesk

Marijuana-amount

Other drugs-type and amount

Ever use intravenous drugs

Caffeine drinks per day

Radiation exposure

Toxic exposure

Electrie blanket use

Hot tub or sauna use

Any problems with ¢rection or gjaculation

Has a vemen analysis cver been abnomal

Has your partner seen 2 doctor for infertility evaluation

Doctor

Diagnosis

Treatment

Has your partner cver initiated any pregnancies in the past?

Number of pregnancics?

0 Yes

oNo

Nunber with current partner?

When was the most recent pregnancy?

Number ol current sexual partners;

Number of total past sexusl partners;

How muny times per week does your partner have sexaal intercourse?




Southwest Florida Fertility Center, P.A.
Jacob L. Glock, M.D.
15730 New Hampshire Court unit 101
Ft. Myers, F1. 33908
239.561.3430 Fax 239.561.6980

Partner’s Medical History Continucd

Has your partuer ever tried concsiving with another partnier before? oYes DONo
Moblems with conceiving in previows relationship? cYes @No
Any inherited diseases in your partner's family

Dose your partner have or has he had:

Chlamydia oYes oNo Vasectomy oYes oONo
Antichlamydial antibodics oYes 0ONo Vaseclomy reversal nYes oNo
Gonorthea oYes 0ONo Varicocele oYes 0ONo
Syphilis Yes 0ONo Vanicocele surgery oYes 0oONo
Mycoplasma aoYes o0oWNo Biapsy of testicles oYes n0No
Ureaplasma nYes ONo Hemia surgery oYes 0No
Tuberculosis uYes oNo Abdominal surgery vYes uwNo
Cervicitis uYes aNo Cancer oYes 0No
Genital hetpes oYes aNe High blood pressure oYes oNo
Genital warty’ condyloma oYes oNo

Diabetes : aYes oNe Colitis oYes oNo
Urethritis/epididymitis oYes aNeo Seizures oYes aNe
Prostatitis oYes oNo Psychiateic (reatment nYes uNo
Penile discharge or pain tnYes oNo Excessive stress oYes oNo
Undescended testicle OYes ONo Strenuous exercise oYes oONo
Injury to the testicle(s) oYes oONo Tight undevwear oYes ©Ne
Mumps with injury to testicles Physical abnormafity oYes dNo
injury to testicles oYes 0ONo DES cxposure in wornb uYes oONo



Previous Treatment

Cestmen

Southwest Florida Fertility Center, P.A.

Patient

Antibiotics

Name of

Jacob L. Glock, M.D.

15730 New Hampshirc Court unit 101

Ft. Myers, F1. 33908
239.561.3430 Fax 239.561.6980

How many Dosage Approx.
Partner months (in known) dates taken

PRSI, [P

Provera
(t bring on menses)

Clomiphehe (Clomid)y
hCG (Profis)
Progesterone in Qil
Crione 8% gel
Follistim

Gonal-F

Pergonal

Repronex

Lupron 2 week kit
{aupron monthly dose

ntrauterine
Insemination

Insemination with
Donor sperm

IVF
1CSi
GIFT




