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Patient Phone #:    
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Patient – Indicate Areas of Concern: Supporting documentation, if available: 
Infertility and Assisted Reproduction Recent Investigations (<6 months) 

o Infertility Investigation and Management o Laparoscopy or other gyne. surgery reports 

o Ovulation Induction o Relevant consult letters 

o Intrauterine Insemination (IUI) o Previous IVF cycle records 

o In Vitro Fertilization (IVF) o Semen analysis (most recent & any abnormal tests) 

o Donor Sperm Insemination o Relevant consult letters 

o Male Factor Infertility o Urological consult (if done) 

o Cycle Monitoring o Other:    

o Other:    


