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Please fill in this sheet as completely as possible in printed font! 

IMPORTANT: please bring your vaccination certificate, recent medical findings and current cancer 

screening to the appointment. 

Information provided by the male partner: 

Name, first name: 
 
if applicable, birth name: 

 

Date of birth / place of birth:  

Occupation:  

E-mail address:  

Height and weight: _________ m / ________ kg 

Do you have children? 
 

no              yes 
If yes, from this partnership?        no       yes    

Do you smoke? 
 
no               yes       If yes, how many cig/day: 
 

Was a semen analysis performed 
(Spermiogram)? 

no               yes        If yes, with what result? 
□ Normal result 
□ Abnormal result 

Do you suffer from a chronic 
medical condition? 

no               yes       specify: 

Previous operations? no                yes      specify: 

History of testicular lesion or 
injury? 

no                yes       specify/year: 

History of undescended testes as 
a child? 
 
 

no                yes       If yes, treatment: 
□ None 
□ Hormone therapy 
□ Surgery 

History of testicular 
inflammation? (e. g. mumps) 

no                yes        year: 
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Do/did you suffer from testicular varicoceles? 
If yes, was surgery performed? 

no               yes       
no               yes        year:  

Regular medication? 
 
 
 

no       yes        specify: 
 
 
 

Are any of the following anomalies known in 
your family? (mother, father, siblings, 
nephews, aunts, uncles)  

□ abortion 
□ premature/stillbirths  
□ Sudden infant death  
□ physical and/or mental disabilities 
□ cystic fibrosis  
□ orther: 

Is there a history of cancer in your family? 
 
 
If yes please specify family member and type 
of cancer: 

no               yes       
   
 
 
 

Have you already had any kind of fertility 
treatment? 
 
If yes, what kind of treatment? 

no                yes       
 
 
 

 
 
Name and address of urologist 
 
 
 

 

Would you like us to send a medical report to 
your urologist? 

no               yes         

 

 

 Place, Date       Signature 
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