
GRACE, GOALS, & GUTS  

FERTILITY ASSESSMENT 

Date: _________________________ 

Referred by: _______________________________

 

 

Name: ________________________________________________ 

Address: _____________________________________________ 

________________________________________________________ 

Age/DOB: ____________________________________________ 

Height & Weight: ____________________________________ 

Phone: _______________________________________________  

Email: ________________________________________________ 

Occupation: __________________________________________ 

 

Partner Name: _______________________________________ 

Partner Age/DOB: __________________________________ 

Height & Weight: ____________________________________ 

Partner Phone: ______________________________________ 

Partner Email: _______________________________________ 

Partner Occupation: ________________________________ 

 

---------------------------------------------------------------------------------------------------------------------------------------- 

 

FERTILITY: 

How long have you been trying to get pregnant? 

 What have you tried to get pregnant? 

 

Have you figured out your most fertile days/do you know when you ovulate? 

 

How do you track ovulation? 

� Basal Body Temp  

� LH strips   

� Cervical mucus/position   

� Other: 

 

Have you had any fertility treatments?  

If so, when and what? 

 

Have you had your hormones tested?  

If so, what cycle day and what were the results? 

 

Have either of you had children previously? 

Have you ever taken meds to help you ovulate or had your fallopian tubes examined by a doctor (HSG)?  

 

 

FEMALE:  

Do you smoke tobacco?  

If so, how often? 

Do you drink alcohol? 

If so, how much/week? 

Do you exercise?  

If so, explain what type and how often. 

How many times have you been on antibiotics in the last year?       Often as a child? 

Have you ever been hospitalized? Major illness or surgeries? 



 

PREGNANCY HISTORY 

Have you had previous pregnancies?  

If so, any complications? 

Have you ever had a miscarriage? 

Have you ever had an abortion or D&C?  

 

 

CYCLE SPECIFICS: 

How old were you when you started having periods?     

 Do you remember having any issues? 

Date your last period started: 

Are your periods regular?  

If yes, how many days is your cycle?   

If no, how many periods per year do you have?  

How many days do your periods typically last?  

What is your flow like?  

Do you have large clots?    Bright red or dark or brownish?  

Have you been diagnosed with endometriosis or PCOS?  

What type of contraception have you used in the past? For how long? 

Any contraceptive complications:  

When did you last use contraception?  

 

 

SEXUAL HISTORY: 

How often do you have intercourse? 

Do you use anything other than missionary position when trying to conceive? 

Do you use lubricant? If so, what?  

How do you time intercourse to conceive? 

 

 

GYN HEALTH (check any that apply)

� Abnormal pap smear 

� Cervical biopsy 

� STD 

� Vaginal yeast infections 

regularly 

� Abnormal vaginal 

discharge 

� Pelvic inflammatory 

disease 

� Ovarian cysts or fibroids 

� Thyroid problems 

� Breast cysts 

� Anatomical abnormalities 

in your pelvic area 

� Abdominal surgeries 

 

 

STRESS AND MENTAL HEALTH: 

How would you rate your overall mental health?  

�    Average  �    Above average   �    Below average 

Do you see a therapist? 

Are you anxious or depressed often?  

Do your emotions or moods change easily or frequently? 

Are you and your spouse on the same page when it comes to trying to conceive?  

Rate level of stress from 1 (extremely low) to 10 (extremely high):  



Health History: (circle and put diagnosis year by all that apply) 
� Allergies 

� Anemia 

� Anxiety / Depression 

� Arthritis: _______________________ 

� Asthma 

� Autoimmune: __________________ 

� Cancer 

� Chronic fatigue 

� Crohn’s or Ulcerative colitis 

� Diabetes: _______________________ 

 

 

 

� Eczema, psoriasis, dermatitis 

� Endometriosis 

� Epilepsy/seizures 

� Fibromyalgia 

� Food allergy/sensitivity 

� Fungal infections 

� Gallbladder issues/removal 

� Gout 

� Heart disease/attack 

� Heartburn/reflux 

� High blood pressure 

 

� High cholesterol 

� High triglycerides 

� Hypoglycemia 

� Kidney disease/stones 

� Lung disease 

� Liver disease 

� Miscarriage 

� Osteoporosis 

� PCOS 

� Thyroid disease 

� Other: ___________________________

 

Family history of any of the above? Please list: ________________________________________________________________ 

- Did any close relatives have fertility problems? If so, what?  

 

 

List current medications you are taking:  

 

 

 

 

 

 

What supplements (with dose) do you take?  

 

 

 

 

 

 

List dietary limitations, food allergies or sensitivities that you are aware of 

 

 

 

 

What do you typically eat for… 

Breakfast: 

 

Lunch: 

 

Supper: 

 

Snacks: 

 

Beverages: 

 

How much water do you drink/day? _________________________ 

How often do you eat out? __________________________ 

Who does the shopping and preparation for meals? ___________________________ 

Does a meal or snack typically hold you at least 3 hours?  Y  /  N  



HOW OFTEN DO YOU EXPERIENCE THE FOLLOWING: 

(1= SELDOM,  2= SOMETIMES,  3=OFTEN) 

 

 1 2 3  1 2 3 

Food cravings (sweet, salty, fast food)    Bad breath    

Not satisfied after eating    Excessive burping    

Headaches/shakiness if meals delayed    Heartburn/Reflux    

Irritable or "hangry" between meals     Gassy following a meal    

Eat while reading, tv, computer etc.    Bloating/Fullness in gut    

Rely on caffeine for energy     Constipation    

Afternoon sleepiness     Diarrhea    

Trouble sleeping through the night    Less than 1 bowel movement/day    

Excessive appetite or binge eating     Nausea/Vomiting     

Fatigue that is relieved by eating     Stomach pain    

    Intestinal pain / discomfort    

Cramping with periods    Undigested food in stool    

Irregular or skipped periods     Fungal infections (athlete’s foot, 

yeast infections etc) 

   

Painful or heavy periods     Drop in energy after meals    

Very light periods         

PMS or mood issues around cycle     Daily stress level is high    

Breast tenderness around cycle     Sleep less than 7 hours/night    

Spotting between periods     Difficulty falling asleep    

Digestive symptoms around cycle     Struggle with energy levels     

Excessive body hair growth    Depression or anxiety     

Low sex drive     Headaches / Migraines    

Oily skin & hair    Bumps on arms     

Night sweats or hot flashes    Skin conditions (eczema, acne, 

dermatitis, psoriasis) 

   

Thinning, dry, or brittle hair (scalp or 

eyebrows) 

   Muscle/Joint Pain    

Vaginal dryness     Dry eyes     

Sleep disturbances around period    Bruise easily    

Feel cold often /cold hands and feet     Catch colds/illnesses     

Fluid retention    Sinus drainage / excess phlegm     

Ovarian, breast cysts or fibroids    Bags / dark circles under eyes    

Pain with intercourse    Unexplained weight gain or loss    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



MALE SECTION: 

Have you had a sperm analysis or fertility workup?  

If so, results? 

Have you had your hormones tested?  

If so, results? 

Have you ever had trauma to the testicles that caused swelling or a doctor visit? 

Did you get the mumps after puberty?  

Do you smoke tobacco?  

If so, how often? 

Do you drink alcohol?  

If so, how much/week? 

Do you exercise?  

If so, explain what type and how often. 

How many times have you been on antibiotics in the last year?        Often as a child? 

Do you take hot baths, use a sauna, or hot tub?  

Do you sit with a computer on your lap for long periods of time? 

 

STRESS AND MENTAL HEALTH: 

How would you rate your overall mental health?  

�    Average  �    Above average   �    Below average 

Do you see a therapist? 

Are you anxious or depressed often?  

Do your emotions or moods change easily or frequently? 

Are you and your spouse on the same page when it comes to trying to conceive?  

Rate level of stress from 1 (extremely low) to 10 (extremely high):  

 

 

Health History: (check all that apply) 
� Allergies 

� Anemia 

� Anxiety / Depression 

� Arthritis: _______________________ 

� Asthma 

� Autoimmune: __________________ 

� Cancer 

� Chronic fatigue 

� Crohn’s or Ulcerative colitis 

� Diabetes: _______________________ 

 

� Eczema, psoriasis, dermatitis 

� Epilepsy/seizures 

� Fibromyalgia 

� Food allergy/sensitivity 

� Fungal infections 

� Gallbladder issues/removal 

� Gout 

� Heart disease/attack 

� Heartburn/reflux 

� High blood pressure 

 

� High cholesterol 

� High triglycerides 

� Hypoglycemia 

� Kidney disease/stones 

� Lung disease 

� Liver disease 

� Miscarriage -partner 

� Osteoporosis 

� Thyroid disease 

� Other: ___________________________

 

Family history of any of the above? Please list: ________________________________________________________________ 

- Did any close relatives have fertility problems? If so, what?  

 

List current medications you are taking:  

 

 

 

 

What supplements (with dose) do you take?  

 

 



List dietary limitations, food allergies or sensitivities that you are aware of 

 

 

 

 

What do you typically eat for… 

Breakfast: 

 

Lunch: 

 

Supper: 

 

Snacks: 

 

Beverages: 

 

How much water do you drink/day? _________________________ 

How often do you eat out? __________________________ 

Who does the shopping and preparation for meals? ___________________________ 

Does a meal or snack typically hold you at least 3 hours?  Y  /  N 

 

 

HOW OFTEN DO YOU EXPERIENCE THE FOLLOWING: 

(1= SELDOM,  2= SOMETIMES,  3=OFTEN) 

 

 1 2 3  1 2 3 

Food cravings (sweet, salty, fast food)    Bad breath    

Not satisfied after eating    Excessive burping    

Headaches/shakiness if meals delayed    Heartburn/Reflux    

Irritable or "hangry" between meals     Gassy following a meal    

Eat while reading, tv, computer etc.    Bloating/Fullness in gut    

Rely on caffeine for energy     Constipation    

Afternoon sleepiness     Diarrhea    

Trouble sleeping through the night    Less than 1 bowel movement/day    

Excessive appetite or binge eating     Nausea/Vomiting     

Fatigue that is relieved by eating     Stomach pain    

    Intestinal pain / discomfort    

Daily stress level is high    Undigested food in stool    

Sleep less than 7 hours/night    Fungal infections (athlete’s foot, 

yeast infections etc) 

   

Difficulty falling asleep    Drop in energy after meals    

Struggle with energy levels         

Depression or anxiety     Catch colds/illnesses     

Headaches / Migraines    Sinus drainage / excess phlegm     

Bumps on arms     Bags / dark circles under eyes    

Dry eyes     Unexplained weight gain or loss    

Bruise easily    Skin conditions (eczema, acne, 

dermatitis, psoriasis) 

   

    Muscle/Joint Pain    

 


