
Patient Forms
Contact Information

Patient

First Name: ______ Last Name: ______ Middle Initial: ______ Marital Status: ______

Best Ph # To Reach
You: ______

OK to leave a message?:
Yes  No 

2nd Best Ph # To Reach
You: ______

OK to leave a message?:
Yes  No 

Date Of Birth: ______ E-mail: ______ Age: ______ Address: ______

City: ______ State: ______ Zip Code: ______ DRIVER'S LIC: ______

State: ______ Occupation: ______ Work Hours: ______ Employer: ______

City: ______ State: ______ Zip Code: ______

Do You have Partner ?: Yes  No 

Partner

First Name: ______ Last Name: ______ Middle Initial: ______ Marital Status: ______

Best Ph # To Reach You:
______

OK to leave a
message?: ______

2nd Best Ph # To Reach
You: ______

OK to leave a
message?: ______

Address: ______ City: ______ State: ______ Zip Code: ______

Date Of Birth: ______ Age: ______ DRIVER'S LIC: ______ ST: ______

E-mail: ______ Occupation: ______ Work Hours: ______ Employer: ______

Employer Address: ______ City: ______ State: ______ Zip Code: ______

Yes  No 

Referral information

WHOM MAY WE THANK FOR THIS REFERRAL? Physician  Friend  Seminar  Internet  Support Group 
Physician (Name): _______________

Insurance information

Patient

PRIMARY INS: _________ Insured’s Name: _________ Insurance ID: _________



Type : HMO  PPO  POS  EPO  OTHER 

CLAIMS ADDR: _________ City: _________ State: _________

Zip Code: _________ Phone: _________

Do You have Partner?: Yes  No PRIMARY INS: if Yes______________

Emergency contact person (not living with you):
_____ Relationship: _______ Insured’s Name: _______

Insured: HMO  PPO  POS  EPO  OTHER 

CLAIMS ADDR: __________ City: _________ State: ________

Zip Code: ________ Phone: ________

Do you have document to upload?: Yes  No 

Upload Front Insurance: ________________

Upload Back Insurance: _________________

Patient's signature:
__________ Date: __________

Partner's signature:
__________ Date: __________



Infertility History
Has a Penis

First Name: ___________ Middle Initial: ___________ Last Name: ___________ Age: ___________

Date of Birth: ___________ Occupation: ___________ Home Street Address:
___________ City: ___________

State: ___________ Zip/Postal Code: ___________ Country: ___________ E-mail: ___________

PATIENT MEDICAL HISTORY AND INFORMATION

Reason for Visit: Infertility Evaluation  Sperm Insemination  Other 
Reason for Visit (Other): ____________

What are your expectations for this visit?: ______

Any questions you wish to address: ______

List current medications: ______

List any current medical problem(s): ______

How many caffeinated beverages (coffee, tea, soda) do you drink per day?: ________

Do you smoke cigarettes?: Yes  No  Quit 
How many/day?: ____________ How many years?: ____________
If Quit, When: _____________

Do you drink alcohol?: Yes  No 
If you drink alcohol:

 Beer
 Wine
 Liquor

Per week: ______

Do you use marijuana, cocaine, or any other similar drug?: Yes  No 
please describe: ______

Do you exercise?: Yes  No 
please describe: ______

Physician Notes (for office use only): _______

Have you been evaluated by a urologist?: Yes  No 

Have you previously conceived with another woman?: Yes  No 
How many times?: ______

Have you had a semen analysis?: Yes  No 

Do you have difficulty with erections?: Yes  No 



Do you have retrograde ejaculation of sperm into the bladder?: Yes  No 

Have you had any of the following sexually transmitted diseases or pelvic infections?: Yes  No 

Check all that apply:
 Chlamydia
 Gonorrhea
 Herpes
 Genital warts/HPV
 Syphilis
 HIV/AIDS
 Hepatitis
 Other

Other: _________

Any medications? : ______

Have you had a vasectomy?: Yes  No 
Date: ______

Have you had a vasectomy reversal?: Yes  No 
Date: ______

Have you had hernia surgery?: Yes  No 
Date: ______

Did you undergo any bladder or penis surgery as a child?: Yes  No 
Date: ______

Have you had chemotherapy for cancer?: Yes  No 
Date: ______

You allergic to any medications?: Yes  No 
Date: ______

SPOUSE PATIENT'S SIGNATURE ___________

Date(Patient): ___________

Do you have a spouse/partner? : Yes  No  other 
Please Specify:________

PARTNER MEDICAL HISTORY AND INFORMATION

My partner has a penis

List current medications : _________

List any current medical problem(s): _________

How many caffeinated beverages (coffee, tea, soda) do you drink per day?: _________

Do you smoke cigarettes?: Yes  No 
How many/day?: ____________ How many years ?: __________

Do you drink alcohol?:

Yes  No 



If you drink alcohol:

 Beer
 Wine
 Liquor

Per week: ______

Do you use marijuana, cocaine, or any other similar drug?: Yes  No 
If Yes, please describe: ____________

Do you exercise?: Yes  No 
If Yes, please describe: ____________

Physician Notes (for office use only): _________

Have you been evaluated by a urologist?: Yes  No 

Have you previously conceived with another woman?: Yes  No 
How many times? ____________

Have you had a semen analysis?: Yes  No 

Do you have difficulty with erections?: Yes  No 

Do you have retrograde ejaculation of sperm into the bladder?: Yes  No 

Have you had any of the following sexually transmitted diseases or pelvic infections?:

Yes  No 

Check all that apply:
 Chlamydia
 Gonorrhea
 Herpes
 Genital warts/HPV
 Syphilis
 HIV/AIDS
 Hepatitis
 Other

If Other, Please Describe: _______________

Any medications?: ___________

Have you had a vasectomy?: Yes  No 
Date: ____________

Have you had a vasectomy reversal?: Yes  No 
Date: ____________

Have you had surgery for varicocele repair?: Yes  No 
Date: ____________

Have you had hernia surgery?: Yes  No 
Date: ____________

Did you undergo any bladder or penis surgery as a child?: Yes  No 



Date: ____________

Have you had chemotherapy for cancer?: Yes  No 
Date: ____________

You allergic to any medications?: Yes  No 
Date: ____________ Please list and describe reactions: ____________

SPOUSE PARTNER'S SIGNATURE : ________________

Date(Partner): ___________

Physician Notes (for office use only): ____________



Email Consent
Patient Name: _____________

Patient E-mail Address: _____________

RISK OF USING EMAIL

Coastal Fertility Medical Center (CFMC) offers patients the opportunity to communicate by e-mail. Transmitting patient
information by e-mail, however, has a number of risks that patients should consider before using e-mail. These
include, but are not limited to, the following risks:

E-mail can be circulated, forwarded, and stored in numerous paper and electronic files.
E-mail can be immediately broadcast worldwide and be received by many intended and unintended recipients.
E-mail senders can easily misaddress an email.
Email is easier to falsify than handwritten or signed documents.
Backup copies of e-mail may exist even after the sender or the recipient has deleted his or her copy.
Employers and online services have a right to archive and inspect e-mails transmitted through their systems,
E-mail can be intercepted, altered, forwarded, or used without authorization or detection.
E-mail can be used to introduce viruses into computer systems.
E-mail can be used as evidence in court

CONDITION FOR THE USE OF E-MAIL

CFMC will use reasonable means to protect the security and confidentiality of e-mail information sent and received.
However, because of the risks outlined above, CFMC cannot guarantee the security and confidentiality of e-mail
communication and will not e liable for improper disclosure of confidential information that is not caused by Provider’s
intentional misconduct. Thus, patients must provude written consent, except as authorized or required by law.

Consent to the use of e-mail for patient information. Consent to the use of E-mail includes agreement with the
following conditions:

All e-mails to or from the patient concerning diagnosis or treatment will be printed out and made part of the
patient's medical record. Because they are a part of the medical record, other individuals, authorized to access
the medical record, such As staff and billing personnel, will have access to those e-mails.
Your Provider may forward e-mails internally to CFMC staff and agents as necessary for diagnosis, treatment,
reimbursement, health care operations, and other handling .Your Provider will not, however forward e-mails to
independent third parties without the patient' s prior written Consent, except as authorized or required by law.
Although CFMC staff will endeavor to read and respond Promptly to an e-mail from the patient, we cannot
guarantee that any particular e-mail will be read and responded to within any particular period of time. Thus the
patient shall not use e-mail for medical emergencies or other time-sensitive matters.
If the patients e-mail requires or invites a response from Provider and the patient has not received a response
within a reasonable time period, it is the patient's responsibility to follow up to determine whether the intended
recipient received the e-mail and when the recipient will respond.
The patient should not use e-mail for communicationregarding sensitive medical information such as information
regarding sexually transmitted diseases, AIDS/HIV, mental Health, developmental disability, substance abuse.
The patient is responsible for informing your provider of any type of information the patient does not want to be
sent by e-mail, in addition to those set out in 2(e) above
The patient is responsible for protecting his/her pass word or other means of access to e-mail. CFMC is not liable
for breaches of confidentiality caused by the patient or any third party.
CFMC Providers shall not engage in e-mail communication that is unlawful, such as unlawful practicing medicine



across state lines.
It is the patient's responsibility to follow up and/or schedule an appointment if warranted.

INSTRUCTIONS

To communicate by e-mail, the patient shall:
Limit or avoid use of his/her employer’s computer.
Inform CFMC of changes in his/her e-mail address.
Put the patient's name in the body if the e-mail.
Include the category of the communication in the e.mail's subject line, for routing purposes (e.g., billing
question).
Review the e-mail to make sure it is clear and that all relevant information is provided before sending to your
Provider.
Inform your Provider that the patient received an email from your Provider.
Take precautions to preserve the confidentiality of e-mails, such as using screen savers and safeguarding his/her
computer password.
Withdraw consent only by e-mail or written communication to your Provider.

PATIENT ACKNOWLEDGMENT AND AGREEMENT

I acknowledge that I have read and fully understand this consent form. I understand the risks associated with the
communication of e-mail between CFMC staff and me, and consent to the conditions outlined herein, as well as any
other instructions that Provider may impose to communicate with patients by e-mail. Any questions I may have had
were answered.

Patient signature: _______________

Date(Patient): _____________

Thank you for taking the time to make this all. When you come in for your consultation, you will meet with a financial
advisor who will compare notes with your research and the verification that took place in our office. If three are any
discrepancies, another call will be made by our staff to give us an accurate picture of what your insurance covers.



Privacy Notice
ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE AND ACKNOWLEDGMENT OF
MEDICAL BOARD OF CALIFORNIA NOTICE TO CONSUMERS

I acknowledge that I have read the Privacy Notice
Patient or Personal Representative: _____________

Date: _____________

If Personal Representative’s signature appears above, please describe Personal Representative’s
relationship to the patient: _________

Patient's signature: _____________

Date(Patient): _____________

Partner's signature: _____________

Date(Partner): _____________

 I HAVE READ AND AGREE TO THE FINANCIAL POLICIES ENCLOSED



Credit Card Authorization Agreement Form
I/We,

Name: ____________

Other Name: ____________

authorize Coastal Fertility Medical Center to use the below credit card for services rendered. I understand that all fees for 
services rendered need to be paid at the time of the visit or prior to the service performed. In the event that additional 
services/fees are required, Coastal Fertility Medical Center will notify us of any charges due prior to charging our card.

Account/Chart Number (If known): ____________

Card holder's name as it appears on card: ____________

Type of Card: ____________

Credit Card Number: ____________

Security Code: ____________

Expiration Date: ____________

Billing Address: ____________

STORAGE PATIENTS

 PLEASE USE THIS CREDIT CARD FOR MY ANNUAL STORAGE BILLING.*if this is checked we will automatically charge 
your credit card for your annual storage fees*

OTHER ACCOUNT BALANCES

 PLEASE USE THIS CREDIT CARD FOR MY ANNUAL STORAGE BILLING.

*if this is checked we will automatically charge your credit card for your annual storage fees*

Amount: ____________

 PLEASE CHECK HERE IF YOU WISH TO KEEP YOUR CARD ON FILE FOR FUTURE PAYMENTS

Special Instructions (i.e. split payment?): ____________

Card Holder's Signature: ____________

Date: ____________

Print Name: ____________

Patient Signature (If different from Card Holder): ____________

Date: ___________

*Please note: All credit card information is kept confidential. Every effort will be used to 
keep this and all confidential information secure. Thank you.

Visa Mastercard AMEX Discover


	a68366fb9e1ad7deb2085dac53fd1b5f1acbb446c6f8960d9f561abcc54c2ee9.pdf
	a68366fb9e1ad7deb2085dac53fd1b5f1acbb446c6f8960d9f561abcc54c2ee9.pdf

	untitled1: 
	untitled2: 
	untitled4: 
	untitled5: 
	untitled6: 
	untitled7: 
	untitled8: Off
	untitled9: Off
	untitled10: Off
	untitled11: Off
	untitled12: Off
	untitled13: Off
	untitled14: Off
	untitled15: Off
	untitled16: Off
	untitled17: Off
	untitled18: Off
	untitled19: Off
	untitled20: Off
	untitled21: 
	untitled22: 
	untitled23: 
	untitled24: 
	untitled25: 
	untitled26: 
	untitled27: 
	untitled28: 
	untitled29: 
	untitled30: 
	untitled31: 
	untitled32: 
	untitled33: 
	untitled34: 
	untitled35: 
	untitled36: 
	untitled37: 
	untitled38: 
	untitled39: 
	untitled40: 
	untitled41: 
	untitled42: 
	untitled43: 
	untitled44: 
	untitled45: 
	untitled46: 
	untitled47: 
	untitled48: 
	untitled49: 
	untitled50: 
	untitled51: 
	untitled52: 
	untitled53: 
	untitled54: 
	untitled55: 
	untitled56: 
	untitled57: 
	untitled58: 
	untitled59: 
	untitled60: 
	untitled61: 
	untitled62: 
	untitled63: 
	untitled64: 
	untitled65: 
	untitled66: 
	untitled67: 
	untitled68: 
	untitled69: 
	untitled70: 
	untitled71: 
	untitled72: 
	untitled73: 
	untitled74: 
	untitled75: 
	untitled76: 
	untitled77: 
	untitled78: 
	untitled79: 
	untitled80: 
	untitled81: 
	untitled82: 
	untitled83: Off
	untitled84: Off
	untitled85: Off
	untitled86: Off
	untitled87: Off
	untitled88: Off
	untitled89: Off
	untitled90: Off
	untitled91: Off
	untitled92: Off
	untitled93: Off
	untitled94: Off
	untitled95: 
	text_62krmm: 
	text_63uouh: 
	text_64vial: 
	text_65wpkf: 
	text_66bcgk: 
	text_67epef: 
	text_68ogjy: 
	text_69hzqi: 
	text_70jgzz: 
	text_71uxtj: 
	text_72fvby: 
	text_73bprw: 
	text_74rkou: 
	text_75nlbr: 
	text_76afe: 
	text_77foz: 
	text_78gwtr: 
	text_79lqxv: 
	text_80kjen: 
	text_81faza: 
	text_82iqyx: 
	checkbox_83uafq: Off
	checkbox_84siwj: Off
	checkbox_85jv: Off
	checkbox_86njxp: Off
	checkbox_87qgar: Off
	checkbox_88dipe: Off
	checkbox_89uaxi: Off
	checkbox_90bvms: Off
	checkbox_91pveg: Off
	checkbox_92zmll: Off
	checkbox_93hhn: Off
	checkbox_94qjrn: Off
	checkbox_95yodx: Off
	checkbox_96argz: Off
	checkbox_97asas: Off
	checkbox_98trpp: Off
	checkbox_99dfhq: Off
	checkbox_100qefb: Off
	checkbox_101lmqe: Off
	text_102zqvg: 
	text_103nhyi: 
	text_104zmtu: 
	text_105exid: 
	text_106pvnh: 
	checkbox_108sntw: Off
	checkbox_109nnuf: Off
	checkbox_110tzjq: Off
	checkbox_111mwr: Off
	text_107bpce: 
	checkbox_112cwvu: Off
	checkbox_113phkz: Off
	checkbox_114izyg: Off
	checkbox_115herl: Off
	checkbox_116lewq: Off
	checkbox_117hknf: Off
	checkbox_118nuv: Off
	checkbox_119qlhn: Off
	checkbox_120zfkx: Off
	checkbox_121axnp: Off
	checkbox_122znys: Off
	checkbox_123tymb: Off
	text_124wgqq: 
	text_125dizx: 
	text_126hjwh: 
	text_127aut: 
	text_128wgfr: 
	text_129dhnp: 
	text_130hqrn: 
	text_131nrbo: 
	text_132raip: 
	checkbox_133upvu: Off
	checkbox_134gcle: Off
	checkbox_135kosc: Off
	checkbox_136rz: Off
	checkbox_137mvqe: Off
	checkbox_138xbdd: Off
	checkbox_139fqps: Off
	checkbox_140zwsx: Off
	checkbox_141sgeu: Off
	checkbox_142fyia: Off
	checkbox_143xsmm: Off
	checkbox_144xndg: Off
	checkbox_145hltu: Off
	checkbox_146enbb: Off
	checkbox_147xvjr: Off
	checkbox_148wgaj: Off
	checkbox_149liwc: Off
	text_150hdnq: 
	text_151saxn: 
	text_152aaou: 
	text_153dmg: 
	text_154bhzi: 
	text_155phff: 
	checkbox_156tizn: Off
	checkbox_157hjfk: Off
	checkbox_158uq: Off
	checkbox_159mxqk: Off
	checkbox_160ykm: Off
	text_161zfxu: 
	text_162scwa: 
	text_163lgcm: 
	text_164uisp: 
	text_165bmcu: 
	text_166hjby: 
	text_167zyuf: 
	text_168slnk: 
	text_169jssw: 
	text_170kn: 
	checkbox_171pgsq: Off
	checkbox_172zieo: Off
	checkbox_173xuun: Off
	checkbox_174mats: Off
	checkbox_175vhoc: Off
	checkbox_176xhor: Off
	checkbox_177mjmm: Off
	checkbox_178urxd: Off
	checkbox_179jyfb: Off
	checkbox_180poeh: Off
	checkbox_181pvks: Off
	checkbox_182hokx: Off
	checkbox_183vrix: Off
	checkbox_184mdhk: Off
	checkbox_185ukmj: Off
	checkbox_186ntba: Off
	checkbox_187ivv: Off
	checkbox_188gsum: Off
	checkbox_189rqre: Off
	checkbox_190suac: Off
	checkbox_191adku: Off
	checkbox_192oeiv: Off
	checkbox_193icdk: Off
	checkbox_194wjjk: Off
	checkbox_195sdnl: Off
	checkbox_196llkt: Off
	checkbox_197yxip: Off
	checkbox_198usys: Off
	checkbox_199acku: Off
	checkbox_200uuwk: Off
	checkbox_201viwe: Off
	checkbox_202txlp: Off
	checkbox_203stwe: Off
	checkbox_204qcwu: Off
	text_205itvo: 
	text_206xcii: 
	text_207astm: 
	text_208qtbs: 
	text_209yokc: 
	text_210leud: 
	checkbox_211zvwi: Off
	checkbox_212ibdz: Off
	checkbox_213yncs: Off
	checkbox_214oqfc: Off
	text_215pknw: 
	text_216epox: 
	text_217wab: 
	text_218qdmo: 
	text_219dnkg: 
	text_220tdam: 
	text_221wjwo: 
	text_222qqce: 
	text_223piua: 
	text_224ivqu: 
	text_225balq: 
	text_226gpbz: 
	text_227tfhl: 
	checkbox_245lnoo: Off
	text_228virs: 
	text_229xssn: 
	text_230lya: 
	text_231hexq: 
	text_233fndv: 
	text_234xrus: 
	text_235zaci: 
	text_236itvu: 
	text_237xkod: 
	text_238eesa: 
	text_239bbob: 
	text_240gjbg: 
	text_241ovqi: 
	text_242khdu: 
	text_243qwwg: 
	checkbox_246vdej: Off
	checkbox_247rlft: Off
	checkbox_248vwdz: Off
	checkbox_251irsg: Off
	checkbox_252mvss: Off
	checkbox_253eeyc: Off
	checkbox_254ljwh: Off


