
 

 

 

G: ________ P:________ 

Does the patient have living children?  
_____Yes _____ No 

 
Height: ________  Weight: _______  BMI: ________ 
 
Gynecological History 
History of Fibroids?  ________ Yes  ________ No 
If yes, please explain: _______________________ 
_________________________________________ 
_________________________________________ 
 
History of Endometriosis? _______ Yes  _______ No 
If yes, Stage: ______________________________ 
_________________________________________ 
 
History of pelvic infections? ______ Yes  ______ No 
If yes, please explain: _______________________ 
_________________________________________ 
_________________________________________ 
 
Obstetrical History 
Please describe: _____________________________ 
SAB: ______________________________________ 
VTOP: _____________________________________ 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
HSG:  ______ Yes ______No Date: ___________ 
HSG Findings: _______________________________ 
__________________________________________ 
__________________________________________ 
 
Hysteroscopy:  _____ Yes  _____ No  Date: _______ 
Findings: ___________________________________ 
___________________________________________ 
___________________________________________ 
 
Laparoscopy:  _____ Yes  _____ No  Date: ________ 
Findings:____________________________________ 
___________________________________________ 
___________________________________________ 
 
Previous Treatment 
Clomid?  _________Yes  _________ No                  
If yes, number of cycles: _______________________ 
 
Gonadotropins: ________ Yes  __________ No 
If yes, number of cycles: _______________________ 
 
In Vitro Fertilization: _______ Yes  _______ No 
Please provide cycle dates, number of eggs 
retrieved/cycle, peak E2/cycle and outcome or 
attach stim sheets: ___________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________ 
 

Medical Qualification Form 

Patient Name: ____________________________________________ Date of Birth: _____________________ 

What is your recommended treatment plan for this patient? __________________________________________ 

 

 

 

 

 

Lab results:  AMH _______________ Day 3 FSH/E2 _________________ 

Semen Analysis (Volume/Conc./Mot./Morph.): ____________________________________________________ 

Physician (please print): ______________________________  Signature: _____________________________  Date: __________ 

Name of person completing form (if not MD): ________________________________________________________________ 

When completed please return form to: 

Nest Egg Foundation, Inc. 
1771 Post Road East Suite 207 

Westport, CT 06880 


