Intake Sheet

Name


Age

Marital Status




Partner’s Name

How long married?

State of current relationship? 

Previous marriages or significant relationships?

Occupation?

Stress?

Any children?

Previous pregnancies? 

Miscarriages, abortions, stillbirths?

If yes, how were they worked through?


Partner’s experiences with the above?

Health Issues?

Tobacco?

Alcohol?


Drugs?

Caffeine?

Diet?

Weight issues?

Exercise?

Eating disorders?

PMS?

Endometriosis?
Other female complaints?

STDs?

Sexual abuse?

Traumas?

Childhood experience?

Sexually, physically, emotionally, verbally abused?


Relationship with parents?


Siblings?


Sister’s experience with fertility/pregnancy?

Pregnancy herstory with females in family? 

Client’s birth experience?

Vaginal birth?

Was client adopted?

Religious beliefs/upbringing?

Feelings about sex?


Sexual dysfunction?

Experience orgasm?

Current sexual relationship? 

Routine?

Number of sexual partners?

Issues with depression?

Any mental health diagnoses? 

Medications? 

Supplements?

Complementary therapies?

