
 
 
 
 
 

 

Infertility Referral Form 
 Famale Male 
Name   
Age   
Nationality   
Med. Rec. No     

Duration of Infertility : ____________________ 
No of Preg : ____ No of Deliveries : _____ 
No of abortions : _____ No of Ectopics : _____ 
No of living children as a couple (from the current marriage) : __________ 
Cycle : ___________________ ( regular / irregular / oligo-amenorrhea)  

 

Female :  
FSH LH 
TEST  PROLACTIN 
TSH FT4 

Early follicular phase 
  

HSG: ________________________ (normal / abnormal / not done ) 
Date: ________________________ 
Attached copy of report , if done .     
Laparoscopy : ___________________ (normal / abnormal / not done ) 
Date: ________________________ 
Attached copy of report , if done .     

gnosis:Dia 
_________________________________________________________________________ 1. 
_________________________________________________________________________ .2 
_________________________________________________________________________ 3. 

 

Male : 
Semen Analysis 

Volume: Count/ml:  
Motility:  Morphology:  

 

FSH LH 
TEST  PROLACTIN 

 

Testicular biopsy : ________________________ (normal / abnormal / not done ) 
Date: ________________________ 
In case of azoospermia                                                     Attached copy of report , if done .     
Clinical Examination: Specify abnormalities : ___________________________________ 

gnosis:Dia 
_________________________________________________________________________ 1. 
_________________________________________________________________________ .2 
_________________________________________________________________________ 3. 

Comments: ______________________________________________________________ . 

Date:  /   / 
ىفشتسملا جراخ( جلاعملا بیبطلا لبق نم ةیلاتلا تانایبلا ةئ )  بعت : ضیرملل ةماھ تامیل عت  

This form will be reviewed only if completely filled and stamped  
 






