
Vasectomy Reversal History Sheet
Name
Address
Date of Birth/Age 
Name and Address of GP 
Occupation
Height 
Weight 
Home telephone number 
Mobile telephone number
Partner’s name 
Partner’s mobile number (for post operative phone call)
Partner’s occupation
Your Vasectomy
How long ago was your original vasectomy?

Local or general anaesthetic
Did you have significant bruising or infection?
Did you have samples performed after the vasectomy?
Were they negative for sperm?
How many children did you have before your vasectomy?
What ages are they?
Have you previously had an attempted vasectomy reversal?
If yes how long ago?
Was it microsurgical?
Your Partner
How old is your partner?
Has she had children previously?
If yes what ages are they?
Does your partner have any known potential fertility problems (e.g. endometriosis, pelvic inflammatory disease etc.)? If yes then please explain.
Your General Health
Please list and date any operations you’ve undergone previously
Please list any medical problems you have suffered from (including chest problems, heart problems, blackouts, sleep apnoea, blood disorders or muscular dystrophies etc.)
Do you have any allergies (e.g hayfever, latex rubber etc.)?
Please list any regular medications that you take
Do you have any allergies to medicines?
Have you or a related family member ever had any problems with a general anaesthetic previously?
Social History
Do you smoke?
If yes how many?

If given up how long?
How many units of alcohol do you drink each week (1 pint beer = 2.5 units, one standard glass of wine = 2 units)?
Family History
Do any diseases run in your family?
Have You Previously Undergone IVF Treatment
If so please give details.
Miscellaneous
Anything else you wish to mention! 
Thank you very much for completing this form. Please send it back to cheryljones@medsecretary.co

