
Appendix A-Interview for the evaluation of the male factor in fertile couples
Patient n°…………………………………Investigator…………….…………….…..

Last name ………………………………..First name………………….……….............…...

Date of birth ………….......………………Date of visit………………………………………
1)   A. Education………………….

      B. Occupation…………………

2) How many hours/day do you sit down when you work?

            0
< 8 hours

1
> 8 hours
3) Exposure to harmful susbtances:
0 No

1 Yes
If Yes, which one?

Pesticides


No
Yes
Organic solvents

No
Yes
Petroleum derivatives

No
yes
Lead, cadmium

No
Yes
High temperatures 
            No
Yes
Radiations


No
Yes
Other substances                    No      Yes
________________________________

Did you ever undergo chemotherapy?

No       Yes
When?___________________________
Did you ever undergo radiotherapy?



No       Yes
When?___________________________

Which area of the body was irradiated?_________________________

4) A.Do/did you smoke?

         0 No

         1 Current smoker

         2 Former smoker
When did you start? (year)____________

If former smoker, when did you stop smoking? (year)____________________
If former smoker, how many cigarettes/day did you use to smoke?________________
0 I’m not a former smoker
1 
<10 cigarettes/day

2 10-19 cigarettes/day

3 ( 20 cigarettes/day 

B. If current smoker, how many cigarettes/day do you smoke?_________
0 I’m not a current smoker
1 
<10 cigarettes/day
2 10-19 cigarettes/day
3 ( 20 cigarettes/day 
5) Do you drink alcohol/spirits? No Yes
.

Which kind of drink mainly?___________
0
No/sometimes
1
2 drinks/day
2
3-4 drinks/day
3
( 5 drinks/day
6) Do you use cannabis?


No
Yes
How much cannabis do you smoke? 
0
No o < 1 spinel/week
1
1-2 spinels/week
2
3-5 spinels/week
3
( 5 spinels/week
If you use different kind of drugs (cocaine, heroin, hashish, LSD, etc.) please tell us which kind and how often 
____________________________________________________________________

7) Do you practice physical activity?
How many hours/week?
0 No
1 1-3 hours/week
2 4-6  hours/week
3 ( 7 hours/week
7 bis) Which sport do you practice more often?________________
8) Do you use anabolic drugs/substances?


No
Yes
If yes, which kind?
__________________________________

9) When did puberty start?

When did you note axillary and pubic hair grow? When did testis volume grow? 

Did puberty start at the same age, before or after your friends?

If the patient doesn’t remember when puberty occurred, but he refers at the same time of his friend, sign answer #0. 

0
9-14 years (normal) 

1
< 9  years (early)

2
( 14 years (delayed)

10) Do you have a history of maldescendent testis?
0 
No
1
Yes
If yes:

-Treated with drugs
Right
Left

When?_____
-Treated with surgery 

Right
Left

When?_____

-Not treated, spontaneous descent
Right
Left

When_____

-Not treated, still maldescendent
Right   Left
11) Did you have mumps?
0 No
1 Before puberty
2
After puberty without orchitis
3
After puberty with orchitis
12) Did you perform military service?          No

Yes
If Not: why?

0
Yes
1
No, for a reason different than a pathology (write the reason and underline if not required)________
2
No, because of a pathology
       (write the pathology___________)
13) Family history
Country of origin of the mother 

_________________________________________

Country of origin of the father
_________________________________________
A.Do you have sisters? Yes No

B.With children? Yes No
If No: -history of pregnancy and abortion

          -infertility problems

           -sister/s still don’t look for babies
C.Do you have brothers? Yes No

D.With children? Yes No

If No: -female partner had pregnancy and abortion

          -infertility problems

           -brother/s still don’t look for babies
E.Are your parents consanguineous? 

No
Yes
If yes, please refer the kinship____________________________
Did your mother have abortion? No
Yes
If you have sisters, did they have abortion? No
Yes
Did you have brothers or sisters who died after birth or very young?

No
Yes
Are some of your relatives affected by:

Infertility



(
Maldescendent testis


(
Malformations


(
Mental retardation


(
Premature ovarian failure 

(mother, sister/s)


(
Diabetes
                                   (
Obesity                            

(
Cardiovascular diseases                    
(
Prostate cancer
                       
(
Testis cancer                       
            (
Breast or ovary cancer (<40 years)
(
Neurological diseases


(
Hereditary diseases


(
Other diseases______________________

14) Do you have a diagnosis of varicocele?
When did it occur/was it diagnosed?_____________

If the patient doesn’t remember when varicocele occurred/was diagnosed, consider the age of 18. 

0
No 

1
Yes, treated


Right      Grade____age______

Left        Grade____age______

Did you have symptoms?Yes No
2
Yes, not treated
Right      Grade____age______

Left        Grade____age______

Did you have symptoms?Yes No
3
Treated, but with recurrence
Right      Grade____age______

Left        Grade____age______

Did you have symptoms?Yes No
15) Did you undergo surgery for the following reasons?

Inguinal erniation
Left
Right

When?_______

Testicular torsion



Left     Right

When?_______

Phimosis


No
Yes

When?_______.

Hypospadias
No
Yes

When?_______

Testicular biopsy
No
Yes

When?_______
Penile surgery
No
Yes

When?_______
16) Do/did you have genito-urinary infections?     Please tell us if: 

Current (                 In the past (
prostatitis 



No
Yes
age________

epididimytis
No
Yes
age________

uretritis



​

No
Yes
age________

orchitis


No
Yes
age________

Sexual transmitted diseases
No
Yes
age________

Gonorrhea




No
Yes
age________

Siphilis



No
Yes
age________

Herpes genitalis, warts
No
Yes
age________

Urethral discharge
No
Yes
age________

Urinary infections
No
Yes
age________

Blood in urine
No
Yes
age________

Blood in sperm
No
Yes
age________

Ejaculatory pain
No
Yes
age________
17) Are you affected by some of the following diseases?

Diabetes





No
Yes
age________

Hypertension 

No
Yes
age________
Obesity 

No
Yes
age________

Dyslipidemia (cholesterol and/or tryglicerides?) No
Yes
age________

Thyroid disease
No
Yes
age________

Fever (>38 °C) in the last 3 months
No
Yes


Tubercolosis
No
Yes
age________

Neurological diseases
No
Yes
age________

Cystic fibrosis
No
Yes
age________

Pulmonary infections
No
Yes
age________

Impaired sense of smell
No
Yes
age________

Drug allergies
No
Yes


To which drug?__________

Hereditary diseases
No
Yes


which one?_____________

Other diseases___________________

18) Do you take medications currently? 
No
Yes
Which one? 

__________________________________________________________________________________________________________________________________________________________________________
19) Age of the partner

__________________________________

20) How long did it take you to obtain a pregnancy? (write months’number)
_________________________________

21) Did you previously induced a pregnancy or do you already have a baby? 
Underline if the patient 
-induced a pregnancy ( (with (/without ( spontaneous ( /medically assisted ( abortion) or

-already have one or more babies (.
0 Yes, with the same partner
1 Yes, with a different partner
2 No
22) Which was the frequency of sexual intercourses during the 3 months before obtaining a pregnancy  ?

0
very sporadic
1
1-2/month
2
3-6/month
3 ( 7/month
23) Did you use to look at the period of the partner ovulation during the 3 months before obtaining a pregnancy  ?

No

Yes
24) Do you have erectile dysfunction?

(NIH definition)

0 No

1 < 50% of the cases

2 > 50% of the cases

3 Always

25) Do you have ejaculatory problems?
0 No

1 < 50% of the cases

2 > 50% of the cases

3 Always

Premature ejaculation (≤ 1min)?

-lifelong (ISSM definition)

-acquired

26) Do you know if your partner had one of the following disorders/diseases when she become pregnant?:

-menstrual disorders      NO  Yes

-tubal problems (documented by hysterosalpingography? No Yes)   No  Yes
-uterus abnormalities (which one?____)     No Yes
-endometriosis      No  Yes
-Polycistic ovary syndrome No Yes
-other endocrinological disorders   No Yes

(which one?________)

-general disorders___________________
PHYSICAL EXAMINATION
Weight…………Height…………….Waist…………Blood pressure……………………
Habitus

Normal

Eunuchoid
      Other features………….
Gynecomastia

No


Yes

Right…………Left………..

Penis


Normal size

Reduced size   Length…….Circumference…….



Plaques

No

Yes
Testis volume (Prader)
Right……………………..Left………………………
Vas deferens 

Yes

Absent                Right…..Left……Bilateral
Maldescendent testis
No

Yes



Right

Left
Varicocele

No

Yes



Right

Left









Grade

Grade
0  No







            ​​_____

_____

1  palpable during Valsalva’s manouvre


            _____

_____

2  palpable






 
_____

_____


3  visible






            _____

_____

Painful epididymis
No

Yes



Right………Left……..

Epididymal nodules
No

Yes



Right………Left…….

Prostate disease

Volume          Big
 
Normal
Small




Pain



Yes

No





Secretion after massage
Yes

No

Semen parameters 
Date………………

Volume……(ml)          pH…….           Concentration…….…*106/ml……….*106/eiaculate

Progressive motility………                  Normal morphology (%)………………
Viscosity………….     leucocites………*106/ml           bacteria…….    Mar test………
Urine colture……..             Seminal colture…………         Blood type……….Rh……….
Hormones
Date……………LH(U/L)……… FSH(U/L)……..total testosterone (nmol/L)……….
SHBG(nmol/L)……PRL(mU/L)………TSH(mU/L)……………...FT4(pg/ml)………
PSA(ng/mL)……….glycemia(g/L)……….insulin levels(mU/L)……….
total cholesterol(mg/dl)…………HDL(mg/dl)……….tryglicerides(mg/dl)………

