Thomas S. Sommers, Jr., M.D.

Vasectomy Reversal Health History Form

Name 

Date of Birth:

Home Address (city, state, zip):

Email address:

Phone Number (home and cell): 

Occupation:

Wife or partner

Name:

Occupation:

Date of Birth:

Fertility Concerns:

Email:

Contact number on the day of procedure:

Previous Urologic History: Y/N



Urinary infections:



Genital trauma:



Other:

Reproductive History:



Number of children (present wife):



Number of children (prior wife if applicable):



Years since vasectomy:



Complications of vasectomy:



Approximately how long did the vasectomy take?



Was the vasectomy done under local anesthesia (shots to numb) or general (‘knocked out’)

Past Medical History:



Past surgery:



Past diseases (please indicate in some way if present)    Diabetes   High Blood Pressure   



 High Cholesterol   Bleeding Disorder   Clotting Disorder



Known drug allergies:



Current medications:



Alcohol consumption (how much, how often)



Tobacco use (form of tobacco and how much):

Family History:



Diabetes:



Hypertension:



Stroke:



Heart Disease:

Height approximate:

Weight approximate:

