GENERAL INTERVIEW
Age ... years

Date of birth .../.../.... What was your birth weight? ... g

Weight ... kg

Height ... cm

Age at first menstruation ... years

Have you had menstrual bleeding in the last 3 months? □ Yes □ No

How many days between menstrual bleeding? □ Less than 21 days □ 22-24 days □ 25-28 days □ 29-32 days □ 33–35 days □ More than 36 days □ Too irregular to determine

Have you experienced menopause? □ Yes □ No

Education: □ elementary □ secondary □ bachelor's □ higher □ other

Marital status: □ married □ in a partnership □ single □ divorced/separated □ widowed □ other

How long have you been in a relationship with your current partner? ... years / ... months

Do you take medication regularly? □ yes If yes, which ones? ... □ no

Chronic illnesses: ... □ no

Past surgeries: 
a. Laparoscopy …
b. Laparotomy (including cesarean section) ...

Have you been pregnant before? □ Yes □ No 
a. If yes, how many times have you been pregnant? 
b. Please complete the table: Natural pregnancy Assisted reproductive techniques After intrauterine insemination (IUI) After 'in vitro' How many of the above pregnancies resulted in live births? How many of the above pregnancies ended in miscarriage? How many of the above pregnancies were ectopic pregnancies?
How many of the above pregnancies ended in a natural delivery? ...
How many of the above pregnancies ended in a cesarean section? ...

ENDOMETRIOSIS – COURSE OF THE DISEASE AND SYMPTOMS
Have you ever been diagnosed with endometriosis? □ Yes □ No

Based on which of the following criteria was endometriosis diagnosed? 
a. Operative diagnosis (laparoscopy/laparotomy) – endometriotic lesions or endometrial cysts 
b. Ultrasound
 i. Endometrial cysts □ Yes □ No
 ii. Deep endometriotic lesions □ Yes □ No
 iii. Pelvic adhesions □ Yes □ No
 c. Doctor diagnosed endometriosis based solely on symptoms (painful menstruation/pelvic pain/painful intercourse) □ Yes □ No

At what age was endometriosis confirmed? ... years

Which of the following symptoms have you (or have you had) experienced (symptoms present for at least 2-3 months – currently or in the past):
 a. Painful menstruation 
□ Yes (if yes, age of onset ... years) □ No 
b. Painful intercourse □ Yes (if yes, age of onset ... years) □ No 
c. Pelvic pain between periods □ Yes (if yes, age of onset ... years) □ No 
d. Painful bowel movements □ Yes (if yes, age of onset ... years) □ No 
e. Blood in stool □ Yes (if yes, age of onset ... years) □ No 
f. Pain when urinating □ Yes (if yes, age of onset ... years) □ No 
g. Hematuria □ Yes (if yes, age of onset ... years) □ No 
h. Heavy menstruation □ Yes (if yes, age of onset ... years) □ No

Have you reported these symptoms to your gynecologist? □ Yes □ No

Have you used hormonal contraception in the last year? 
a. Combined oral contraceptive pill □ Yes □ No 
b. Progestin-only contraceptive pill □ Yes □ No 
c. Intrauterine device □ Yes □ No 
d. Subdermal implant □ Yes □ No 
e. Intramuscular injections □ Yes □ No

Do you use painkillers for painful menstruation? □ Yes □ No

What medications do you use during menstruation? 
a. Over-the-counter medications 
i. Paracetamol □ Yes (how many times a day? ...) □ No 
ii. Ibuprofen □ Yes (how many times a day? ...) □ No 
iii. Ketoprofen □ Yes (how many times a day? ...) □ No 
iv. Metamizole (e.g., Pyralgina) □ Yes (how many times a day? ...) □ No 
v. Drotaverine (e.g., "No-spa") □ Yes (how many times a day? ...) □ No b. Prescription medications □ Yes (if yes, which ones? ...) □ No

Do the above medications satisfactorily reduce your pain symptoms? 
□ Yes □ No □ Only partially

How severe were the following symptoms in the last year? From 1 to 10 
a. Painful menstruation
 b. Painful intercourse
 c. Pelvic pain between periods 
d. Painful bowel movements 
e. Pain when urinating

FERTILITY DISORDERS


Have you ever had difficulty getting pregnant (ineffective attempts to conceive for > 12 months)? □ Yes □ No 
a. If YES, how long (..................... YEARS / MONTHS)

Are you currently trying to conceive? □ Yes □ No a. If YES, since when have you been trying to conceive with your partner? (..................... YEARS / MONTHS)

Do you smoke cigarettes/e-cigarettes?
 □ No, I have never smoked □ No, I quit smoking (when ...) □ Yes, I smoke cigarettes regularly (at least one cigarette per day) □ Yes, I smoke cigarettes occasionally (not every day, less than one cigarette per day)

Do you consume alcohol? □ Never □ Once a month or less □ 2-4 times a month □ 2-3 times a week □ 4 or more times a week

Have you ever used assisted reproductive techniques before? □ Yes □ No a. If YES, please complete the table (enter the number of procedures):

	
Method
	Use of assisted reproductive techniques ever before
	Use of assisted reproductive techniques since the last birth *

	Intrauterine insemination
	
	

	In vitro fertilization
	
	



       *if applicable
Have you ever had abdominal surgery, including gynecological surgery? □ Yes □ No a. If YES, please write below: 
What surgery? ........................................................ when? .......................... 
What surgery? ........................................................ when? ..........................
What surgery? ........................................................ when? ..........................


                                                    


Which of the following causes of infertility have been identified in you? Please complete the table

You                                                                                               Partner
	 ×
	Cause of failure

	
	Cause of failure Idiopathic (unknown)

	
	Difficulties with sexual intercourse (e.g., erectile dysfunction, etc.)

	
	Abnormal sperm quality

	
	Ejaculation disorders

	
	Varicocele

	
	Hormonal disorders

	
	Other



	×
	Cause of failure

	
	Undergoing diagnostics Idiopathic (unknown)

	
	Idiopathic (unknown)

	  
	Endometriosis (................ - which stage)

	
	 Adenomyosis

	
	Ovarian factor (ovulation disorders), including:
Polycystic ovary syndrome (PCOS)
Disorders of ovarian hormonal function

	
	Luteal phase insufficiency (progesterone deficiency)

	
	Uterine anatomical defects

	
	Past inflammatory conditions in the pelvic organs

	
	Fallopian tube blockage/s

	
	Removal of fallopian tube/s: If yes, please write the reason: .......................................................

	
	Difficulties with sexual intercourse

	
	Others:  ………………………………………………………..





