registration form — woman

Last name: First names:

date of birth:

street, house number:

postal code, place of
residende:

profession:

hBodensee *®

Ihr Ki.n.dérwu.ﬁsn.:h.zéntrum in Singen

Number mobile

teleph ivate:
elephone private phone:

telephone officale:

E-Mail private:
Marital status: married
registered civil partnership with (last name, first name partner, date of birth):
single divorced widowed
Krankenversicherung: statutory health insurance

privately insured in Germany
Name of insurance company:

health insurance abroad

name:
gynaecologist:
address:

Do you agree that we inform your doctor about our
findings? ves no

. . naecologist online
How did you find out about us? &Y & )

newspaper friends



medical history— woman

GENERAL MEDICAL HISTORY:

Size: m

Do you smoke?

Are you suffer from any of the following
diseases?

Do you have a disorder?

Do you have some diseases caused by
prions? (f. e. Creutzfeldt-Jacob-disease)
Did you get in contact with HIV, Hepatitis,
Ebola or Zika-Virus?

Have you been on a long-distance trip
within the last six months?

Did you have operations?
Do you take medication regulary?
Do you have allergies?

Do you have allergies to antibiotics?

FAMILY HISTORY:

Was a family member affected by one of
the following condition?

If yes: who?

(mother, father, sister, nephew, aunt, uncle)

Has cancer occired in your family?

Bodensee

Ihr Kinderwunschzentrumin Singen

Weight: kg

no yes —how much:

no
diabetes

epilepsy

asthma, chronic bronchitis
gastrointestinal disorders

adrenal gland disease
thrombophilia

bleeding tendency

liver disease

disease of the cardiovascular system

migraine

others:

no yes — following:
no yes

no yes

no yes —in:

no yes — following:
no yes — following:
no yes — following:
no yes — following:

no abnormalities

abortion

premature births / stillbirths
children died early

physical and mental disabilities
cystic fibroses

other abnormalities:

no yes —in whom and which:



GYNECOLOGICAL HISTORY:

Since when are you trying to conceive?
Have you ever been pregnant?
If yes,

Pregnancy of equal partnership?

Is your cycle regular?
(26 till 35 days with a bleeding of 3-5 days)

Do you see following bleeding
abnormalities?

When did your last period start?

When did you have the last cancer
screening?

Did you been using contraception?

How often do you have sexual intercourse
with your partner?

Is the tubal patency checked?

By what method?

Result?

PRE-TREATMENT:

Have you already sought counselling for
infertility?
What treatment was performed?

Complications during fertility treatment?

Bodensee

Ihr Kinderwunschzentrumin Singen

no yes —how often:
birth in: miscarrige in:
yes no
yes no
but: every month
never without medicine
very long very strong very painfull
days of cycle days
with es no
contraceptive: ¥
with loop: yes no
from: till:
about time/week
about time/month
no yes —when:
ultrasonics radiocontrast agent laparoscopy
Right fallopian tube: open close
Left fa||0pian tube: open close
no yes
stimulation with tablets: ves no
stimulation with injections: yes no
insemination: yes no
ICSI: ' ves no
Thawing cycle:
yes no
others:
no yes — which:

hyperstimulation of the ovaries
bleedings
infections

others:



hBodensee *®

Ihr Ki.n.dérwu.ﬁsn.:hzéntrum in Singen

registration form — man

Last name: First name:
date of birth:

street, house number:

postal code, place of
residende:

profession:

Number mobile

leph i :
telephone private phone:

telephone officale:

E-Mail private:
Marital status: married
registered civil partnership with (last name, first name partner, date of birth):
single divorced widowed
Krankenversicherung: statutory health insurance
privately insured in Germany
Name of insurance company:
health insurance in abroad
name:
urologist:

address:



Medical history — man

GENERAL MEDICAL HISTORY:

Size: M

Do you already have children:

Smoking?

Do you suffer from diseases, metabolic or
hormone disorders?

Do you have some diseases caused by
prions? (e. g. Creutzfeldt-Jacob-disease)
Did you get in contact with HIV, Hepatitis,
Ebola or Zika-Virus?

Have you been on a long-distance trip
within the last six months?

Do you have surgery?

Do you take medication regulary?

FAMILY HISTORY:

Was a family member affected by one of
the following condition?

If yes: who?

(mother, father, sister, nephew, aunt, uncle)

Has cancer occired in your family?

UROLOGICAL HISTORY:

Was a sperm count performed?

Did you have a urogenital injury?

Did you have undescended testicles as a
child?

Did you have an orchits?

Did you or do you have varicose veins on
your testicles?

PRE-TREATMENT:

Have you already sought counselling for
infertility?

Bodensee

Ihr Kinderwunschzentrumin Singen

weight: kg

no yes - from this relationship? no
yes —how much

no
per day:

no yes — following:

no yes

no yes

no yes —in:

no yes — following:

no yes — which:

no abnormalities

abortion

premature births / stillbirths
children died early

physical and mental disabilities
cystic fibroses

other abnormalities:

no yes —in whom and what:

no yes —what’s the result:
normal findings

abnormal result

no yes —when:

no yes —what kind of therapy was done:
none hormone therapie

no yes —when:

Did you have a surgery

no yes because of that?
no yes —when:
no yes — following:

yes

surgery



Bodensee

Ihr Kinderwunschzentrum in Singen

Consent form regarding the collection/transmission of patient data — patient

Dear Patient,

in order for us to treat you and your partner at Kinderwunsch Bodensee, it is necessary for us to discuss the treatment with
you and your partner, as well as to share findings and resulting consequences, appointment times, and other information. To
be able to do this, it is absolutely necessary that you release each other from your obligation of confidentiality, as well as
your gynecologist, so that we can exchange absolutely necessary information and treatment data with your gynecologist,
especially examination findings and delivery reports.

| hereby release the doctors and medical assistants of Kinderwunsch Bodensee, Practice Dr. med. Andreas Heine from their
duty of medical confidentiality towards my partner

Partner’s last name, first name Date of birth

as well as to my gynecologist

Gynecologist's last name, first name

| further confirm that the patient information on data protection was made available to me for download on the website and
that | was able to ask questions about it.

-l agree that my patient data may be collected and processed at the Kinderwunsch Bodensee.

-l agree that treatment data and findings concerning may be requested from other physicians and service providers
for the purpose of documentation and further treatment.

- Treatment data and findings concerning myself may be transmitted to other physicians and service providers treating
me. This includes, for example, laboratories used to produce certain values (such as blood values) required for
treatment and diagnosis.

- Information, correspondence and findings may also be sent to me by email, if necessary. | am aware of the potential
risks associated with unencrypted data transmission via email.

| am aware that | can revoke this declaration in whole or in part at any time in the future.

X

Place, date Signature patient



Bodensee

Ihr Kinderwunschzentrum in Singen

Declaration regarding release from medical confidentiality — patient
Dear Patient,

during the course of your treatment, it may become necessary for us to contact other physicians or institutions in order to
plan or continue your treatment. For this, we require a release from their obligation of confidentiality.

| hereby release, hereby release the doctors and medical assistants of Kinderwunsch Bodensee, Practice Dr. med. Andreas
Heine from the medical confidentiality obligation towards my:

Health insurance
Insurance
Family doctor

Gynecologist

and | agree that my treatment documents (e.g. examination findings, medical records) may be forwarded to the
above-mentioned office(s) for the purpose of

the sending of examination results
my subsequent treatment
someone’s information / handling
In part of a subsequent treatment | comply, that further information could be given because of a

requirement from the above-named doctor.
I know, that | can cancel this authorization with a positive effect for the future.

Place. date Signature patient



Bodensee

Ihr Kinderwunschzentrum in Singen

Declaration by the privat tient:

The claim for remuneration is directed directly against the party liable for payment and is independent of any possible
reimbursement. | confirm that | am aware that, as a private patient, | am fully liable for payment myself. | undertake to settle
the invoice without deduction upon receipt. Billing is based on the valid rates according to the current version of the GOA
(German Medical Fee Schedule) dated February 9, 1996. | have been informed that | will receive invoices from other
physicians for special examinations (laboratory tests, tissue samples, X-rays, etc.) that are not performed by my attending
physician but are necessary for my treatment and were carried out in consultation with me.

X

Date signature of patient



Bodensee

Ihr Kinderwunschzentrum in Singen

Consent form for the collection/transmission of patient data — partner

Dear Patient,
in order for us to treat you and your partner at Kinderwunsch Bodensee, it is necessary for us to discuss the treatment with
you and your partner, as well as to share findings and resulting consequences, appointment times, and other information. To

do this, it is absolutely necessary that you release each other from your obligation of confidentiality, ieber Patient.

| hereby release the doctors and medical assistants of Kinderwunsch Bodensee, Practice Dr. med. Andreas Heine from their
duty of medical confidentiality towards my partner

Partner’s last name, first name Date of birth

X

Place, date Signature patient / partner

| further confirm that the patient information on data protection was made available to me for download on the website and
that | was able to ask questions about it.

- | agree that my patient data may be collected and processed at the Kinderwunsch Bodensee.

- | agree that treatment data and findings concerning may be requested from other physicians and service providers
for the purpose of documentation and further treatment.

- Treatment data and findings concerning myself may be transmitted to other physicians and service providers treating
me. This includes, for example, laboratories used to produce certain values (such as blood values) required for
treatment and diagnosis.

- Information, correspondence, and findings may also be sent to me by email, if necessary. | am aware of the potential
risks associated with unencrypted data transmission via email.

| also agree to the use of my data for the following purposes:

Contact via email, SMS, e.g. for short-term appointment reminders and arrangements, important / urgent information
about treatment.

| am aware that | can revoke this declaration in whole or in part at any time for the future.

X

Place, date Signature patient



Bodensee

Ihr Kinderwunschzentrum in Singen

Declaration regarding release from medical confidentiality — patient / partner
Dear Patient,

during the course of your treatment, it may become necessary for us to contact other physicians or institutions in order to
plan or continue your treatment. For this, we require a release from their obligation of confidentiality.

| hereby release,

Last name, first name Day of birth

hereby release the doctors and medical assistants of Kinderwunsch Bodensee, Practice Dr. med. Andreas Heine from the
medical confidentiality obligation towards my:

Health insurance
Insurance
Family doctor

Urologist

and | agree that my treatment documents (e.g. examination findings, medical records) may be forwarded to the
above-mentioned office(s) for the purpose of

my subsequent treatment

someone’s information / handling

In part of a subsequent treatment | comply, that further information could be given because of a
requirement from the above-named doctor.
I know, that | can cancel this authorization with a positive effect for the future.

Place, date Signature patient



Bodensee

Ihr Kinderwunschzentrum in Singen

Declaration by the privat tient:

The claim for remuneration is directed directly against the party liable for payment and is independent of any possible
reimbursement. | confirm that | am aware that, as a private patient, | am fully liable for payment myself. | undertake to settle
the invoice without deduction upon receipt. Billing is based on the valid rates according to the current version of the GOA
(German Medical Fee Schedule) dated February 9, 1996. | have been informed that | will receive invoices from other
physicians for special examinations (laboratory tests, tissue samples, X-rays, etc.) that are not performed by my attending
physician but are necessary for my treatment and were carried out in consultation with me.

X

date Signature patient



