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  Claudette Wadsworth

BHSc, BA, Adv DN, Nut D, DRM, PostGrad NFM, MATMS, MNHAA

Naturopath Herbalist Nutritionist
Fertility Management ThetaHealer®
PO Box 308, Lennox Head  NSW 2478
www.claudettewadsworth.com.au
info@claudettewadsworth.com.au
GENDER SWAYING  QUESTIONNAIRE
Please note: This is not a medical practice. All personal details will be kept confidential unless legally required to disclose.
Date of first visit……………………  How did you hear of this practice? ……………………………………
Miss/Mrs/Ms…………………………………………  Address……………………………………………….
……………………………………………………………………………………..Post Code…………………
Phone……...….……………..Mo…………………………..Email…………………………………………….
Age ………….  Birth Date ……………….  
Partner’s Name:……………………………………….Mo ph………………………...DOB:…….....Age:……
If you are currently seeing a GP/ gynaecologist / natural therapist, give name, address and phone number 

…………………………………………………………………………………………………………………

Do you have any children? Names & ages…………………………………………………………………….

Family History of Gender of children for both yourself and your partner

…………………………………………………………………………………………………………………..
REPRODUCTIVE HEALTH

What are you using for contraception at the moment?………………………………………………………...
How long have you been using this method? …………………………………………………………………
Have you ever taken the oral contraceptive pill?  YES/NO  If yes when?  From……….To…………………
Did you suffer any side effects?  YES/NO  If so, give details………………………………………………..
…………………………………………………………………………………………………………………

Did you experience delay in your cycle returning? YES/NO   If so, give details…………………………….
…………………………………………………………………………………………………………………

Have you charted your basal (body at rest) temperature?  YES/NO  Give dates …………………………….

Were you taking fertility drugs?  YES/NO
Do your charts show a mid-cycle rise?  NEVER/SOMETIMES/USUALLY/ALWAYS  

On which day(s) of cycle (on average) does your temperature rise?……………………………………………
Have you charted your cervical mucus changes?  YES/NO
Do you look for cervical mucus changes?  NEVER/SOMETIMES/USUALLY/ALWAYS

Does it change mid-cycle?  NEVER/SOMETIMES/USUALLY/ALWAYS
On which days do you experience fertile mucus? ……………..Has your cervical mucus ever been 

tested?  Results and dates:  Amount…………pH………Ferning (Yes/No)………..Score…………...

Have you, or do you, suffer from any of the following?  (If yes, also give dates and details of treatment)
Pelvic Inflammatory Disease  YES/NO……………………………………………………………………

Endometriosis YES/NO…………………………………………………………………………………….

Cystitis  YES/NO ……………………………………………………………………………………………

Ovarian Cysts  YES/NO …………………………………………………………………………………….

Polycystic Ovarian Syndrome  YES/NO ………………………………………………………………….

Fibroids  YES/NO ……………………………………………………………………………………………

Candida (thrush) NO/OCCASSIONALLY/FREQUENTLY  …………………………………………….


If yes, is it vaginal or systemic?………………………………..How severe?……………………..


What makes it worse? …………………………………………………………………………….


How often have you suffered from Candida in the last year?…………………………………….

Other genito-urinary infections or sexually transmitted diseases (including cystitis) YES/NO…………….

…………………………………………………………………………………………………………………

Herpes / Blisters / Warts (specify which)  YES/NO  …………………………………………………………

Abnormal Pap Smear  YES/NO……………………………………………………………………………….

Cervical erosion/biopsy/laser treatment/cauterisation  YES/NO ……………………………………………..
Did you have any difficulty conceiving your children?  YES/NO  Specify whether IVF/miscarriage/pregnancy complication/birth trauma/PND
………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………

GENERAL HEALTH

Have you ever suffered from any of these conditions?  (If yes, give dates and details)

Cardio-vascular disease (Including abnormal blood pressure, high cholesterol, poor circulation, angina, palpitations)  
YES/NO (Give details)…………………………………………………………………………………………………

Mental / Nervous system disease YES/NO (Give details) ……………………………………………...

…………………………………………………………………………………………………………………

Glandular fever / chronic fatigue YES/NO (Give details) ……………………………………………….

…………………………………………………………………………………………………………………

Other major diseases YES/NO (Give details) ……………………………………………………………

Liver disease……………………………………………………………………………………………
Do you have any allergies or sensitivities?  YES/NO (Give details) ………………………………….

…………………………………………………………………………………………………………………

How often in the last year have you had infections /colds /flu etc? NEVER / OCCASIONALLY / FREQUENTLY
Do you have regular (at least once daily) bowel motions:  YES/NO (Give details) ………………………….

…………………………………………………………………………………………………………………

If not, how often do you have a bowel motion in a typical week? ……………………………………………

Do you use laxatives?  YES/NO (Give details) ………………………………………………………………

Do you experience constipation / diarrhoea / flatulence / mucus or blood in stools / heartburn / indigestion / bloating and bad breath?  YES/NO (Give details) ………………… ………………………………………

……………………………………………………………………………………………………………….

Do you have any malabsorption / eating disorders?  YES/NO (Give details) ……………………………….


………………………………………………………………………………………………………..

Do you suffer from headaches or migraines?  YES/NO (Give details) …………………………………………….…

…………………………………………………………………………………………………………………

Do you consider yourself stressed? YES/NO (Give details) ……………………………………………

…………………………………………………………………………………………………………………

Do you sleep well?  YES/NO (Give details)……………………………………………………………….
How would you rate your energy levels?  LOW/MEDIUM/HIGH
Do you smoke cigarettes?  YES/NO  Have you quit? (give details)……………………………………………
…………………………………………………………………………………………………………………

Do you use any recreational drugs (including alcohol)?  YES/NO (Give details) ……………………………
…………………………………………………………………………………………………………………

Are you taking any medication?  YES/NO (Give details) ……………………………………………….

…………………………………………………………………………………………………………………

Are you taking any dietary supplements?  YES/NO  (Give details and dosages) .………………………………………………………………………………………….................................
…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

CYCLE DETAILS

How often do you menstruate?  Normal average length of cycle is ………………..days (eg. 27/28/29/30/31 etc)
Has it been more than 6 weeks since your last period? YES/NO If so, how long? ……………….weeks/days
If this varies, give shortest cycle usually experienced………days & longest cycle usually experienced, …….days
How many days do you bleed for?……  Is the flow heavy/medium/light?  Is the blood bright/dark?

Are there clots in the blood?  NEVER/OCCASIONALLY/USUALLY/ALWAYS
Do you experience spotting before your period starts?  YES/NO If so, for how many days? ……………………..
Do you experience mid-cycle spotting?  YES/NO Please give details………………………………………………
Do you experience mid-cycle pain?  YES/NO Please give details…………………………………………………..
Do you use ORGANIC TAMPONS/ OTHER TAMPONS/ CLOTH (REUSABLE PADS)/ OTHER PADS/MOON CUP?

Give the number of days, severity and timing if you suffer from the following menstrual symptoms

	
	None/ Slight/
Moderate/ Severe
	Number of Days
	Before/During Period

	Abdominal Cramping/Aching (Specify)
	
	
	

	Backache
	
	
	

	Nausea/Vomiting (Specify)
	
	
	

	Headaches
	
	
	

	Constipation/Diarrhoea (Specify)
	
	
	

	Skin Problems
	
	
	

	Sore Breasts
	
	
	

	Fluid Retention
	
	
	

	PMT
	
	
	

	Fatigue
	
	
	

	Food Cravings (specify eg. sugar/chocolate)
	
	
	


Do you need to take painkillers?
NEVER/OCCASIONALLY/USUALLY/ALWAYS

If so, for how many days before or during your period? Before…….………days 
During……………….days

Have there been any recent changes in your cycle? Give details
YES/NO………………………………………
BREAST HEALTH

Have you had / have breast lumps / fibrocystic breasts / breast cancer / breast pain / nipple discharge/ mastitis? Give details              YES/NO    

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
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