




 
VASECTOMY HISTORY FORM 

 
 
 

Name: 
 
Date of  Birth: 
 
Are you married? 
 
How many children do you have? 
 
If married, what is your wife's age? 
  
 How long have you been married? 
 
Have you ever had any of the following? (PLEASE CHECK ALL THAT APPLY.) 

o scrotal surgery 
o erectile dysfunction 
o epididymitis 
o orchitis 
o prostatitis 
o scrotal pain 

Allergies: 
 
 
Medications: 
 
 
Medical/ Surgical History: 
 
 
Do you have any history of a bleeding disorder? 
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