Fertility & Surgical Associates
of California

Thank you for your interest in donating your residual cryopreserved embryos to
another couple or individual at Fertility & Surgical Associates of California.
Many infertile couples/individuals can now become parents because of your
compassion and generosity.

Please take a few minutes to fill out the enclosed questionnaire. Please be sure to
attach 2-3 recent photos (front and full body shot) to the front of the form. If
available, please also include a picture of your child(ren). Return your completed
forms to us as soon as possible. You will be contacted when a couple/individual
has chosen your embryos. The couple/individual will pay for a legal contract.
You may have to have extra lab testing performed which will be paid for by the
couple/individual adopting the embryos.

If you have any questions, please do not hesitate to contact us.

Thank you,

Sincerely,
Arlene Rees, RN.
Third party Coordinator

325 Rolling Oaks Drive, Suite 110
. Thousand Oaks, California 91361

Tel (805) 778-1122 « (818) 361-1833
(800) 961-1801 » Fax (805) 7781199




COUPLE DONATING EMBRYOS:

First Name: MI: Last:
Address: City: State: Zip:
Birth date: Age:

Home Phone:

Cell Phone Number:

0 Male © Female Marital Status: © Single o Married o Divorced
o Widow o Widower

Email Address:

Do we have permission to leave messages on home phone, cell or email: o Yes 0o No

Signature: Date:

Form 1017




DONOR PROFILE

FEMALE
Date Completed: Age/Date of Birth:
Race: Caucasian: African-American: Asian: Other
Ancestry: Mother’s Family: Father’s Family:
Place of Birth:
Marital Status:
Education: High school College/Univ.

Post- graduate Degrees obtained:

Occupation:

Interests and Hobbies:

Personal Characteristics: Height Weight
Eyes Hair
Skin tone Blood Type

Form 3019




PERSONAL & FAMILY HISTORY

Are your menstrual cycles regular: Yes No

Interval between periods: days
Duration of bleeding:

Last menstrual period start date:

Have you ever been pregnant: Yes No How many times:

Do you have any living children: Yes No How many:
Any birth defects or problems:

Do you have twins or triplets: Yes  Explain:

Have you had miscarriages: Yes No How many:
Do you have or were you ever treated for endometriosis: Yes No
Allergies:

Do you take any medications:

Contraceptive Practices

Yes No Dates
Intrauterine device (IUD)
Oral contraceptives
Other

When was your last pap smear: When was your last mammogram:

Any abnormal Pap smears: Any procedures on your cervix:

Toxicant Exposure: Yes No Dates
Alcohol

None

Weekend

Daily
Smoking
Pesticides
Radiation
Coffee/caffeine

Drugs

Form 3022 FEMALE

(amount)
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