OOCYTE DONOR INFORMATION FORM

This information will be kept in your medical record and is strictly confidential. These forms are not released to anyone
without your written permission. This information is used to evaluate your health and to match your characteristics with
oocyte recipients’ characteristics. Thank you for your honesty in answering these questions.

NAME: DATE:
ADDRESS:
HOME PHONE: BUSINESS PHONE:
GENERAL INFORMATION
AGE: DATE OF BIRTH:
PLACE OF BIRTH: MARITAL STATUS:

RACIAL GROUP: O Caucasian O Black O Asian O Hispanic O All Other:

ETHNIC ORIGIN/ANCESTRY: Mother: Father:

RELIGION BORN INTO:

Donor: Mother: Father:

IF JEWISH: O Ashkenazi O Sephardic
Height: Weight: Eye Color: Blood Type:
Hair Color: Hair: (check one) O Balding [ Thin O Average

Hair Type: (check one) O Curly 0 Wavy O Straight

Corrective Lenses: O Yes O No
Bone Structure: [ Small O Medium O Large O Very Large
Predominately: O Right-handed O Left-handed 0 Ambidextrous

Other Distinguishing Features (dimples, cleft chin, etc.):

Skin Characteristics:
O Freckles O None O Few O Numerous
O Very fair (little to no ability to tan with sun exposure)
O Fair (skin will tan lightly with sun exposure)
[ Medium (light color but will tan moderate to dark)
O Olive (pigmentation of unexposed skin) O Slight O Moderate O Dark
O Dark (unexposed skin) O Light Tan O Dark Tan O Brown 0O Black
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EDUCATIONAL BACKGROUND
(circle highest level attained)
High School 1 2 3 4 GPA___(based on (03 [ 4 scale)
College/University | 2 3 4 GPA___(basedon (03 O4scale)B.A.___B.S.___

Major Area of Study:

Post Graduate l 3 4 5 5+ GPA___ Major,

Degrees Attained: M.A. M.S. PhD. MD. JD. D.D.S. Other

ADDITIONAL ACADEMIC INFORMATION

SAT Scores: Verbal Math Total
LSAT MCAT GRE
Other

Academic and professional societies to which you belong:

WORK/QOCCUPATIONAL HISTORY

What is your current or most recent occupation?

Please list any exposure to chemicals, drugs, gases and radiation that you did come into contact with while working.
Please consider carefully:

Date of Exposure Description
Begin End
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GYNECOLOGICAL HISTORY

How old were you when your menstrual periods first began?

Are your periods regular (without birth control pills)? Yes_ No_
How many days do you bleed with your period?

How many days between each menstrual period?

Do you have cramps with your period? Yes ___ No___

How severe are your cramps? Mild ___ Moderate __ Severe ___

Do you know when you ovulate? Yes _ No___

When was your last period?

When was your last Pap smear?

Have you ever had a mammogram? Yes _ No__

If so, when was the mammogram done?

What was your mammogram result?

How old were you when you had intercourse for the first time?

How many different sexual partners have you had?

Do you find intercourse painful? Yes __ No___

Do you ever have vaginal burning or itching during intercourse? Yes __ No___
Do you have frequent or recurrent vaginal infections? Yes _ No ___

List below type of vaginal infection(s) you have had in the past, frequency and remedy used.

Type of infection Frequency

ra

Remedy used
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GYNECOLOGICAL HISTORY (continued)

Type of birth control used in the past:
Dates from/to Side effects Why stopped

1UD

Pills

Condoms

Diaphragm

Rhythm

Withdrawal

Tubal Ligation

Other

Pregnancies:
Number Qutcome

Number of pregnancies

Number of abortions

Number of vaginal births

Number of stillbirths

Number of Cesarean births

Number of miscarriages

Please list any complications that occurred during any of your pregnancies:

Have you donated eggs in the past? Yes ___ No

If so, when and where?

Have you had any difficulties getting pregnant? Yes ___ No

If yes, please explain.














































