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FLORIDA INSTITUTE FOR REPRODUCTIVE SCIENCES AND TECHNOLOGIES
2300 North Commerce Parkway, Suite 313, Weston, Florida, 33326-3257

Tel: (954) 217-3456 / Fax: (954) 217-3462 / E-mail: FIRSTivf@aol.com / Web: FIRSTivf.net


EGG DONOR  HISTORY

Today’s Date: ___________   Date of Birth (mm/dd/yy): ___________     Current Age: ____

Name: ______________________________________________________________________

Address: ____________________________________________________________________

____________________________________________________________________________

Phone: 

Day (    ) ______________

Night: (     ) _____________
Work: (    ) ___________

May leave message? 
Yes __________

No ____________

Health Insurance: ____________________________________________________________

Marital Status: ___________
Occupation: ________________

How Many Pregnancies?:______ Of these, how many were:

Full Term Deliveries: _____  Premature Deliveries: ____  Miscarriages:_____ Abortions:_____

How did you hear about our program? ____________________________________________

For office use only:

File #: _____________

Donor Profile

Why do you want to become an egg donor? ________________________________________

Race:




______________________________


Age: 




______________________________

Blood Type: 



______________________________



Height: 



______________________________


Weight: 



______________________________

Build: 




______________________________

Complexion: 



______________________________

Eye Color:



______________________________

Hair Color: 



______________________________

Religious Background:

______________________________

Highest Level of Education:
______________________________


Hobbies / Interests:


______________________________

Give the state and country of origin of your ancestors and yourself: 

Are there any known genetic conditions in your family? 
Yes _______

No _______

If yes, please explain __________________________________________________________

____________________________________________________________________________

Have you ever been tested as a carrier of: 

Tay Sachs Disease (if of Jewish Ancestry) : 

Carrier* _____________
Not Carrier ______________
Unknown ______________

Sickle Cell Disease (if Black): 

Carrier* _____________
Not Carrier ______________
Unknown ______________

Cystic Fibrosis (if White):

Carrier* _____________
Not Carrier ______________
Unknown ______________

Thalassemia (if Italian-Greek)

Carrier* _____________
Not Carrier ______________
Unknown ______________

*
If you are a carrier, when / where was testing performed? _______________________

Are you a twin?

Yes ____________

No ___________

Is there a history of multiple births in your family?
Yes __________
No ___________

Do you have any health problems? 


Yes __________
No ___________


If yes, please explain and give age when diagnosed: ___________________________

Where you born with any birth defects? (e.g. heart disease, cleft lip or palate) 


Yes _______________

No _______________

If yes, please explain: _________________________________________________________

FATHER’S FAMILY

Father: living ___________
deceased_________ Age ( or age at death): __________

If deceased, cause of death: __________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


Notes: ______________________________________________________________________

Grandfather: living ___________
deceased_________ Age ( or age at death): _______

If deceased, cause of death: __________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


Grandmother: living ___________
deceased_________ Age ( or age at death): ______

If deceased, cause of death: ____________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


LIVING Aunts and Uncles (your father’s brothers and sisters)

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	DECEASED Aunts and Uncles (your father’s brothers and sisters)

Please include stillborns, infant deaths, and childhood deaths:



	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	


MOTHER’S FAMILY

Mother: living ___________
deceased_________ Age ( or age at death): __________

If deceased, cause of death: __________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


Notes: ______________________________________________________________________

Grandfather: living ___________
deceased_________ Age ( or age at death): _______

If deceased, cause of death: __________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


Grandmother: living ___________
deceased_________ Age ( or age at death): ______

If deceased, cause of death: ____________________________________________________

	Health Problems


	Age Diagnosed



	
	

	
	

	
	

	
	


LIVING Aunts and Uncles (your mother’s brothers and sisters)

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	DECEASED Aunts and Uncles (your mother’s brothers and sisters)

Please include stillborns, infant deaths, and childhood deaths:



	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	


SIBLINGS

Your brothers and sisters LIVING

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Your brothers and sisters DECEASED

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CHILDREN

Your children, LIVING

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	


Your children, DECEASED

	Sex
	Age
	Health Problems
	Age Diagnosed

	
	
	
	

	
	
	
	

	
	
	
	


Were any pregnancies terminated because an abnormal prenatal diagnosis? 

Yes______
No______

SPECIFIC CONDITIONS

Has anyone in your family had any of the following conditions?

(Please realize that answering yes to any of these questions may not necessarily eliminate you as a donor.)

	Condition
	Yes
	No

	1. Down’s Syndrome
	
	

	2. Mental Retardation
	
	

	3. Seizure Disorder
	
	

	4. Loss of Muscle Coordination
	
	

	5. Premature Senility  (prior to age 50)
	
	

	6. Deafness (prior to age 50) 
	
	

	7. Blindness 
	
	

	8. Cataracts
	
	

	9. Schizophrenia, Manic Depression, Mental Illness
	
	

	10. Serious Birth Defects
	
	

	11. Cleft lip and / or palate
	
	

	12. Club Feet
	
	

	13. “Open Spine” or “Water on the Brain” (Neural tube defects)
	
	

	14. Congenital Heart
	
	

	15. Congenital Hip Problems
	
	

	16. Two or More Miscarriages or Stillborn
	
	

	17. Diabetes Mellitus
	
	

	18. Thyroid Disease
	
	

	19. Progressive Kidney Disease
	
	

	20. Skin Disease
	
	

	21. Early Death (prior to age 50)
	
	

	22. Arthritis
	
	

	23. Cystic Fibrosis
	
	

	24. Coffee colored spots on skin
	
	

	- size of quarter or larger
	
	

	- lumps under skin
	
	

	25. Hemophilia
	
	

	26. Color Blindness
	
	

	27. Undescended Testicles
	
	

	28. Anemia
	
	

	29. Cancer
	
	

	30. Eczema
	
	

	31. Edema
	
	

	32. Epilepsy
	
	

	33. Migraine
	
	

	34. Goiter
	
	

	35. Gout
	
	

	36. Hermaphroditism
	
	

	37. Hernia, Inguinal
	
	

	38. Myasthenia Gravis
	
	

	39. Parkinson’s Disease
	
	

	40. Paraplegia
	
	

	41. Varicose Veins
	
	

	42. Cirrhosis
	
	

	43. Emphysema
	
	

	44. Jaundice
	
	

	45. Lymphedema
	
	

	46. Allergy
	
	

	47.  Heart Attacks
	
	

	48. Huntington’s Chorea
	
	

	49. Sexually Transmitted Disease
	
	


If you have answered YES to any of these conditions, please answer:

	Question #
	Specific Relation
	Specific Condition
	Age Affected
	Other Information
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