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OOCYTE DONOR IN VITRO FERTILIZATION PERMIT
I, _________________________________ (“Egg Donor”) and ____________________ (“Husband/Partner, if none indicate “None”) desire to donate oocyte(s) (eggs) to “Prospective Parents” wishing to conceive and voluntarily give my/our consent and authorize, Georgia Reproductive Specialists (“GRS”), their officers, doctors, agents, employees, successors and assigns and the in vitro fertilization (IVF) program personnel and associates to perform ovulation induction and oocyte retrieval.  If the donation is a known situation, I desire to donate eggs to ___________________ and ______________ (“Prospective Parents”).

I/We warrant that all written representation and information provided to GRS and to any professional physician, physician’s assistant, nurse or embryologist of GRS or to the Prospective Parents are true, correct and complete. 

I/We do not desire to have a parental relationship with any child(ren) born pursuant to this Agreement.  Further, I/we believe the child is morally and legally that of the Prospective Parents.

REQUIREMENTS OF PARTICIPATION

I/We understand that the following are requirements for participation in this procedure and I/we represent that I/we meet each of the requirements:

· The oocyte donor is between the age of 21 and 32, unless the age requirement has been waived by the physician, as in known donor situations.

· The oocyte donor has regular monthly cycles, and has not been diagnosed with either Endometriosis or Polycystic Ovarian Syndrome.

· The oocyte is a Nonsmoker and has been smoke free for at least the last 3 months.

· The oocyte donor is not currently taking any psychiatric medications for example, for the treatment of depression, anxiety, and any other related psychological condition.

· The oocyte donor has not has a tattoo, body piercing, or acupuncture within the last 12 months.

· The oocyte donor has not ever used any illegal drugs in her lifetime, with the exception of marijuana.

· The oocyte donor has not used marijuana within the past 6 months.

· The oocyte donor has never been incarcerated at anytime or has never been in a sexual relationship with anyone that has been incarcerated.

· The oocyte donor has never used a needle, not even once, to take drugs or steroids that were not prescribed by a physician.

· The oocyte donor has not accepted drugs or money in exchange for sex since 1977.

· The oocyte donor has never has a positive HIV, Syphilis, Hepatitis B, or Hepatitis C Test

· The oocyte donor has not had close contact with someone at increased risk for HIV, Syphilis, Hepatitis B, or Hepatitis C within the last 12 months.  Close contact is defined as activities including: sexual intercourse, paying or being paid to have sex, rape, sex with an IV drug user, or a needle stick exposure to someone else’s blood.

· The oocyte donor has not had close contact with any person having viral hepatitis within 12 months preceding the donation.

· The oocyte donor has not had or been treated for syphilis or gonorrhea within the preceding 12 months.

· The oocyte donor has not had symptoms of HIV infection including unexplained weight loss, night sweats, blue or purple spots on or under the skin, long-lasting white spots or unusual sores in your mouth or lumps in your neck, armpits, or groin that last more than a month, fever higher than 99 degrees that last more than 10 days, diarrhea lasting over a month, or persistent cough or shortness of breath.

· The oocyte donor has not traveled or resided in the United Kingdom (England, Northern Ireland, Scotland, Wales, Isle of Man or the Channel Islands) for 6 months or more between 1980 and 1996.  In addition, the oocyte donor has not lived in France, Ireland or Portugal for a cumulativ3 total of 10 years or longer between 1980 and the present.

· The oocyte donor does not have a family history of transmissible spongiform encephalopathy (TSE) such as Creutzfedt-Jakob disease (CJD); or a history of changes in cognition, speech, or gait; or exposure to tissues suspected of harboring TSEs.

· The oocyte donor has never been a recipient of human organ or tissue transplants or human extracts.

I/We acknowledge and agree that our acceptance into the program and our continuing participation is at the discretion of the staff of the program. 

​​​​______ The Egg Donor agrees to abstain from all sexual activity, including intercourse when hormone injections begin and until after the start of a period.  

______ The Egg Donor agrees to adhere to all medical instructions given to her by the Physician. 

______ The Egg Donor agrees not to drink any alcoholic beverages, not to use any non-prescription medications or prescribed medications without the knowledge of and consent from the physicians, commencing one month prior to donating eggs.  Use of any illegal drugs at any time during the egg donation process is grounds for an immediate cancellation from the program without compensation.

_____ The Egg Donor agrees to report any changes that occur at any time in any of her risk factors that would put her at risk for HIV, Hepatitis B, Hepatitis C, or Syphilis. For Example, the donor agrees to report any changes in her sexual behaviors, partner(s), as well as whether she gets a tattoo, body piercing, participates in acupuncture, and any drug use that occurs for anything that has not been prescribed by Georgia Reproductive Specialists.

​

DESCRIPTION OF THE PROCEDURES

I/We understand that egg donation involves hormone injections to stimulate the egg donor’s ovaries and the removal of egg(s) from the donor’s ovary(ies) by a needle and the fertilization of those eggs with the prospective father’s/donor’s sperm in the laboratory.  If fertilization occurs, the embryo(s) may be placed into the Gestational Carrier’s/Prospective Mother’s uterus and/or cryopreserved.  Subsequently, at the discretion of the Prospective Parents, the resultant cryopreserved embryos may be (1) transferred to the Gestational Carrier’s/Prospective Mother’s uterus; (2) donated to an infertile couple; or (3) disposed of; or (4) donated to Research.

I consent to the following surgical, medical and/or diagnostic procedures:


Pre-IVF screening:  Determination by medical history, physical examination, and standard infertility tests that I am a candidate for this procedure.


Ovulation Induction:  The use of fertility drugs (usually Lupron, Gonal-F, Bravelle, Follistim, Repronex and human chorionic gonadotropin (HCG) to stimulate the growth and maturation of follicles (eggs) in the ovary. 

 Laboratory tests: Frequent blood samples will be taken from donor to monitor hormone secretions from the ovary and pituitary gland. 

Ultrasound: Transvaginal ultrasonography is a diagnostic procedure using sound waves to provide a picture of the ovaries and the follicles to monitor the development of the egg(s) and uterine lining.

Egg Retrieval:  Vaginal introduction of a needle into the ovary to obtain one or more eggs.  This is performed with ultrasound guidance.  An anesthesiologist/nurse anesthetist will administer intravenous pain medication and sedation to minimize discomfort. 

SUCCESS RATE

I/We understand that no guarantees have been made regarding the success of ovarian stimulation and the ability to perform egg retrieval.  I/We understand that the chance of proceeding to egg retrieval is approximately 90%.

I/We also understand that I/we will not be notified of results of fertilization or of any pregnancy resulting from this procedure. 

FINANCIAL CONSIDERATION

The Prospective Parents will be solely responsible for any and all medical costs of the Egg Donor resulting from any procedures and resulting from any and all complications that may arise as a result of this treatment.  Note:  If I have health insurance, it is my obligation to provide my insurance coverage information should any complications arise.  However, any co-payments or treatment not covered by my insurance will be the responsibility of the Prospective Parents.

Correspondingly, I/we understand that I/we can withdraw from the program at any time without affecting the availability of other present or future medical care.  However, I/we understand that in the event of withdrawal or failure to meet the requirements for participation, I/we may be responsible for payments of services performed and that I/we may be financially responsible for any other medical costs incurred. 

POSSIBLE RISKS AND HAZARDS ASSOCIATED WITH IVF-ET

Potential fertility drugs side effects:  Along with their intended benefits, fertility drugs have a potential to cause side effects.  The most common side effect is increased stimulation of the ovary(ies).  Occasionally, ovarian enlargement with symptoms of abdominal discomfort can occur.   Mild to moderate uncomplicated ovarian enlargement, sometimes accompanied by abdominal distension and/or abdominal pain occurs in about 20% of those treated with Follistim, Gonal-F, Bravelle, Repronex and HCG.  This is generally reversed without treatment within 2-3 weeks. 

Severe ovarian enlargement, known as the hyperstimulation syndrome is characterized by sudden enlargement of the ovary(ies) and accumulation of fluid in the abdomen.  This fluid can also accumulate around the lungs and may cause breathing difficulties. If the ovary ruptures, blood can accumulate in the abdominal cavity, as well.  The fluid imbalances can also affect blood clotting and could be life-threatening.  Fortunately, the hyperstimulation syndrome occurs in less than 2% of patients.  Treatment may consist of bed rest and careful monitoring of fluid levels.  

Other side effects that have been reported with Follistim, Gonal-F, Bravelle, Repronex, Lupron, Estrogen or Progesterone is:  allergic sensitivity, pain, rash, and swelling at the injection site. Side effects have also been reported with HCG and include:  headache, irritability, restlessness, depression and fatigue.  Patients taking Lupron or Synarel may experience hot flashes.  I/We understand that I/we should report symptoms to our physician immediately.

Blood tests may cause mild discomfort and a risk of developing a bruise or an infection at the needle site.  Discomfort may be caused by ultrasound procedures. 

From the ultrasound needle aspiration, there is a possibility of bleeding, infection or injury to the bladder or abdominal organs that may require immediate or later major surgery. Infection may further impair fertility or result in a loss of fertility potential. 

Should I fail to avoid intercourse during the period preceding egg retrieval and for at least one week after, I may become pregnant.  If pregnancy should occur, I understand that I am at increased risk of becoming pregnant with multiples (including high-order multiples) and the associated medical concerns.  In addition, I understand the risks of ectopic pregnancy, miscarriage, and the possibility of having complications with the pregnancy.

TREATMENT DECISIONS

I/We understand that all decisions regarding each step of the procedure involved will be made by our IVF physician based on his independent medical judgment. We understand that our IVF physician may decide not to proceed with the procedures because of complications or possible risks, either to the Egg Donor, the Gestational Carrier/Prospective Mother or to the potential child(ren), or because of other reasons and we agree to rely on his/her decisions in this regard.

LEGAL STATUS

I/We understand that due to the relatively new nature of IVF-ET and oocyte donation, many legal issues surrounding the procedure have not been resolved and the legal status of any resulting child(ren) in terms of legitimacy or otherwise is uncertain.  It is our intent and understanding that any resulting child be the legitimate child of the Prospective Parents, and that neither I (Egg Donor) nor my Husband (when donor is married) will ever attempt to form a parent-child relationship with any child or children that may be born as a result of the implantation of the fertilized embryo(s) into the Prospective Mother/Gestational Carrier. 

I/We, jointly and severally, accept egg donation as our own act and acknowledge the child(ren) so produced as the legitimate child(ren) of the Prospective Parents.  I/We, jointly and severally, waive forever any rights which I/we might have to claim such child or children as mine/ours.

This Agreement contains the entire agreement between the parties with respect to the subject matter hereof.  All agreements, covenants, representations and warranties, express or implied, oral or written, made by any party with respect to the subject matter of this Agreement are embodied herein.  All prior agreements and representations, of whatever nature, which relate to this Agreement are waived, merged and superseded.  This is a fully integrated Agreement and the terms and conditions of this Agreement are to be governed in accordance with Georgia Law. 

_____ As an Egg Donor, I agree/do not agree to be contacted by GRS staff in the future in case of a medical emergency related to any child(ren) that may result from my egg donation cycle.

MEDICAL EXPENSES

I/We have been informed that if I/we should suffer any physical injury as a result of participation in this activity, all of the necessary medical facilities are available for treatment.  I/We understand, however, that payment for physician and hospital expenses will be the responsibility of the Prospective Parents.  Note:  If I have health insurance, it is my obligation to provide my insurance coverage information should any complications arise.  However, any co-payments or treatment not covered by my insurance will be the responsibility of the Prospective Parents.

CONFIDENTIALITY

I/We understand that the physician and his associates will, unless otherwise compelled by law, make reasonable efforts to keep information obtained about me/us during the course of treatment confidential.  I/We agree that specific medical details may be revealed in professional publications as long as our confidentiality is maintained.  I/We also authorize the filming, videotaping and/or photographing of the female reproductive organs during the course of the procedure.

RELEASE

GRS shall be liable for negligence and for intentional wrongs of its personnel (including but not limited to GRS, their officers, doctors, agents, employees, successors and assigns and the in vitro fertilization program personnel and associates employed by or under contract with  GRS) which cause injury and damage (collectively, “Professional Liability Claims”).  I/We shall indemnify and hold harmless GRS and its employees, members, managers and agents against all claims, losses, damages, suits and judgments including without limitation, reasonable attorney’s fees and costs actually incurred, except for Professional Liability Claims. 

I/We acknowledge by our signatures below that I/we have read the foregoing and that all questions I/we have asked have been answered to our satisfaction, and I/we understand the answers.

_______________________________
__________________________________

Egg Donor’s signature


Partner’s signature (required if egg donor married)

_______________________________
__________________________________

Date





Date

_______________________________
__________________________________

Witness




Witness

______________________________
__________________________________

Date





Date
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