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INFORMED CONSENT FOR THE FREEZING AND STORAGE OF OOCYTES 
This is an agreement between _____________________________(patient) and CNY Fertility Center.  I have requested the freezing and storage of my oocytes for my future use. I understand that I will be required to undergo a stimulation and retrieval process in order to obtain oocytes for freezing (separate consent required). I also know that oocyte cryopreservation involves oocyte evaluation, freezing and storage in liquid nitrogen at -196(C. I request this procedure in order to initiate a pregnancy using my partner’s or donor’s sperm in the future. 

I understand the following:

1) Guarantee. There is no guarantee that my frozen oocytes will ultimately result in the establishment of one (or more) pregnancy and live birth.

2) Duration of storage.  The storage of oocytes shall be for 1 year which can be renewed on a year-to-year basis. The renewal of the contract will be conditional on the advance payment of a yearly storage fee (see Section 4  below).  Longer duration of storage may be defined on an individual basis.  After 1 year if we are unable to contact you, by signing this, you are aware that your oocytes will be disposed of.
3) Use of frozen oocytes to initiate pregnancy. Please choose one option.

A.  In the event of my death, my frozen oocytes will be destroyed _____________________________________.   







(signature of patient)
B.  In the event of my death, I give (Name of husband/partner)  ________________________________permission as sole decision maker regarding the disposition of my frozen oocytes (destroy or use to initiate a surrogate pregnancy) ________________________________.

       (signature of patient)

4) Processing and Storage fee.  I agree to pay 1 year storage fee in advance.  All fees are subject to change.  I also understand that there is a fee for stimulation and freezing .

5) Release of frozen oocytes.  Frozen oocytes, if not used for the treatment of the patient at this clinic, will be released to the patient or her designee at the patient’s written authorization.  Conditions and procedures for the release will be those reasonably established by this clinic with which the patient hereby agrees to comply.

6) Destruction of frozen oocytes.  Frozen oocytes will be destroyed at my written authorization.  Frozen oocytes may also be destroyed at the clinic’s discretion if I fail to pay for the storage before the due date.  The destruction of oocytes will be carried out according to acceptable standards.  In no event will my frozen oocytes be used for the treatment of another patient without my written authorization.  No responsibility is taken for any loss of frozen oocytes due to any natural catastrophe, accident, equipment or power failure.  In case of the destruction of oocytes by breach of contract or negligence, I recognize that the true value of the oocytes cannot be accurately determined.  Therefore, I accept an entitlement to a refund of the storage charge for that particular year, plus $150 as full compensation.

7) Termination of contract.  This contract will terminate if one of the following things happens:

 all oocytes are utilized for the treatment or

 all oocytes are destroyed under conditions defined above.

8) Change of address.  The patient accepts that it is her obligation to give CNY Fertility Center an up-to-date mailing address.

Patient’s signature



Printed name




Date

Address



City


State

Zip
               Phone

Signature & Printed Name of CNY Fertility Center representative



Date
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