Michigan Reproductive & IVF Center, P.C.

Donor History Questionnaire

Full Name: DOB: Date:
Address:

(Street) (City) (Zip Code)
Phone #:( ) ( )

(Home) (Other)

Email address (optional):

To donate your embryos, we need to information about your personal and medical history. Your
complete and accurate responses to these questions will help better match you with a recipient.
Your name and personal identifying information on this page will remain confidential. Only

your responses on the following pages will be availabteiymously to the recipient couple.

The following answers are accurate and truthful to the best of my knowledge
and include all relevant information.

Signature: Date:

Instructions for completing questionnaire:

* Please use permanent black or blue ink, non-erasable ink.

* Fillin all blanks: If something doesnOt apply to you, please either select ONoO or write
ON/AO (short for ONot ApplicableO).

 If you make a mistake, do not Owhite outO or scribble out answers. Draw a single line
through the error, then initial and date beside it. Proceed to write the correct answer.

* When the questionnaire is completed, be sure to have someone witness your signature, as
noted above.

When returning your questionnaire, please include:
1. Arecent clear, color photograph of yourself for our office use only.
2. Childhood photo(s): preferably toddler to early elementary school years for recipients.
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Michigan Reproductive & IVF Center, P.C.

OFFICE USE ONLY
Patient ID:
DONOR HISTORY QUESTIONNAIRE Laboratory ID:__ —
Donor is: _Eligible _Ineligible
Initials: Date:
General Characteristics
TodayOs date: Current age: Year of birth:

Choose one: _Male _Female Country of birth:

Are you requesting embryo donation? Nolf yes , date embryos were created:

Height: Weight: Any recent weight gain or loss?
Hair color at birth: Natural hair color now:
Race: Skin color: Eye color:

Mother®s ethnic origin (i.e. Dutch, Irish, etc.):

FatherOs ethnic origin:

Language(s) you speak:

CIRCLE ALL appropriate responses

Body Frame: small medium large
Hands: small medium large
Hair type: straight wavy curly
Hair fullness: thick medium thin
Facial: Moles none one several numerous
Freckles none several moderate numerous
Dimples none slight medium deep
Eyes: Size small medium large
Vision: normal far-sighted near-sighted
Glasses: none single bifocal trifocal
Astigmatism: no yes: age diagnosed:
Nose size: small medium large
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Mouth: Size small average large
Lips thin average full
Skin: Tan ability  burn slight medium easy
Acne none slight medium severe
Hearing: Deficits normal deficits hearing aid needed
Dental: Device none braces retainer other
Dental surgery? none cosmetic accident disease  other

Any ear or body piercing(s)? No_ If yes_, what/when/where:

Any tattoos? No_ If yes_, when/where:

Describe your family:

Eye color Hair color Complexion | Height Weight
Father
Mother
Brothers 1
2
3
4
Sisters 1
2
3
4

Personal Characteristics
Marital status: _single _married _divorced _widowed

Duration/quality of relationship:

Religion born into: Religion practiced:

Social History

Have you lived in or traveled to Africa since 1977? No_ If yes_, when/where?

Since 1980 have you lived in or traveled to Europe? No_ If yes , where and for how long?

Do you currently smoke cigarettes? No_ If yes_, # cigarettes per day:

Did you previously smoke? No_ If yes _, when/how much:
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Do you smoke cigars or use chewing tobacco? No_ If yes , describe habit:

How many cups of coffee/tea/soda do you drink in an average day?
__none _1-3 _4-6 __7 ormore

How many bottles, cans, or glasses of beer/wine do you consume in an average week?
__none _1-3 _4-9 _10-15 _ 16 or more

How many cocktails or alcoholic drinks do you consume in an average week?
__none _1-3 _4-9 _10-15 _ 16 or more

Which best describes your consumption of alcohol, wine or beer?
_ 1 don®t drink alcoholic beverages.
__ldrink only during social occasions.
_ I drink occasionally and in small amounts.
_ I tend to consume evenly in amounts throughout the week.
_ I tend to consume in concentrated periods.

Have you or anyone in your family ever been in a program to limit or discontinue alcohol use?
No_ Ifyes , describe program and last date of attendance:

Do you now or have you ever used the following drugs? Checkmark and/or date the appropriate boxes:

Drug (circle or write in drug used) Never used | If used, approximate dates and last use

Marijuana

Hallucinogens: LSD, mescaline,
mushrooms, etc.

Cocaine/crack

Barbiturates/OdownersO

Amphetamines/OuppersO

Narcotics: heroin, meth, opium

PCP (Angel Dust)

Intravenous drugs

Other (specify):

Have you or anyone in your family ever been in a program to limit or discontinue drug use?
No_ Ifyes , describe program and last date of attendance:

| use alcohol or drugs for:
_Social purposes _Depression _Torelax _Donotuse _Other:

Education/Work History
Completed grade school and high school: No_  If yes , describe your educational experience
(i.e. GPA/ACT/SAT/friends/extracurricular activities):

Are you currently in school? No_  Ifyes ,areyou: _Full-time _PartTime _Casual
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College degree(s) or certification(s) currently pursuing:

College degree(s) or certification(s) completed:

College experience (i.e. GPA/ACT/SAT/extracurricular activities):

Current occupation:

Current work hours: Full-time Part Time Casual

Were you in the U.S. military, civilian military, or a dependent of someone in the military?
No_ Ifyes_, when/where?

What are your personal and professional goals for the future?

Intelligence Quotient (IQ) if known:

Physical Activity
_ Athletic _ Active _ Inactive/sedentary

In which physical activities do you participate?

In which physical activities do you excel?

Do you exercise? No_ If yes_, describe:

Temperament/Personality
How would you describe yourself (include your personality and temperament):

List/describe your skills/hobbies/talents (i.e. painting, reading, puzzles, handcrafts, etc.):

Musical Ability

Ear for music (i.e. excellent, average, tone deaf):

Voice (i.e. soprano, alto, tenor, or Ocandt singO, etc):

Instrument: Years experience
Instrument: Years experience
Instrument: Years experience

Personal Health History
Have you ever had a blood transfusion?
No_ Ifyes , when and why:

Have you ever been refused as a blood donor?
No_ Ifyes , when and why:
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Do you currently have any allergies to food, medicines, dust, bee stings, etc?
No_  Ifyes , describe:

Have you outgrown any childhood allergies?
No_ Ifyes , describe:

List yourentire medication history during the last 3 years.
Include over-the-counter, prescription, and herbal medications:

Name of drug/medication Purpose Frequency/duration of use

Have you ever had any type of surgery? No_  If yes_, when and why:

Have you ever been hospitalized? No_  If yes_, when and why:

Have you ever had major radiation or X-ray exposure? No_ If yes , when and why:

Sexual History
Have you or any of your sexual partners had any of the following (If no, select ON/AQ):

Self Partner Date(s) of infection N/A

Chlamydia

Gonorrhea

Hepatitis B virus

Hepatitis C virus

HIV/AIDS

HPV/genital warts

Oral or genital herpes

Pelvic Inflammatory Diseas€

Syphilis

Other:

How many sex partners have you had in your lifetime? In the past year?
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Have you ever had sexual contact with someone who has used intravenous drugs or is bisexual?
No_Ifyes , explain:

Have you had sexual contact with anyone who has lived in or traveled to Africa since 19777
No_ If yes_, when/where?

Male Reproductive History
Any history of hydrocele, hypospadias, undescended testicle, or infections of prostate/semen?
No_ Ifyes , describe:

Any history of significant scrotal injuries or surgeries? No_  If yes_, describe:

Have you ever had any abnormal sperm counts? No_  If yes_, describe:

Do you have biological children? No If yes , complete chart below:

Sex Current Age | Eye color | Hair color | health issues (or write OnoneQ)

Female Reproductive History
Age at first period: Have your cycles ever been irregular? No_ yes
Date of Last Menses: How many days apart are your cycles?

Have you ever been pregnant? No_ If yes , complete chart below:

Pregnancy date(s) Complications? If Oyes,O explain | Outcome

Do you have biological children? No If yes , complete chart below:

Sex Current Age | Eye color | Hair color | Health issues (or write OnoneQ)
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Have you or anyone in your family had any troubles conceiving? No_  If yes , explain:

Have you ever used contraception? No_ If yes , checkmark and complete box:

Type Never used Currently using | Date last used (if applicable):

Birth Control Pills

Intrauterine device (IUD)

Condom (male or female)

Rhythm/calendar method

Other:

Family Health History

Are there any known genetic diseases or birth defects that run in your family?
No_ Ifyes , describe:

Have you ever been tested as a carrier of (place an OxO in the appropriate boxes):

Disease | have not been tested | am a carrier | am not a carrier

Cystic Fibrosis

Sickle Cell disease

Tay-SachOs disease

Thalassemia

Other:

Do any handicaps (physical or mental) occur in your family? No_ If yes_, describe:

Are there anydentical twins or triplets in your family?
No_ If yes , what relation are they to you?

List the age of your biological family members (i.e. father, not step father), or for those who are
deceased, list the age of and cause of death. If cause is unknown, write “unknown” rather than
“natural death.”

Current age if living | Age at death | Cause of death

Mother

Father

Siblings (1)

(2)

(©)

(4)

(5)

(6)

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather

What is your reason for becoming a donor?
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Describe your likes and dislikes?

Michigan Reproductive & IVF Center, P.C.

What do you like most about yourself?
What do you like least about yourself?
What are your best qualities?
What are your worst qualities?

What would you like to express to potential recipient couples about yourself?

What has been your most memorable and/or monumental moment in your life?

Carefully review the following medical conditions and select all that have occurred in your

biological family members (i.e. father, not step father) or indicate “None”:

Medical Condition None | Self | Mom |Dad | Sibling | Grand | Auntor | Cousin
Parent | Uncle

Heart

Stroke

Heart attack

Heart disease

1. since birth

2. later in life

High blood pressure

High cholesterol

Blood

Anemia

Sickle-cell anemia

Hemophilia

Bleeding disorders

Leukemia

Lymphoma

Other:

Respiratory

Hay fever/allergies

Asthma

Emphysema

Tuberculosis (TB)

Lung cancer

Pneumonia

Other:
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Medical Condition None | Self | Mom |Dad | Sibling | Grand | Auntor | Cousin
Parent | Uncle

Gastrointestinal

Stomach ulcer

Duodenal ulcer

Gallstones

CeliacOs disease

Hepatitis A infection

Hepatitis B infection

Hepatitis C infection

Liver cancer

Liver cirrhosis

Colon cancer

Ulcerative colitis

CrohnOs disease

Cystic fibrosis

Intestinal cancer

Other:

Mental Health

Schizophrenic

Manic depressive

Depression

Anorexic/bulimic

Physical/mental abuse

Other:

Senses

Hearing loss before age
60

Deformity of ear

Cataracts before age 50

Blindness

Color blindness

Glaucoma

Deviated nasal septum

Other:

Endocrine/Metabolic

Diabetes

Hypoglycemia

Thyroid cancer

Thyroid disease

Goiter

Adrenal disorder

Other:
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Medical Condition None | Self | Mom |Dad | Sibling | Grand | Auntor | Cousin
Parent | Uncle

Immune System

HIV infection

Immunodeficiency

Lupus

Other:

Bone/muscle/joint

Muscular dystrophy

Chronic muscle disease

Deformity of spine

Osteoporosis

Dwarfism

Arthritis (old age)

Rheumatoid arthritis

Gout

Myasthenia Gravis

Other:

Skin

Acne

Eczema

Skin cancer

Pigmentation disorders

Neurofibromatosis

Other:

Reproductive

Undescended testicle

Hypospadias

Prostate cancer

Testicular cancer

Uterine fibroids

Ovarian cysts

Cancer of cervix

Abnormal PAP smear

Endometriosis

Uterine cancer

Ovarian cancer

Breast cancer

> 1 miscarriage

Stillborn

Death of a newborn

Neonatal jaundice

Sexual abuse

Other:
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Medical Condition None | Self | Mom |Dad | Sibling | Grand | Auntor | Cousin
Parent | Uncle

Neurological

Migraines

Mental retardation

DownOs syndrome

Senility before age 50

Multiple sclerosis

Cerebral palsy

Epilepsy/seizures

Hydrocephalus

Spina Bifida

Neural tube defect

HuntingtonOs chorea

GaucherOs disease

WilsonOs disease

ParkinsonOs disease

TouretteOs syndrome

AlzheimerOs disease

Paraplegia

Scoliosis

ADHD

Other:

Urinary

Kidney disease

Kidney stones

Other:

Congenital Anomalies

Cleft lip/palate

Congenital hip

Club feet

DownOs syndrome

Trisomy 13

Trisomy 18

Fragile X syndrome

Other:

Miscellaneous

Alcoholism

Drug use/abuse

Other:

Please include the following:
3. A recent clear, color photograph of yourself for our office use only.
4. Childhood photo(s): preferably toddler to early elementary school years.
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