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EGG DONOR APPLICATION
Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
City, State, Zip Code: __________________________________________________________________
Date of Birth: ______ /______ /______
Phone Numbers




Permission to leave detailed message on this line?
Cell Phone: ________________________

□ YES


□ NO
Home Phone: ______________________

□ YES


□ NO



Work Phone: _______________________

□ YES


□ NO



Email: ___________________________________________

Permission to send a detailed message. 

□ YES


□ NO
PERSONAL DESCRIPTION

HEIGHT: ______________      



HAIR COLOR: ______________
WEIGHT: ______________



EYE COLOR: ______________
RACE: ______________________________________________________________________________
ETHNIC BACKGROUND (e.g., French, Irish, African, Latino, Italian, Chinese, etc.): ___________________  __________________________________________

____________________________________
SKIN TONE (e.g., medium, dark, light, fair, olive, freckles, etc.): _________________________________
____________________________________________________________________________________
HAIR TYPE (e.g., curly, straight, wavy, fine, thick, frizzy, etc.): __________________________________
____________________________________________________________________________________
EDUCATION

COMPLETED EDUCATION: ______________________________________________________________

COLLEGES ATTENDED: _________________________________________________________________

GPA: __________________

DEGREES OBTAINED/CURRENTLY PURSUING: _______________________________________________

____________________________________________________________________________________
CURRENT OCCUPATION: ________________________________________________________________

PREVIOUS OCCUPATIONS: ______________________________________________________________
____________________________________________________________________________________

SOCIAL HISTORY
RELIGION: ___________________________________________________________________________

TOBACCO USE
CURRENTLY:
□ YES

□ NO
If yes, how much/often? ________________________________________

If no, have you smoked in the past?  □ YES

□ NO
How often? ___________  
Quit date: ___________  

ALCOHOL USE
CURRENTLY:
□ YES

□ NO
If yes, how much/often? ________________________________________

If no, did you drink in the past?  
□ YES

□ NO
How often? ___________ 
How much? ___________  


DRUG USE
CURRENTLY:
□ YES

□ NO
If yes, how much/often? ________________________________________
What specifically? _____________________________________________
If no, have you used drugs in the past?  
□ YES

□ NO
How often? ___________ 
How much? ___________  


What specifically? _____________________________________________

Last date of drug use: ___________
Please list all tattoos and dates acquired:

____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Are you currently: 
□ Single
□ Married
□ Living with a partner?
Have you discussed your interest in egg donation with your partner? 
□ YES

□ NO
If no, do you plan to tell your partner?
□ YES

□ NO

□ UNDECIDED
Have you ever been convicted of a crime (other than a traffic violation)?
□ YES
 
□ NO
If yes, what were you convicted of, and when? ______________________________________________    ____________________________________________________________________________________
Have you ever been in jail or prison?

□ YES
 
□ NO
If yes, for what specifically, when, and what was your length of incarceration? ____________________    ____________________________________________________________________________________

PERSONAL ABILITIES AND TALENTS
Please rank your skills accordingly:

MATHEMATICAL ABILITIES
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
LITERARY UNDERSTANDING
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
SCIENTIFIC ABILITIES
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
ATHLETICISM
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
ARISTIC SKILL
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
MUSICAL SKILL
□ FAIR

□ AVERAGE

□ GOOD

□ EXCELLENT
Please list any special talents, skills, or hobbies below:  ________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________
Favorite Sport: ___________________________________

Favorite Music: ___________________________________

Favorite Color: ___________________________________

Favorite Food(s): ___________________________________

PERSONAL MEDICAL HISTORY
Were you born with any handicaps or genetic conditions? 


□ YES
 
□ NO
If yes, please describe: _________________________________________________________________
Have you been diagnosed with any medical conditions?  


□ YES
 
□ NO
If yes, please describe: _________________________________________________________________  ____________________________________________________________________________________

Have you ever been hospitalized?  





□ YES
 
□ NO
If yes, please describe: _________________________________________________________________  ____________________________________________________________________________________

Have you ever had surgery?  






□ YES
 
□ NO
If yes, please describe: _________________________________________________________________  ____________________________________________________________________________________

Have you ever been diagnosed with a psychiatric illness?  


□ YES
 
□ NO
If yes, please describe: _________________________________________________________________  ____________________________________________________________________________________

Have you ever been diagnosed with a sexually transmitted infection?  
□ YES
 
□ NO
If yes, please describe: _________________________________________________________________  ____________________________________________________________________________________
Have you ever received a blood transfusion?  



□ YES
 
□ NO
If yes, for what, and when? _____________________________________________________________
Have you ever been excluded from blood donation?  


□ YES
 
□ NO
If yes, why, and when? _________________________________________________________________
How many times have you been pregnant?

□ NEVER
□ 1 TIME
□ 2 TIMES
□ 3 OR MORE TIMES
How many children do you have?

□ NONE
□ ONE

□ TWO

□ THREE OR MORE

Please describe the outcome of each pregnancy, including delivery date, complications associated with each pregnancy, labor, and delivery outcome (e.g., elective termination, miscarriage, premature birth, premature birth, full term live birth, stillbirth, etc.). 
____________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been donated eggs at another clinic?  


□ YES
 
□ NO
If yes, when, and where? _______________________________________________________________

How many eggs retrievals have you completed? ____________________________________________
How many eggs were retrieved?  _________________________________________________________
Please list all prescribed and over-the-counter medications you take:
____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY MEDICAL HISTORY
	Relative
	Alive?
	Current Age/ Age of Death
	Occupation
	Education Level
	Detailed Medical History

	Mother
	Y / N
	
	
	
	

	Father
	Y / N
	
	
	
	

	Sibling 1

M / F
	Y / N
	
	
	
	

	Sibling 2

M / F
	Y / N
	
	
	
	

	Sibling 3

M / F
	Y / N
	
	
	
	

	Maternal

Grandmother
	Y / N
	
	
	
	

	Maternal Grandfather
	Y / N
	
	
	
	

	Paternal Grandmother
	Y / N
	
	
	
	

	Paternal

Grandfather
	Y / N
	
	
	
	

	Aunt
	Y / N
	
	
	
	

	Aunt
	Y / N
	
	
	
	

	Uncle
	Y / N
	
	
	
	

	Uncle
	Y / N
	
	
	
	

	
	Y / N
	
	
	
	

	
	Y / N
	
	
	
	


Please list any additional genetic relative with complicated medical histories:
____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have children, please complete the following:
	Child
	Sex
	Age
	Current Health
	Birth Complications
	Medical History

	1
	M / F
	
	
	
	

	2
	M / F
	
	
	
	

	3
	M / F
	
	
	
	

	4
	M / F
	
	
	
	


Please review the following conditions and if they pertain to your family medical history:



     
	Arthritis
	Y / N
	Alcoholism
	Y / N

	Down’s Syndrome
	Y / N
	Colon cancer before age 65
	Y / N

	Neurofibromatosis (lumps under the skin)
	Y / N
	Hypertension
	Y / N

	Seizure disorders
	Y / N
	Blood clotting disorder
	Y / N

	Cleft lip and/or cleft palate
	Y / N
	Breast cancer
	Y / N

	Spina bifida
	Y / N
	Ovarian cancer
	Y / N

	Hydrocephalus
	Y / N
	Huntington’s disease
	Y / N

	Congenital heart defects
	Y / N
	Marfan’s syndrome
	Y / N

	Cystic fibrosis
	Y / N
	Three or more miscarriages or stillbirth
	Y / N

	Mental illness
	Y / N
	Blindness
	Y / N

	Diabetes onset prior to age 50
	Y / N
	Deafness
	Y / N

	Club feet
	Y / N
	Cataracts
	Y / N

	Congenital hip problems
	Y / N
	Premature senility before age 50
	Y / N

	Thyroid disease
	Y / N
	Muscle weakness/atrophy/dystrophy
	Y / N

	Progressive kidney disease
	Y / N
	Tuberous sclerosis
	Y / N

	Skin disease
	Y / N
	Any other genetic conditions
	Y / N


Please further explain any conditions selected from this list, including specific relation, condition, and the age your relative was affected.
Please explain why you are interested in egg donation.
Please explain your goals, hopes, and dreams for the future:

How did you hear about our program? 

□ NEWSPAPER

□ FACEBOOK

□ WEBSITE

□ FRIEND

If you heard about our program from a previous egg donor, who? ______________________________

Please attach a recent photo of yourself to the application. This photo will not be returned our shared with future intended parents.
Thank you for your interest in applying to our egg donation program. We appreciate your time in filling out this detailed application to provide a thorough history of you and your history to future intended parents! 
Please send your completed application to:

Virginia Fertility & IVF

ATTN:  IVF Nurse Coordinator
4100 Olympia Circle, Suite 201
Charlottesville, VA 22911
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