
DO MI NIO N FER TILITY  A ND END OC RIN OLO GY 

DO NO R I NFO RM ATI ON AN D M EDI CA L H ISTOR Y

Name: _ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _ So c. Sec.#: ___ __ _-_ ___ _- ___ ___ _
Date: __ __ /__ ___ /_ ___ _ Ho me Ph one:  (_ ___ )_ ___ __- __ ___ _

Ad dr ess : _ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ __

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _ Wo rk  Ph one:  (_ ___ )_ ___ __- __ ___ _

AD  #  __ ___ __ ___ ___ __  (o ffice us e o nly)



DOMI NION FERTILITY AND ENDOCRINOLOGY

DONOR I NFORMATI ON AND MEDI CAL HISTORY

Do no r #  __ __ ___ ___ __ _   (o ff ice  us e onl y)

Bi rt h d ate : ___ _/_ __ __/ ___ __ Age : _ __ ___ ___ __ _Ma ri tal  St at us:  __ __ ___ ___ __ ___ __

He ig ht:  __ __ ___ ___ __ ___ __ We ig ht:  __ __ ___ ___ Bl oo d Grou p & Rh : ___ ___ __ ___ __

Ra ce : _ ___ __ ___ ___ __ ___ __Rel igi on:  _ ___ ___ __ Et hn ic Bac kg rou nd:  _ ___ ___ __ ___ _

Ed uc ati on (Chec k o ne ):

[ ] hig h s ch ool         [ ] in  c oll ege [ ] col leg e deg ree  [ ] 2-y ear  d egr ee

[ ] adv anc ed  de gre e (pl eas e spe cif y)  __ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ _

[ ] spe cia li zed / v oc ati ona l/  te chn ic al tra in ing  (p le ase  sp ec ify )__ __ ___ ___ __ ___ ___ __ ___ 

Ha ir  ty pe: [ ] thi n [ ] cur ly Na tu ral  Ha ir  Co lor  _ ___ ___ __ ___ _

[ ] ave rag e [ ] wav y

[ ] thi ck [ ] str aig ht Ey e Col or __ ___ ___ __ ___ ___ __ ___ 

Co mp lex ion : [ ] fai r Su n Exp osu re : Bo dy  Bu ild : [ ] sma ll

[ ] med ium [ ] tan [ ] med ium

[ ] dar k [ ] bur n [ ] la rg e

Se xu al Ori en tat ion : [ ] het ero se xua l [ ] bis exu al [ ] les bia n

Ho bb ies , s pe cia l i nt ere sts , tal ent s, pe rso na lit y t ra its :

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

 Why  do  yo u wan t t o be a d on or? 

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ 



Pl ea se thi nk  ca ref ul ly as yo u a nswer  th e f ol lowing  q ues tio ns .  It is  es sen ti al tha t you r med ica l h is tor y

be  a s a ccu ra te and  c omp let e as pos si ble .

FERTILI TY: 
Ha ve  yo u e ve r b een  p reg nan t bef ore ? [ ] yes [ ] no

Nu mb er of ab ort ion s_ ___ __ Nu mbe r o f mis car ri age s__ __ __  Numb er of  ch ild re n__ ___ _

If  y ou hav e chi ldr en , d o t he y h ave  a ny hea lt h p rob le ms? [ ] yes [ ] no

If  y es, pl ea se spe ci fy:  __ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ _

Ha ve  yo u e ve r d ona te d e ggs  b efo re? [ ] yes [ ] no

If  y es, wh en  an d whe re?  __ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ 

PERSONAL HEALTH:
Vi si on (un co rre cte d) : [ ] poo r Do  y ou wea r gl as ses /co nt act  le ns es? [ ] yes [ ] no

[ ] fai r

[ ] goo d Ar e you : [ ] nea r s ig hte d [ ] far sig ht ed

[ ] exc ell en t [ ] oth er ( ple ase  s pec ify ) ___ ___ __ ___ ___ __ ___ __

He ar ing :   Normal? [ ] yes  [ ] no    If  no , p le ase  sp ec ify  __ __ ___ ___ __ ___ ___ _

Ha ve  yo u e ve r h ad su rge ry? [ ] yes [ ] no If  y es, pl ea se exp la in_ ___ __ ___ ___ __ ___ __

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

Ha ve  yo u b ee n h osp it ali zed  f or oth er  re aso ns ? [ ] yes [ ] no If  y es, pl ea se

ex pl ain :__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ 

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ __

Ha ve  yo u e ve r h ad an y majo r ill nes se s [ ] yes [ ] no If  y es, pl ea se spe ci fy:  __ __ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

Ar e you  cu rr ent ly ta kin g a ny  me dic at ion s? [ ] yes [ ] no If  y es, pl ea se lis t: 

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

Do  y ou cur re ntl y u se  an y o f the  fo ll owi ng? Do  y ou dri nk  al coh ol ?  [ ] nev er

(th is  in for ma tio n i s str ict ly  co nfi de nti al) :   [ ] o cca si ona lly 

[ ] mar iju an a [ ] amp het amine s   [ ] f req ue ntl y

[ ] coc ain e [ ] hal luc in oge ns

[ ] bar bit ur ate s [ ] tra nqu il ize rs Do  y ou smo ke  ci gar et tes ?  [ ] yes    [ ] n o

[ ] nar cot ic s ( her oi n, met ha don e) If  y es, ho w muc h?_ __ ___ ___ __ ___ ___ _



Ha ve  yo u h ad  an y o f the  fo ll owi ng? In  t he pas t six  mo nt hs hav e you  be en  ex pos ed  to :

[ ] blo od tr ans fus io n [ ] tox ic ch emi cal s_ ___ ___ __ ___ ___ __ ___ ___ _

[ ] maj or ra dia tio n or x-r ay  ex pos ur e [ ] spr ays __ ___ ___ __ ___ ____ __ ___ ___ __ ___ __

[ ] syp hil is [ ] fumes/ ex hau st_ __ ___ ___ __ ___ ___ __ ___ ___ _

[ ] gon orr he a [ ] rad iat io n__ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ 

[ ] non -sp ec ifi c ur et hri tis [ ] fle a p owder s/s pr ays 

[ ] ven ere al  wa rts [ ] lea d o r lea d p ro duc ts

[ ] her pes [ ] as bes tos /a sbe sto s pro duc ts 

[ ] ch la myd ia [ ] oth er to xic  pr od uct s ( pl eas e s pe cif y)_ __ ___ ___ _

[ ] oth er se xua lly  t ran smi tt ed      __ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ 

      di se ase s

Ar e you r f amily  me mb ers  ge ne ral ly: [ ] tal ler  t han  av er age 

[ ] sho rte r tha n a ve rag e

[ ] of ave ra ge hei gh t

Ha ve  an y o f you r r el ati ves  h ad mor e tha n o ne  mi sca rr iag e, an y s til lb irt hs or  ea rly  c hil dho od  de ath s? 

[ ] yes     [  ] no   If yes , ple ase  e xpl ain  t hat   p er son ’s re lat ion sh ip to yo u, the  c aus e(s ) of the ir 

ch il d(re n) ’s dea th (s)  an d the  ch il d(re n) ’s age (s ) a t d ea th.

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

__ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ _

Ha ve  an y o f you r f amily  me mb ers  ha d one  or  more  ch il dre n wit h s eri ou s b irt h def ect s? 

[ ] yes If  y es, pl ea se spe ci fy ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ 

[ ] no __ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ 



Relationship

Age if

living

Age at

death

Cause of

death

Height Weight Hair

Color

Eye

Color

Health

Problems

Paternal Grandfather

Paternal Grandmother

Maternal Grandfather

Maternal Grandmother

Father

Mother

Brother

#1

#2

#3

#4

Sister

#1

#2

#3

#4

Paternal Uncles

Paternal Aunts

Maternal Uncles

Maternal Aunts



FAMILY HISTORY
Look through the list of medical problems and indicate which ones you or your relatives have had:

Medical Problem

You Mother Father Sibling Grand-

parents

Aunts/

Uncles

Cousins

Stroke

Heart Disease

Hardening of the Arteries

High Blood Pressure

Anemia

Hemophilia/Bleeding Problem

Leukemia

Immune Deficiency Disorder

Thalassemia

Tay-Sachs

Sickle Cell

Hay Fever

Asthma

Emphysema

Tuberculosis

Lung Cancer

Other Lung Disease

Ulcer of Duodenum or Stomach

Gallstones

Hepatitis

Pyloric Stenosis

Liver Disease

Ulcerative Colitis

Crohn’s Disease

Intestinal Cancer

Other Cancer of Digestive System

Other Digestive Disease

Diabetes

Thyroid Disease

Other Endocrine Disease

Cleft lip or palate

Club foot

Congenital Heart Disease

Other Birth Defects

Kidney Disease

Other Urinary Tract Disease



FAMILY HISTORY (Continued)

Look through the list of medical problems and indicate which ones you or your relatives have had:

Medical Problem

You Mother Father Sibling Grand-

parents

Aunts/

Uncles

Cousins

Undescended Testicle

Hypospadiasis

Prostate Cancer

Uterine Fibroids

Cancer of Cervix, Ovaries, or Uterus

Mental Retardation

Down’s Syndrome

Senility Before Age 50

Mental Disorder (Hospitalization)

Crippling Disorders

Schizophrenia

Manic Depressive Disorder

Other Mental Disorder (Hospitalized)

Multiple Sclerosis

Epilepsy

Hydrocephalus (Water on the Brain)

Spinal Cord Disorders

Huntington’s Chorea

Other Nervous System Disorders

Deafness Before Age 50

Cataracts Before Age 50

Blindness

Glaucoma

Muscular Dystrophy

Other Chronic Muscle Diseases

Spina Bifida/Other Spinal Deformity

Arthritis

Hereditary Low Back Disease

Eczema

Skin Cancer

Breast Cancer

Other Cancer Not Mentioned Above

Alcohol Related Problem

Other (please list below):


