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  Initial Telephone Interview
Name:
   _________________________________________________
DOB: ___________________

Address: ____________________________________________________________________________________________
Phone #:  (home) (     )____________________________
(work) (     )______________________________
Occupation: ____________________________________
Education: _______________________________

Marital status:    S      M      W      D



Contraceptive Method: _____________________

Current Relationship:
Yes      No      Duration: ________  Monogamous:   Yes      No

Ethnicity: ___________________  Have you ever lived outside of the U.S.? _____ If so, when _____________

 for how long _________ and where _____________________________________________________

If Black, sickle cell trait:   Yes      No      Unknown

Sickle Cell Disease:    Yes      No      Unknown


If Jewish, Tay-Sachs carrier:    Yes      No      Unknown

If Mediterranean ancestry, Thalassemia carrier:   Yes      No      Unknown
Family history of genetic abnormalities or birth defects:  Yes     No
_________________________________________
Medical History

Ht: ____________   Weight: ____________   Last Medical exam: _____________   Allergies: ____________

Medical illness:

Yes
No
__________________________________________________     
Previous surgery:

Yes
No
__________________________________________________

Tobacco use:

Yes
No
__________________________________________________

Alcohol Use:

Yes
No
__________________________________________________

Recreational Drug Use:
Yes
No
__________________________________________________

Piercings

Yes
No
If yes, how many? _____  Where ___________________________________________
Tattoos


Yes
No
If yes, how many? _____  Where ___________________________________________
Other Medications: ________________________________________________________________________________

Do you have normal periods?____________

Previous pregnancies:
Yes
No
Parity ___-___-___-___

Abortions: _____________________
Miscarriages: _____________________

Pregnancy complications: ____________________________________________________________________

History of infertility:
Yes
No
Comments: __________________________________________________

Other
Work hours: ________________
Days: _________________
Flex:
Yes
No

Would you be able to come to our office for frequent daily monitoring?

Yes
No

Are you willing to self-administer daily injections for up to 5 weeks?

Yes
No

Do you still wish to be considered for the possibility of being an egg donor?
Yes
No

How did you hear of our program? _____________________________________________________________

Why do you want to be an egg donor? __________________________________________________________

Information Session and Comments ____________________________________________________________________________
Reject Reason______________________________________________________________________________________________
Packet Mailed________________________

Interviewer ____________________
Date ______________________

______________________________
__________

______________________________
__________

John C. Nulsen, MD Director of IVF
      Date

             Claudio A. Benadiva, MD Lab Director
       Date


Initial Telephone Interview Revised 5.1.04 bt, Rev 6.07


DOC. #CARS-043

