
CONSENT AND STORAGE AGREEMENT FOR  
OOCYTE CRYOPRESERVATION AND STORAGE PROGRAM 

 
Please review the following consent and storage agreement.  By initialing and/or signing in all  

designated areas, you and your partner (if applicable) are agreeing to participate in the  
Oocyte Cryopreservation and Storage Program at Women’s Specialty & Fertility Center, Inc.   

Participation in this program is entirely voluntary.  
 

This agreement must be renewed on an annual basis.  It can be signed and 
completed at Women’s Specialty & Fertility Center with a staff member present, or it 

may be mailed in after signing with a notary. 

CRYOPRESERVATION 
 
As part of the process for in vitro fertilization (IVF) multiple eggs may be stimulated to grow, be recovered from the 
ovary, fertilized, embryos be formed and transferred back to the uterus and/or cryopreserved for future use. In 
some rare cases, oocytes can’t be inseminated and oocytes may need to be cryopreserved. This includes cases 
when sperm is not available for different reasons (no sperm sample available, lack of viable sperm for ICSI, etc.)  
Recently, fertility preservation for females has become available through the cryopreservation of oocytes. This 
includes patients suffering from cancer who wish to cryopreserve eggs before chemotherapy and/or radiotherapy 
starts. The process also includes the development of multiple eggs with ovarian stimulation then recovered from 
the ovary with the cryopreservation of mature oocytes. These oocytes may be thawed in the future for fertilization 
with the resulting embryos transferred back to the uterus. The oocytes can be stored for several years should the 
patient decide to attempt to have children without using IVF. In case infertility is confirmed then the oocytes can be 
thawed for fertilization and creation of embryos with the use of IVF.  
 
There are several requirements that must be fulfilled before it is determined that oocyte cryopreservation is a 
potential option for you: 
 

1. Ovarian stimulation should develop multiple follicles in your ovary/ies. 
2. These oocytes must be of sufficiently high quality and maturity to undergo the freezing/thawing process 

successfully. 
3. Formal permission to freeze oocytes must be given by the patient or couple (when applicable) through the 

signature of this informed consent. 
 
In addition, in order for use of frozen/thawed oocytes in IVF to be possible, the oocytes must survive the process. 
The embryologist who thaws the oocytes on the day of fertilization determines the survival.  Oocytes are frozen 
using the vitrification technique when the oocytes are at metaphase II (matured) stage. Oocyte freezing provides an 
estimated 50% survival after the process but no warranty is provided due to the fact that a single cell is processed 
in comparison with embryos where multiple cells are frozen at once. 
 
Cryopreservation or freezing of oocytes is accomplished with the addition of a cryoprotectant agents to the oocytes 
before freezing starts. The cryoprotectant agent is an FDA approved mixture of chemicals in solution, which protect 
the cell by modifying their response to freezing.  The oocytes are vitrified using an ultra rapid technique.  Frozen 
oocytes are preserved in a liquid nitrogen container.  The freezing process is done few hours after oocytes are 
recovered from your ovary. In most occasions oocytes are frozen in devices in sets of two. If you prefer to freeze 
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them individually, talk to your IVF physician about it. In most cases, oocytes are thawed in sets of six-eight to 
facilitate the formation of a minimum of one or two embryos for transfer. 
I understand that when I indicate that I am ready to attempt IVF with frozen/thawed eggs, the stored oocytes will be 
thawed.  The thawed eggs will then be fertilized through ICSI, embryos cultured in vitro and transferred to my 
uterus or to another female reproductive tract 1, 2 or 3 at a time.  We understand that only embryos considered to 
be potentially viable using reasonable medical judgment will be transferred to the reproductive tract.  I agree to 
abide by the decision of the IVF physician concerning the appropriateness of any embryo transfer. 
 
The transfer of the embryo/s to the reproductive tract requires a normal uterine lining. This includes a very close 
synchronization of the normal process of ovulation and later luteal phase.  I understand that this will require 
monitoring by ultrasound examinations, as well as monitoring and administration of hormonal medication including 
estrogen and progesterone.  The embryos will only transferred to the uterus if the cycle is determined to be normal 
in all respects by the IVF physician(s). 
 

Initials: __________ 

RISKS OF CRYOPRESERVATION 
 
I understand that freezing and long term storage may result in damage to the oocyte(s) including damage to 
genetic material, or loss of viability of the oocyte as a whole. I understand that although thousands of children have 
been born worldwide as a result of this technology, there may be some effects on the offspring, which, at this time 
cannot be determined.   
 
If, after thawing, an oocyte is not deemed viable, then the oocyte will be disposed according to the American 
Society for Reproductive Medicine Ethical Standards. 
 
Some accidents may occur in the laboratory, which would jeopardize or destroy the oocytes.  These include, by 
way of example but not limited to: 
 

1. Failure of oocyte to adapt to vitrification and warming process 
2. Failure of the storage system to preserve the oocytes 
3. Human error 

 
Oocyte cryopreservation, as with all medical procedures, involves risks including: 
 

1. The oocyte may not survive the freezing/vitrification and/or thawing/warming process, and/or may be of 
poorer quality or unsuitable for use.  

2. Acts of God, acts of war, equipment failure or power outages (storms, blackouts, earthquakes, terrorist 
attacks, etc.) may disrupt power, water or physical access to the laboratory and other parts of the facility.  
These problems may make it impossible for the doctor or lab staff to tend to my oocytes or me.  This rarely 
may cause cancellation of the freezing and/or death of the oocytes.  

3. Thawed frozen oocytes may be associated with a lower pregnancy rate than fresh oocytes after IVF. 
4. It is not known whether long-term storage of oocytes affects pregnancy outcome. 
5. It is not known whether cyropreservation affects the risk of birth defects or other adverse outcomes.  

  
 

Initials: __________  
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STORAGE AGREEMENT 
 
Women’s Specialty and Fertility Center (WSFC) requires the Oocyte Cryopreservation Consent and Storage 
Agreement to be renewed annually.  
 
I understand that the freezing and storage of oocytes is an elective procedure, which typically is not a covered 
benefit through your insurance.  The annual renewal storage rate is $400.  These charges are non-refundable, 
not prorated and are subject to change without notice.  There will also be a charge for thawing/warming of oocytes 
for an IVF cycle.  I accept responsibility for these charges in full, and understand that failing to pay these charges 
within ninety (90) days of billing will be considered by the staff of Women’s Specialty & Fertility Center, Inc. to be 
abandonment of the oocytes.  
 
I agree to inform Women’s Specialty & Fertility Center, Inc. of any changes in our contact information including 
physical address, email address and phone number.  If I fail to do so, I realize the staff will have no way of reaching 
me. I understand that both members of the couple (when applicable) are co-responsible legally and financially in 
the decision-making regarding the fate of the stored oocytes. 
 
I understand that if I elect to transfer my oocytes to another facility in the future, they will not be released until my 
account balance is paid in full. The cost of the transfer process will be my responsibility. 
 
The decision what to ultimately do with my oocytes is my decision.  However, in the event that I do not pay the 
annual charges and/or do not respond to the telephone, email and written notifications from the staff at Women’s 
Specialty & Fertility Center, Inc., they will consider our oocytes to be abandoned.  The following process will be 
followed: 
 

1. The staff will attempt to telephone me on 3 separate occasions.  
2. A certified and/or registered letter will be sent to the last address we have reported to Women’s Specialty 

& Fertility Center, Inc.  
3. If the issue is still not resolved, a second (and last) certified and/or registered letter will be sent.  
4. If the staff at Women’s Specialty & Fertility Center, Inc., has received no response to these phone 

calls/letters/emails, and/or I refuse to pay the current charges, the oocytes will be considered abandoned 
and the staff may dispose of the embryos as described under section “Disposition of Frozen Oocytes”. 

  
Initials: __________  
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DISPOSITION OF FROZEN OOCYTES 
 
I understand that the frozen oocytes are subject to my disposition and therefore all decisions about their disposal 
must be my decision, except where such disposal may be affected by applicable laws in the future or by any court 
decision having jurisdiction over these oocytes.  I understand that I can change any of these decisions at any time 
in the future by simply contacting Women’s Specialty & Fertility Center, Inc. and signing a new consent form 
incorporating any new decisions on which I agree.  I have indicated below my decision about the disposition of any 
stored oocytes. 
 
1.  If I die, I wish the oocytes to be: 
 
 
________ Donated (Described below) 
Initials   
 
________ Discarded (Described below) 
Initials   
 
________ Other disposition (describe):_______________________________________________________ 
Initials                      _______________________________________________________ 
     
I agree to keep Dr. H. Michael Synn, Dr. Carlos E. Sueldo, Women’s Specialty & Fertility Center, Inc., and their 
staff out of any custody disputes over children and/or embryos resulting from the use of my frozen/thawed oocytes.  
 
6.  We understand that the oocytes will be stored for a time not to exceed my normal reproductive life (age 50).  At 
that time I wish the oocytes to be: 
 
________ Donated (Described below) 
Initials   
 
________ Discarded (Described below) 
Initials   
 
7.  I understand that if I have a hysterectomy or a change in the health of my uterus, the only chance of pregnancy 
would be for a surrogate (volunteer) to receive the embryos produced with my frozen/thawed eggs and to carry the 
pregnancy to term.  I understand that Women’s Specialty & Fertility Center, Inc. (WSFC) may or may not have such 
a program but WSFC would cooperate with the shipping of the oocytes to another physician that we jointly indicate.  
I understand that the expense of such shipping would be my responsibility.  WSFC is not responsible for any 
damage or loss that might result from factors related to shipping of frozen oocytes. 
 
I understand that WSFC is not obligated to proceed with transfer of the embryos produced with my frozen/thawed 
eggs to my reproductive tract if on the basis of any new scientific evidence it is their opinion that the risks outweigh 
the benefits.  If WSFC decides that it can no longer store frozen oocytes, we understand that we will be given six 
months notice to locate another medical facility willing to accept my frozen oocytes for storage.   
The physicians running the program also reserve the right to terminate their participation in the oocyte 
cryopreservation and storage program.  In this unlikely event, reasonable efforts will be made to arrange for 
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disposition of oocytes remaining in storage to your desires.  In the absence of direction from you, any remaining 
oocyte will be discarded. 
 
Initials: ________  
 
8.  We understand that there are costs involved in the continued cryopreservation of my oocytes.  We understand 
that we will billed annually at a rate of $400.00 for the storage.  The annual storage fee may change periodically.  
You will be sent a notification of any changes in fees prior to their institution.  I understand that it is my 
responsibility to inform the IVF program of any change in my address and contact information.  I agree that if we 
leave any of these payments outstanding for more than 90 days that the oocytes would be: 
 
________ Donated (Described below) 
Initials   
 
________ Discarded (Described below) 
Initials  
 

DONATION OF FROZEN OOCYTES 
 
I understand that “donation” of oocytes refers to the transfer of ownership to another person or entity for the 
purpose of establishing a pregnancy in a woman.  In choosing to have my oocytes donated, I understand that I will 
make myself available for medical and genetic screening to be paid for at the time by the recipient couple. I 
understand that this screening involves filling out a questionnaire on our physical characteristics, education and the 
health of our families and us. I also understand that FDA regulations require the center to offer me additional 
testing around the time of donation. I will submit blood samples for screening of genetic defects and diseases such 
as AIDS and hepatitis. I understand that by declining the testing may make it harder or impossible to find a couple 
to accept our oocytes. I understand that Women’s Specialty & Fertility Center, Inc. (WSFC) is under no obligation to 
actively seek a couple that wishes to receive any donated oocytes. I also understand that WSFC and our physician 
have the option to disallow donation of oocytes in any situation that is considered medically, scientifically, or legally 
inappropriate or intermitted. I understand that no guarantees can be made that a recipient will be found for all 
donated oocytes. If the oocytes are not used to generate embryos to be transferred to another woman’s 
reproductive tract, I understand that my oocytes will be discarded. 
 
I understand that WSFC intends that any donation of oocytes will be anonymous and will make reasonable efforts 
to preserve anonymity of participating patients.  To the extent permitted by law, potential recipients will not have 
any access to my identity or to the actual questionnaires that I have filled out but may receive the information from 
the questionnaires and medical screening to assist in making their decision. 
 
I forever hereafter relinquish any claim to or jurisdiction over offspring that might result from the transfer of 
embryo(s) generated with my frozen/thawed oocytes to the reproductive tract of another woman. 
 
I understand that I may also request to have omy oocytes donated for medical research understanding that no 
embryo will be created with my eggs for such a purpose. (Please indicate your decision when agreeing to oocyte 
donation above.) 
 
In the event that I abandon my oocytes or choose to donate the oocytes, and the staff cannot, after a reasonable 
attempt, find a couple, oocyte bank or research facility to accept the donation, I understand Women’s Specialty & 
Fertility Center, Inc. retains the right to allow the oocytes to expire.  
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DISCARDING OF OOCYTES 
 
I understand that prior to any discarding of oocytes, a letter will be sent by certified or registered mail to my last 
known address informing me of the intent to discard unless I notify otherwise.  I understand that discarding of 
oocytes will be accomplished according to policies in force at the time at Women’s Specialty & Fertility Center, Inc. 

 

CONSENT 
 
I have read this form in its entirety, understand the risk and benefits of cryopreservation, and elect to participate in 
the Oocyte Cryopreservation and Storage Program at Women’s Specialty & Fertility Center, Inc. under the above 
conditions and restrictions.  I have been given a copy of this agreement and have had an opportunity to have all of 
my questions and concerns addressed.  This document should be renewed annually and signed at the time the 
storage fee is due. You and your partner (when applicable) may come to WSFC office to sign this document. You 
can also mail this document after signing and notarizing it. Due to the nature of this document these two are the 
only options for signing or renewing the consent and agreement. 
 
 
_______________________________________  ___________________________________________ 

     Printed Name (PATIENT)      Date 
 
 
_______________________________________  ___________________________________________ 

Signature                  Date 
 
 
_______________________________________  ___________________________________________ 

     Printed Name (SPOUSE) (if applicable)    Date  
 
 
_______________________________________  ___________________________________________ 

Signature       Date  
 
 
_______________________________________  ___________________________________________ 
       Witness        Date  
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Sometimes it is necessary for Women’s Specialty & Fertility Center to contact patients concerning continued 
storage or other disposition of frozen oocytes.  It may be very helpful to list the names and addresses of close 
relatives or friends that may help us to locate you in the future.  Listing these addresses is entirely optional as we 
realize that you may have concerns about confidentiality. 
 
 
_______________________________________  ___________________________________________ 
  Name        Name 
 
_______________________________________  ___________________________________________ 
         Street Address            Street Address 
 
_______________________________________  ___________________________________________ 
     City, State, Zip Code         City, State, Zip Code 
 
_______________________________________  ___________________________________________ 
                        Phone                  Phone 
 
______________________________________  ___________________________________________ 
        Relationship            Relationship 
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NOTARIZATION FORM 
Please have this form completed if the agreement is reviewed and signed  

outside of Women’s Specialty & Fertility Center 
 

 
 

State of                                                                  
 

County of                                                                         
 
 
 
 

On this _______ day of _________________, in the year 20____, before me, 

__________________________________________________ personally appeared and was 

personally known to me or proven to me on the basis of satisfactory evidence as the 

person(s) whose name is subscribed to this instrument (Notarization Form), and I 

acknowledge that he/she/they executed it. I declare under penalty or perjury that the 

person(s) whose name is subscribed to this instrument appears to be of sound mind 

and under no duress, fraud, or undue influence. 

 

 

 

 

 

 

NOTARY SEAL      _______________________________ 

                  Signature of Notary Public 
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