DONOR QUESTIONNAIRE
General Information

	Name (as comfortable):
	     

	Email contact:
	     

	Location (City & State):
	     

	Age:
	     
	Nationality/Race:
	     

	Height:
	     
	Hair Color:
	     

	Weight:
	     
	Eye Color:
	     


Interview Questions

	What is your reason/motivation for being a donor?

     

	What is the reason you are offering it free of charge?

     

	Have you ever been a donor before?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   

	If yes, How many times?          
What methods of donation have you participated in?       
How many have resulted in pregnancies?           How many have resulted in live births?       

	How long do you anticipate continuing to donate?      

	Are you open to donating for future siblings?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Other:      

	Are there any expenses that you expect to be covered, other than travel?

     

	Are you or have you been sexually active in the last 12 months?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Other:      

	Marital status:  FORMCHECKBOX 
 Married/Committed   FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Separated

	If you are married or dating, is your spouse/partner aware of and supportive of your being a donor? 
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you open to meeting in person?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you willing to sign a donor agreement signing over all parental rights? 
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you comfortable with providing personal references that we can contact to verify your information?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you willing to sign an agreement not to seek contact with the child?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you open to contact with the child in some form, such as photos?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Please describe the level of contact you are comfortable with/open to:

     


General Medical History

	Corrective lenses?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Surgically corrected vision

	Asthma
	 FORMCHECKBOX 
 None   FORMCHECKBOX 
 Mild   FORMCHECKBOX 
 Moderate   FORMCHECKBOX 
 Severe

	Food allergies (please list)
	     

	Other allergies (cats, etc.)
	     

	Have you had one or more STD screens in the last 12 months?      
If yes, dates & tests run:      
If no, do you have health insurance that will cover these test (most will)?      

	Do you have or carry any known genetic disorders?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, please list even if you do not consider them serious.

     

	Have you ever been screened for genetic disorders?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   

If yes, what were you tested for and what were the results? 

     


