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AUTHORIZATION FOR THE USE OF FROZEN SPERM - PARTNER 

 
I ___________________________________authorize the use of my frozen sperm sample to fertilize  
              (print Partner’s name) 
oocytes (eggs) in the Women & Infants Fertility Center (WIFC) laboratory with the intent of having a 
child with  _________________________. 
                      (print Patient’s name)  
 
I understand that this authorization is valid for the current treatment cycle at WIFC.  If additional cycles 
are pursued, I will need to sign another authorization.  
 
I understand that authorization to store and use frozen sperm is also required by the Andrology 
Laboratory.  
 
I understand that evaluation, including tests for HIV and hepatitis, will be performed as a routine part of 
this process.  Other studies as indicated by medical and/or family history may be obtained. 
 
In the hope that I may help others, I donate for teaching or research purposes the specimens obtained 
during my medical treatment which otherwise would be routinely discarded. I understand that by 
agreeing to this donation there is no additional risk to me.  I also understand that I may refuse and the 
treatment given would not be affected.  
My limitations are: ___________________________________________________________ 
 
I understand that Women & Infants Hospital is a teaching hospital where fellows, residents and 
advanced practicing medical and nursing students may observe and/or perform IVF and its related 
procedures under the direct supervision of licensed practitioners of accredited teaching programs. 
 
I have had the opportunity to ask questions which have been answered to my satisfaction. 
 
 
Partner Signature:  ____________________             Witness Signature:  ___________________ 
   
Print Name:  _________________________  Print Name:  ___________________________ 
 
Date:  _______________________________ Date:  ________________________________ 
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For Partner’s Signature if not signed at WIFC 
 
STATE OF _____________________ 
COUNTY OF ___________________ 
 
 Then personally appeared before me the above named __________________________, and 
being duly sworn under the penalty of perjury acknowledged the foregoing to be his/her free act and 
deed this _____ day of _______________________________, 20____. 
 
 
NOTARY PUBLIC:  ____________________________________ 
MY COMMISSION EXPIRES:  ______________________________ 
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