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Informed Consent for 
 Insemination with Partner’s Semen 

 
1.  ____________________________________and __________________________________  
 (Patient’s Name)                                               (Partner’s Name) 
 
understanding the options and alternatives, authorize Women & Infants Fertility Center (WIFC) 
to inseminate Patient one or more times with Partner’s semen, with or without fertility 
medications, in attempt to achieve pregnancy. I/we voluntarily consent to the insemination 
procedures as set forth below.  I/we understand that the insemination(s) may take place during 
multiple menstrual cycles during this treatment and that this consent is valid for 1 (one) year 
from the date of signature. I/we understand that at any point in the year any signing party may 
revoke consent by certified letter to WIFC. 
 
2.  I/we understand that the semen to be used for insemination(s) may be fresh or frozen.  I/we 
understand, acknowledge, and agree that preconception testing such as for infections and 
inheritable conditions have been offered to Patient and Partner as well as the opportunity to 
discuss these results prior to pursuing treatment.  I/we understand that, regardless of any testing 
performed, there is still a small risk of transmission with infectious diseases or other undesirable 
outcomes via insemination. 
 
3.  I/we understand that Women & Infants Hospital is a teaching hospital where fellows, 
residents and medical and advanced practicing nursing students may observe and/or perform 
procedures under the direct supervision of licensed practitioners of accredited teaching programs. 
 
4.  I/we understand that alternative options to this procedure exist and the risks and benefits of 
these alternative options have been explained, including procedures that are not performed at 
WIFC, and other non-medical options such as adoption or non-treatment, and I/we understand 
them.   
 
5.  I/we understand that risks exist with insemination, including but not limited to: 
 

• infection; 
• multiple pregnancy (especially if fertility drugs are used) 

 
6.  I/we understand that pregnancies resulting from this procedure are subject to the same risks 
and complications as pregnancies achieved without medical intervention, including but not 
limited to: 

• ectopic pregnancy (pregnancy occurring outside of the uterus and is life threatening) 
• preterm labor 
• pregnancy with birth defects  
• miscarriage 
• stillbirth  

 
7.  I/we acknowledge that the WIFC cannot guarantee the health of any infant resulting from this 
procedure. 
 
8.  I/we understand that there is no guarantee that a pregnancy will occur as a result of this 
treatment. Our physician has discussed the chances of a successful outcome. 
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9.  I/we acknowledge that the physicians at the Women & Infants Fertility Center are only 
managing my infertility and that Patient and Partner are responsible for obtaining general 
medical and gynecologic care through other physicians. 
 
10.  I/we are aware that the practice of medicine is not an exact science.  I/we acknowledge that 
no guarantee or promise has been given to me/us by anyone as to the results of this treatment. 
I/we understand that the above procedures are done by the Women & Infants Fertility Center 
team and that my/our primary physician may not be the one doing them. 
 
11.  I/we acknowledge that this form has been explained to me/us and I/we understand its 
contents.  I/we have had the opportunity to ask questions which have been answered to my/our 
satisfaction. 
 
Time:  _______AM/PM  Date:  ____________  Signature: _____________________________ 
         (Patient) 
      
Time:  _______AM/PM  Date:  ____________  Signature: _____________________________ 
         (Partner) 
          
 
  
Provider’s Acknowledgement  
I confirm that consent, as described above, has been given by this patient and partner. 
 
Time:  _______AM/PM  Date:  _____________ Signature: ____________________________ 
         (Provider) 
             Print Name:___________________________ 
 
Interpreter’s Acknowledgement (if applicable): 
 
Time:  _______AM/PM  Date:  _____________ Signature: ____________________________ 
         (Provider) 
             Print Name:___________________________ 
 
 
 
For Partner’s Consent 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:  ______________________________ 
 

FOR inpatients: aFFix patient label OR
write in both patient name & mr number

FOR Outpatients: write in both pt name & dob

patient name: ______________________________

dob or mr #: _______________________________










