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DONOR MEDICAL AND SOCIAL HISTORY FORM

DONORID #: //?7 ! !

Thank you for your interest in becoming a sperm donor. The following three-part questionnaire has
been developed to help us and potential recipients gain insight into your personal and family
medical and social history.

PART | - DONOR GENERAL AND PSYCHOSOCIAL DESCRIPTION

These are questions about your general description, occupation, education, and personal
characteristics.

PART Il - DONOR’S FAMILY SOCIAL INFORMATION

This refers to your parents, siblings, and matemal/patémal grandparents. Please complete to the best of your
knowledge. You may want to consult with these family members to complete the questions/statements that
are unknown to you.

PART lil - DONOR'’S PERSONAL MEDICAL HISTORY

This refers to you, your immediate family, aunts, uncles and cousins and grandparents. Once
again, you may need to consult with these other family members to answer questions that are
unknown to you.

PART IV — DONOR AND FAMILY MEDICAL HISTORY

This page is a legal document, in which you verify that, to the best of your knowledge, your
responses to the questions accurately reflect the past and current state of your personal and family
health. It will be detached from the rest of the questionnaire and will remain confidential.

Please sign and date the statement on page 12.

INSTRUCTIONS FOR COMPLETING THIS FORM:

1. DO NOT USE PENCIL: USE BLUE OR BLACK INK
FORMS IN PENCIL WILL NOT BE ACCEPTED!

Please answer all questions to the best of your ability by checking the appropriate
boxes, circling the appropriate answer or providing written responses in the spaces
provided.

4. Do not put your name anywhere on this form, except your signature on page 12.

Do not list the city as place of birth for you or family members. List state only (or
country if not US born).
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1. Current Age: 4 2. Today's Date: 3. Place of Birth (State or Country only): /" /', £ on b £
t/"&!f o ;fli"/\x

4. Mo /Y of Birth: L{ /,\{ 4| 5. Height: © ry

v 7. Eye Color: ?/ N 8. Hair Color: , M{M A
9. Hair (circle that apply): Balding Thln/ Average Thick Curly Wavy Straight | 10. Freckles: None :
J Numerous
11. Skin Color; {’"F‘Faiﬁ Medium Dark Olive Light Brn 'Reddish Brn Med. Brn Dark
12. Are you: Left Handed (Right Handed .- Ambidextrous
13. Are you a twin?  Yes Ng‘ J Are there twins in your family? ;"/Yes 1 No If yes are they/ Identlcaf ,
Fraternal M R ——

14. Family Background:  Race: E\Caucasian ELBlack {1 Asian }EkLaﬁn [J middle Eastern m Other

15. Mother's Ethmcuty 1. E{wmww é%;éiﬁ paive Aeices, g{‘i%wﬁfé&wa} 4.

; /’3"\ & /fi LA {f G {E{)} AL !9;4«— L 4 Lﬁq/f“f/"- )

16. Father's Ethnicity: 1. (= vur 2 (0 gome, /N0
S ;5*‘9 iy mmém
17. Circle any group from which you descend: Middle Eas ern wl*rencﬁ/Canadnan
Cajun
If Jewish, please circle one of the following: Asian Ashkenzai Sephardic

2nd Occupation:

1. Occupation:

| 2. What was your high school GPA?

N
d

3. Are you currently in college? Yes

A

Post Graduate GPA: Degree: Major:

College/University GPA: 7 77

4. What are your career goals? A

- “71*””53/ ST, paA W«Wﬁw/{ @"@j&g

1MathSkz!lAbmty LT M/
2 Mechamcal Ability: "‘:Z W‘f M/)vu?&éé&ﬁ, ﬂf} !W g;@w/éf A7 fil.w f’”z'uc,a/ Aui«a,mw{jﬁ

3. Athletic Ability: i ﬁ/, ,7},@«3;5/{ i ,{, ««&uﬁfﬂﬁf} WM A&:};A - fm{;yﬂ) e "“2’\/“ cﬁ‘m

£

4. Musical Ability: 7~ M} ,{?swd&%&(é% Mfwj»/df f%fwmf ot ,@wm Lo éW\/@\}

5. Foreign Language Ability: W}{“" j@élx %ﬂéﬁ = /i‘%‘""{f}%ém\ 6 )

6. Artistic Ability: {7-/?‘\{ by ‘g\ g

7. Specxal hobbles talents and interests: /ﬁ/,fg ? /{f;;/ gwgmmm/fl f’ff%f‘f\‘”y* 4 de/(fdiﬁ /:

‘8 Favonte Sport: e n i 9. Favorite Food: %&‘fﬁ‘ﬂ 74; g ,,-;;ff
10. Favorile Color: ?%émggw 11. Favorite Pet: ﬁfwf&flwﬁf/f D&g Ao /( )‘i/;frbfv"
12 Favorite Movie: ;; v /“47 ff //::‘;f‘éw‘gjw»ﬁf/’:{ 13. Favorite Baok or Author: ;f’ %@W/ ?L? %?AW/& f {"

1 Faore st ol ot & @Wﬁ\ . mém & hrass fesT Fapela f’mcm%l
15 Where would you like to travel and why? J / 7

,;f o ik\fé,vwdm?ig

. ,%/{ /«f;ﬁ

AAS PO,

& 7"5/4»«\

Tﬁ

.,—I !ww& f%’}rm &Mféx—zﬁazf/{ V& n - Fluiet— M W o [,&» 5D SN —
i

interviewer Comments:
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Donor [D# f% E § ,

1. How would you describe your personality? ML{H"

e

| Erbospeohivie ¢ ycwby

2. Do you consider yourself to be more: ﬁﬁnalyﬂc;}/Ranonal or Intunt:ve/Feelmg [ Extrovert o@

3. Why do you want to be a donor?

2 JuterespecAd 10 /fuzi{f? < ple Creakes fomailieS Fred ofleswil's
cwoeldd ot be able o @fz?(%»s L Abse /f’;w&ﬂt O SFeT 2 aﬂ«zi

;’\’WJCJW g;{féwf&\ A B 7{“’«{”@@’5/}’«;&% N

4. Who do you mostadmire dwhy7 - . . ,
L st ff?xw i/i»?t m‘myf Mg Tt i neT fg\f’ e T e le

Wt ek Arpne, - x:z«e,, Fhi prtgn. T A dan , She s T
~4MMZA€»}§ Ry :ﬁwwé‘" &z é;&‘awgﬁ; N /A.ﬂfm oukside. Fre &
¥

1. Do you have any children? Yes ( No | If Yes, please complete the following below:
wAge: Sex:_____ Health Problems:

Age: Sex:______ Health Problems:

Age: Sex:_____ Heaith Problems:

2. Have you been responsible for any other pregnancies? Y @ if yes, what year(s) did they occur?

s o

) )(\

3 DONORS FATHER' U Yrof Bmh o ﬂf ‘ Place of Birth: ( @&i e e

EDescnbe Hair: Baldmg Thin (Average Th|ck Curly Wavy Straight

Complexmn Fair Medium Olive /[nght/ rL Medium/Brown Dark/Brown Freckles: Yes

Bone Structure:  Small {\Medzum Large  Verylarge  Vision: Excellent ( /Goog/ Fair Poor

e

Occupation: (; Frge v N2 e Education: 'fm{"%a

List any past or present significant health problems:

. 11&»%/ e -
Is he more (circle one in each column) lOp ; ( LeadngoIlower asy Gomg/Controlhng
4 DONORS MOTHER ; ,‘ Yr of Birth: v Eye Color({ ,‘w»"\g Halr Color BrmaA
Describe Hair: Ba!dmg Thin Average Thick Curly fNavy“} Straight Height: A N ! Weight: 120
Complexion: Fair Medium {6five / Light/Brown Medium/Brown Dark/Brown | Freckles: g\ms \f} No
P \_’M/ g
Bone Structure: ’C Small/@ Medium Large Very Large Vision: Excellent é}od Fair
e Poor e )
0N fig 1o 7 - S A
Occupation: fursd_- Education: H e focw / f T le =
. . . ) ;
Special skills or characteristics: LN é,w\ X ;
List any past or present significant health problems: 5
IR 5 e %

:Qsasy Goipg/Controlling |

e L
Is she more (cnrcle one in each column): 5 OptlmlSlIC/PeSSlmlStIC Assertlva/ sswe «* Leadé@lower J

VNI

Interviewer Comments:

D busigss N T ndder Sk e tosulel (Moo o m;;w? PEAIE" e g,\

Special skills or characteristics: <5 k" Mpg( Mj(/(j(/ MW ($ BW/&&/ ¢ /‘/6/‘5& de
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}_ Donor ID#___{
'5.DONQR'S SIBLING | Half- Sibling | vy of Birth: . Eye Color; Hair Color:
s i’M/’ F O f gﬁg)l@ fﬂ“{ TN Py o "N
Describe Hair: Baldi/gf Thin  Average Thick Curly Wavy Straight Height: ;;;;i ’,»{m.ﬁ Weight: ] i §y
o T At To g

Medium/Brown  Dark/Brown | Freckles: /\;\Es/ No

Complexion: ~ Fair Medaum Olive Qgﬁygggﬁﬁ /

Bone Structure: \ Smﬂ Medium  Large  VeryLarge Vision: Excellent Good (”MFair ) Poor
Occupation: »f*g‘"g;é%:{,/?ui 7 Education: Q%{ A Py A /ﬂ,{g{\
Special skills or characteristics: <x/g/;¥,1,~\/‘$z\‘

List any past or present significant heaith problems:

e ; e ,
Is (s)he more (circle one in each column): z()/[;ttmlsﬂjPess:mwstlc { AssemveﬁaQsD ' Leaderﬁ@!owft‘e;/f (Egsy Goi\,hﬁ/ControNing

6 DONOR S S@INC Half- Sibling | vr of Birth: Eye Color: Hair Color;

..... ,E‘ 494 ?*} ‘vwi/ L ‘ ”\(\//Q

%Descnbe Hair: Baldmg Thin  Average (hlck Curly Wavy Stralght Height: »:;!C%:! Weight: f«« o

Complexxon (Faw// Medium Olive L;ght/Brown Medium/Brown Dark/Brown {Freckles: Yes (

Bone Structure: Small (ﬁe%\/ Large Very Large Vision: Excellent ¢ éﬁc;)ii// Fair Poor

Occupation: fiif"md,(éjxw”éf/ Education: z\wf e S L /{R‘}A\

Specnal skills or characteristics: {‘V z,g «p &

L|st any past or present SIQmF cant health prob!ems

Is (s)he more (circle one in each column) <Aésex’tlveﬁPass:ve

e

, Cause 6f,Déafh' :List,'any_‘l-,{kea‘lthk ,
L . Problems: -
MGM Hpaet Mg le ]
MGF g G ? P s »
gﬁ\/\n}—«n t:‘”"') ,'{;/ '/jt }[EKM v j.fif‘%"
o AW a7 Y/ o ek
PGM g ) (&Eﬂ (Vi (/f !/:j gg;{ fi#‘“l ’7{‘ Ut GJF P /i?//i’é( (/gi///‘,/’“{%w f{f"}/i&/ G’fégﬁ{f é()}/gt“"jw <
PR Caliornit | 0% gt g @ F P A s

1. What is your general state of health? &xﬁgﬂgnw' Good Fair Poor
2. Do you have any current problems with any of the following? ;E;No ves (circle all that apply):

Skin  Mouth Ears Throat Breasts Lungs Heart Stomach Intestines Kidney Bladder Nervous System
Blood

Eyes Bowel Liver Bones Muscles Blood Vessels Immune System Endocrine system

3. Have you ever been hospitalized? ClYyes /@\10 if yes, please explain:

Interviewer Comments:
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Pacific Reproductive Services

444 DeHaro Street. Suite 222
San Francisco. CA 94107
Tel: (413)487-2288
Email: info@pacrepro.com

65 N. Madison Ave. Suite 610
Pasadena, CA 91101
Tel: (626) 432-168)

ADD!TIONAL SIBLINGS

Wavy w

Medium/Brown

i

on: r:ducauon

DarK/Brown

Wtamc%\w ffm

Donor ID #:

Hair CO icr:

‘90\1/}\] W\/@ NG

¢ Freckies: Yes

e -
I i

e

Eye Cclor

Cury Wevy Sumight  Heignt :
UghtBrown  MediumiBrown  DardBrown  Freckles:  Yes Mo
Sone Struciure SMa’% Medium Large ‘/é‘rs;“l;arge \/is%c;w : Excei!ent ” Gcoc “ Faxf - ;’;Or
E duca‘onw_ o e

y: Opiimistic/Pessimistic  Assertive/Passive

Eye Color: - Hair Color
Wavy  Siraight Height: aight
Medium/Brown DarkiBrown Freckles Yes Ng
Vision Exc de it Good Fair Poor
Education
© Optiristic/Pessimistic - AssertiveiPassive teader/Foliower

Interviewer Comments:
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AN
Donor ID#  / 2

4. Have you ever had surgery for (inclﬁdéng but not limited to un-descended testicle(s), hernia, pelvic, bladder or abdominal)

[IYes :_mo If yes please provide the following information:
Year  Hospital ‘, Type of Problem/Surgery
5. Do you have any allergles to drugs,ifood, or environment, such as hay fever? O Yes _E\No 3 Unsure
6. Are you taking any non-prescription; medications, including vitamins? O No ﬁYes Please list any you are currently
taking and for how long. ‘pﬁé} My - Vi, 5““\%
7. Are you taking any prescription medications? Smo [OYes Please list any you are currently taking and for how long.

8. Do you use any performance enhaﬁcing drugs, Including steroids? [JYes : No If so, please list:
g :

9. Do you wear glasses? [ Yes ;IKNO How is your vision w/o glasses? Excellent@gﬁx Poor
10. Are you: ]&/Nearslghted or [ Farsighted Your visionis: 20/_______ &Unsure

11. Do you have any hearing problems? [ Yes E No  If yes, please explain:

12. What is the condition of your teetqf?”gxcellent ood Fair Poor| How is your diet? x\ﬂood f Fair Poor Vegetarian

13. Do you exercise: 4 or more um osiper week \3 times per week Never/almost never

aggécribe your exercise routine: 3“&% { ~ 5 WS I EAR £2f e vff}*“ M sernt } e »
(;}«i 4 v - «] { Y AT \R ) ,»‘“LK 7.

15. Have you ever had a serious or plalonged illness? [] Yes E\No If yes, please explain:

16. Do you take hot baths, hot tubs, saunas or steam baths? O Daily [J Weekly )@nfrequently

17. Do you use any of the following? :[JYes ‘Eﬁo If yes, please complete the following Information:

Marijuana Hallucinogens

Psychiatric Meds i Anti-depressants

Cocaine i Tranquilizers

Narcotic Pain Amphetamines

Killers i

Barbiturates ; Other

18. Do you smoke? [JYes )@\Io How long have you smoked? If yes how many per day?

19. Do you drink coffee? Iﬁyes, how many cups per day? How many a!cohohc drinks do you consume in a
] Yes ‘EiNo : week? g_« Per Month? (ﬁ(

Have you ever had a major radiation exposure or x-ray exposure, including In your line of work? [ Yes &No
If yes, please explain:

Interviewer Comments:

o

w ,
NV oo L

;\;@
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Donor |D# ?"%{; \

!f yes : Type When How Often For How Long

Toxxc Chem:cals

Drugs

F’estlodes

Fumes/Exhaust/ Gases

Flea Powd«=r/8prays

: I ead Products

 Asbestos Products

| Herbicidal Products

PART 4 - DONOR AND FAMILY MEDICAL HISTORY

. Please indicate how many of each of the following relatives you have: |
1

Aunt-Maternai Cousin-Maternai-Female é

Aunt-Paternal i Cousin-Maternal-Male QQ
L :
L

Uncle-Maternal - Cousin-Paternal-Female Q

Sibling-Brother
' Sibling-Sister

Half-Brother

- ) :
. Half-Sister - ~ Uncle-Paternal : Cousin-Paternal-Male ?) .

. Are there any known genehc drseases that run in your family? D Yes D None Known

Please indicate which of the following medical problems you or your blood relatives have had to the best of your knowledge Please
check ‘No One” for each medlcal problem llsted above which has not aﬁected your or any of your famxly members.

kkkkk Medlca! Problem o | : S;bhng Grandparents " Auntsincles | Cousins :
"a " Birth Defects You M F M | F  Matemal | Matemal Patemal | Patemal | A U | M . F None |
S ' ‘ ~ GM | GF | GM | EF : . Kknown
1 Cleft Lip, palate '
I 2 ‘Cmb Feet
: 3 Fx(ra fmqers and toes
4 : Down Syndrome
5” u“"MMental Reiardatlon
: 6 Unexplampd mfanl or -

, ch:ldhood deaths

7 Mu!t&ple (amNy members
' wath same trait dssease

8 Indivxduais much
shorterftaller than rest of
- family
9 | Individuals who ook

- unusual or different

10 Multiple miscarriages

11 Stilibirths

12 Other birth defects (even if
correctable)

Interviewer Comments:




b

&
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7
Donor ID#___/ 7}{

Page 7 of 12

Adult Acne (not teen pimples)

2 Eczema

3 Psoriasis ‘
4 ..... Skin Cancer (Melanoma) !
5 Skin Cancer (Basal Cell

Carcinoma)

Other Skin disorders

ca
Sight/Sound/s

1 Deafness before age 60 f

2 Significant hearing loss )<
3 vvvvvvvvv Deformity of the ear >(\

4 Strab‘smus B . >/\\7
5 Cataracts before age 60 :,\»Q/{
“6 Macular Degeneration >< :

7 | Blindness >~<\

8 Color Blindness <4
9 i Glaucoma

10 | Anosmia (Lack of Smell)

1 Other sight/sound/smel!
disorders

Migraines

2 Senility before 50 % .
3 Alzheimer's diseases (age
i of onset) :
4 Parkinson's ><
5 Multiple sclerosis >/<
é ““““ Cerebral palsy ></
7 Autism/Mental Retardation -
.8 Epilepsy or seizure //\ ”
9 Stroke S

10 Progressive Muscular

Disorders

Interviewer Comments:

MAREA A Pt - srei supas Tk b))t WAPus
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11

nervous system

Learning Difficulties/ )

Special Ed/Speech Delay :
12 | Sleep Disorders %
13 | Altention Deficit

Hyperactivity Disorder

(ADHD)
14 | Hydrocephalus (Fluld on A

the brain)

W

15 | Disorder of the spinal cord
16 | Huntington’s disease )“/\\
17 | Degenerative Nerve Van

Disorders
18 | Neurofiromatosis <
19 | Neural tube defect
20 | Other diseases of the ><

1| Heart defects at birth S
h 2 Heart disease ) %
~3 .Hea;rt attack (age Q;{;nsel) 1»/(& 1
4 High Cholesterol ' g
~~5—- High Blood Pressure - (s,
6 Cardiomyopathy ~ ) %

Sudden Death

Other blood disorder

Anemia :\
2 Sickie-Cell anemia ‘
3 Hemophilia or other

bleeding problems
4 Polycythemia '
5 | Blood Clots e
6 /\\

Hay Fever

Asthma

S

interviewer Comments:

MEAL -~ depg e i/ Tieo0 el Diogiae) Neees

oy CLpu

SSwr ,C ,‘_.,g;ﬂ{; coUed T Qaﬁ renty wi

adeovial Unldied CodoiN - (NdPdedsr e (WeReq A AEAV WA
‘%5’7@1‘{1‘% high olood fre

(1 Carresita g
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D
Al
Donor |ID# /’Z 7 i

3 Tuberculosis

4 Lung cancer

5. Emphysema or Chronic
Lung Disease

6 Other fung disease

1 Type | Diabetes ( insulin

Dependent, Juvenile
Onset)

Type |l Diabetes (Adult
Onset)

2 Thyroid cancer

3 Thyrold disease

4 Goiter

5 Adrenal dysfunction or
disorder

Other

1 Ulcer or stomach or
duodenum

Gallstones

2
3 Other liver disease
4 Colon cancer

5 Intestinal cancer

6 Ulcerative colitisw i

“7 B Rt PR

w8 Any other disease/problem
of digestive system

1 Kidney disease X“’

Bladder Cancer Py

2
3 Kidney Cancer
4

>
Other disease of the .
Urinary tract (urethra, )
bladder, ureter)
5 Other, Including born with ><
one kidney or kidney failure | . TN

~ Interviewer Comments: } : . : — —— —
W T A N VIl Lovizolen B DETRY e,
9N\”‘ O PQ&QCK”%% @ﬁhg/ﬁ MAA}LC&Q%@ &< )X{) Vo (yi{j&%p‘/ Q\L\C.%K;jé:}\l{ v
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Page 10 of 12

(hermaphrodite)

1 Abnormally placed urethra
(Hypospadius)
2 Premature Menopause or .
Ovarian Fallure A
3 Fraglle X Syndrome
Multiple Miscarriages
3 Uterine fibroids
4 Ovarian cysts )
5 Cancer of cervix, ovarles or
uterus .
6 Ambiguous genitals :

Other

i Early onset cancer (before
age 50)
2 Breast cancer
3 Ovarian Cancer
4 | Colon Cancer N
5 Lung Cancer ~_ -
6 Brain Cancer
7 Prostate Cancer
8 Pancreatic Cancer
9 Leukemia
10 ¢ Lymphoma
11 | Any family member with
more than one type of
cancer
12 | Other cancer (Describe)

Interviewer Comments:

period of inability to

function

1 Schizophrenia PRy
2 | Manic-depressive iliness y
(Bi-Polar) .
3 Other mental health
disorder requiring “
hospitalization
4 Savere depression with g




s
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Donor ID# ?72{? §

1 Muscular dystrophy

2 Degenerative Muscle
Disorders

Lupus

Scoliosis

Spina bifida

5

Osteoporosls

N O s W

unknown type)

Gout

Arthritis (rheumatoid osteo, ><,«

<] Other muscoskeletal disease

10 Other chronic muscle
disease

1 Alcoholism

2 Drug abuse, misuse, or
addiction

Bloom syndrome

3 Tay-Sachs

4 Canavan Disease
5 Cystic Fibrosis ' /><
6 Gaucher's disease l /\/<\
7 Familial Dysautonomia S

8

9

Fanconi anemia group C

type 12

10 » Glycogen storage dlseasem ) ) R S ><

11 Maple syrup urine disease >{\

12 | Mucolipidosis type IV

13 Niemann-Pick disease

14 Huntington’s chorea

15 Marfan's disease

16 Gulliam-Barre

k 17 wWilson's disease

18 Adverse Reaction to
Medications

19' Diagnosis of any km;\'/\;n
genetic syndrome

RS

20 | Missing teeth (from birth)

21 Any other condition not
previously mentioned

lnterwewer Comments:

s {jmf\i ﬁ\\)%\ﬁ(

(U0 TARERNGE20 1A YO NOW N A A0S

w ML AT
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