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DISPOSITION OF CRYOPRESERVED SEMEN

 
I,                 
       (Printed Name of Donor:          LastName,          FirstName,              Middle Initial) 
 
            /  /                              -           -                 
          (Date of Birth)           (Social Security Number) 
 
have requested that my semen (please initial the appropriate alternative): 
 
  Be discarded as medical waste. 
 
  Be donated to the Center for Reproductive Biology of Indiana for technique verification and 

staff training. 
 
  Continue to be stored for possible future insemination to my designated recipient. 
 
If the continue storage option is chosen: 
 

I may renew this agreement to store my semen for additional one year periods if I notify the 
Cener for Reproductive Biology in writing sixty calendar days prior to the termination of each 
term. I understand that I must pay an annual fee to the Center for Reproductive Biology and that  
fees may be increased in future years. 
 
In the event of my death or incapacitation (please initial): 

______ Responsibility for the semen is transferred exclusively to my designated recipient, 
_____________________________________ (printed name of recipient). I further 
consent to use of my semen to establish pregnancy after my death or incapacitation and 
wish my estate to support any resulting children. 

 
______ I request that the semen  be destroyed in accordance with the procedures of the Center 

for Reproductive Biology.  
 
I acknowledge that the Hospital makes no guarantees as to the outcome of the semen cryopreservation 
procedure. I have been advised that the Center for Reproductive Biology is not performing chromosomal 
evaluations or genetic screening. 
 
I acknowledge that I have read this agreement, I understand its meaning, including the risk factors, and I 
am voluntarily signing it. 
 
 
                                                                         
(Signature of Participant)                       (Date) 
 

                                                                     
(Signature of Program Representative or  Program Physician)       (Date) 
 
 
NOTE: If this form is not signed in the presence of a physician of this program or other representative of this 

program, it must be signed in the presence of a Notary Public on the reverse side of this form. 
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Printed Name of Male Donor:        
 
 
 
             
(Signature of Male Donor)    (Date) 
 
 
 
 
 
State of   
 
 
County of    ss. 
 
 
 
On this _______ day of __________________________, in the year 20___,  before me, and 
personally known to me or proved to me on the basis of satisfactory evidence to be the person 
whose name is subscribed to this instrument  and acknowledged that he executed it. I declare under 
penalty of perjury that the person 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  
 
 Name printed: __________________________ 
 


