

Consent form for ovarian tissue freezing-minor/adult
Patient details
Full name of patient:
UMR (unique identification number)/registration no:
Date of birth:                Age:
Address:
Tel no:
Mail ID

Name of parent/guardian:
Relationship to patient:
Address:
Tel no:
Mail ID:

Reason for ovarian tissue freezing and storage:
Diagnosis:
Treatment :
I have given consent for ovarian tissue retrieval, freezing and storage at (name of the centre).
I understand, acknowledge and agree as follows

1. In the unforeseen event of my death  
         I would like the ovarian tissue
           a. To be destroyed and discarded.
           b. Donated for research purposes.
2. Provision of Information
As long as I have cryopreserved ovarian tissue in storage at clinic mentioned above, I hereby agree to contact the above clinic at least annually to provide current information indicating my address, telephone number, email address and contact details and intention regarding my cryopreserved ovarian tissue.

Failure to:
(i) contact the clinic for a period of twelve months;
(ii) respond to a request for information from clinic within 90 days of receipt
 shall constitute  abandonment and signify my desire to terminate storage of Cryopreserved ovarian tissue.
In the event of my failure to comply with (i) and (ii) above, I instruct the above-mentioned clinic and hereby consent to my Cryopreserved ovarian tissue to be either being destroyed and discarded or given for research.

3. Payment of Fees
I understand that I am responsible for the costs of cryopreservation and storage of my Cryopreserved ovarian tissue. Cryopreservation and storage fees are due and payable at the time of ovarian tissue cryopreservation, and at the beginning of each annual storage interval thereafter. I understand these fees are non-refundable and are not subject to prorated adjustment for partial storage intervals. Should the yearly fee for storage of my Cryopreserved ovarian tissue remain unpaid for a period of one year after the first invoice is forwarded to my address/email/informed to me telephonically the clinic can conclude that I am no longer interested in storing these specimen(s) and I hereby instruct the clinic to destroy of my Cryopreserved gametes or use for research.

I understand that my ovarian tissue  may be damaged during any stage of the cryopreservation (freezing) and storage process, and that such risks are inherent in the technique and beyond the control of  (name of centre) and I hereby release the (Name of the Centre)-KIMS Fertility centre and its respective doctors and employees from any claim for injury or damage, known or unknown, that might result should my frozen ovarian tissue cease to be viable while in the custody of the (name of centre).
I also understand that there is no guarantee that the thawed and reimplanted ovarian tissue will necessarily result in a pregnancy.
There are currently no regulations in India regarding the duration of storage of ovarian tissue and if any regulations come into force I’ll have to comply with the regulations.
I acknowledge that I have thoroughly read and understood the contents of this consent form. The nature of ovarian tissue cryopreservation, as well as the known risks, have been explained to me. I understand the explanation given to me, and I am aware that there may be unforeseen risks. I've had the opportunity to ask queries, and they've all been answered satisfactorily. I understand that ovarian tissue cryopreservation and storage is being done at my request and with my consent. I acknowledge and affirm that I have given my consent and signed this consent form voluntarily and without duress or compulsion.
Patient UMR / IP No _________________________________________________

Patient Signature & Name ___________________________________ Date : __________________ 

Parent or Guardian’s Signature & Name _________________________ Date : __________________

Witness Signature & Name ____________________________________ Date : __________________ 

Doctor Attestation (Endorsement by the ART clinic)
I/we have personally explained to ………………………………………… and ……………………………………………..on the risks and benefits of ovarian tissue cryopreservation and alternative options including non treatment. They have been made aware of the details and implications of his / her / their signing this consent / approval form to the extent humanly possible. The patient stated understanding of the information presented during the discussion.

Name, Address and Signature of the Witness from the Clinic 
Name and Signature of the Doctor

Name and Address of the ART Clinic






























