REPRODUCTIVE TISSUE BANK SERVICES
ANONYMOUS DONOR SPERM
ANDROLOGY LABORATORY

SPERM CRYOBANKING

EMBRYO STORAGE

FERTILITY CENTER
OF CALIFORNIA

REGISTRATION FORM

PATIENT INFORMATION

First Name: Last Name:

Current address:

City: State: Zip Code/Country:
Phone (pay): Phone (Eve): Email:

SSN: Driver’s license#: Date of Birth (mmddyyyy):
Employer Name: Occupation:

Employer Address:
Referred by:

Emergency Contact: Phone:
SPOUSE/PARTNER INFORMATION

First Name: Last Name:

Current address:

City: State: Zip Code/Country:
Phone (bay): Phone (Eve): Email:
SSN: Driver’s license#: Date of Birth (mmddyyyy):

PHYSICIAN INFORMATION

First Name: Last Name:

Address:

City: State: Zip Code/Country:
Phone: Fax: Email:

PRIVACY AND PAYMENT INFORMATION

Payment is due at the time of service unless previous arrangements are made. We accept cash, checks and certain credit
cards. Our office follows the California Civil Code 1719 for all returned “bad” checks.

The patient named above acknowledges that should collection become necessary, the patient agrees to be responsible for
all collection costs and attorney fees to collect the amount for services rendered.

Personal information such as Social Security Number (SSN) will only be used by our office to turn the account over to
collection. The copy of the photo ID will only be used to verify and ensure that no one else can claim to be you to access
your records. Furthermore, we do not share your personal information with marketing or sales companies under any
circumstances. All information provided by you is used strictly by Fertility Center of California.

Patient Signature: Date:
Submit Form
6699 ALVARADO ROAD, #2208
SAN DIEGO. CA 92120 - 845 W. LA VETA AVE., # 104,
TEL: 619.265.0102 FAX: 619.265.1429 http://www.fertilityctr.com ORANGE, CA 92868

info @ fertilityctr.com TEL: (714) 744-2040 FAX: (714) 744-2042
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REPRODUCTIVE TISSUE BANK SERVICES

FERTILITY CENTER ANONYMOUS DONOR SPERM

ANDROLOGY LABORATORY
OF CALIFORNIA SPERM CRYOBANKING

EMBRYO STORAGE

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that | have received a copy

of Fertility Center of California “Notice of PrivgcPractices”. This Notice describes how
Fertility Center of California may use and disclasg protected health information, certain
restrictions on the use and disclosure of my heafth information, and rights | may have
regarding my protected health information.

Signature of Patient or Personal Representative te Da
Relationship to Patient Submit form
SAN DIEGO OFFICE ORANGE OFFICE
%QQSQLNVS.E%%‘? 5‘3 351%2208 http://www.fertilityctr.com 845 W. LA VETA AVE., # 104,
TEL: (619)265-0102 FAX: (619)265-1429 ORANGE, CA 92868

. y TEL: (714) 744-2040 FAX: (714) 744-2042
info @fertiityctr.com (r14) (714)
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REPRODUCTIVE TISSUE BANK SERVICES

ANONYMOUS DONOR SPERM
FERTILITY CENTER ANDROLOGY LABORATORY

OF CALIFORNIA SPERM CRYOBANKING
EMBRYO STORAGE

Agreement for using Donor Sperm

I/We & , of
County, am/are 18 years of age or older and presently
(single/married), following thoughtful consideration have decided to undergo therapeutic Artificial
Insemination using sperm from an unknown donor, herein referred to as donor, provided on a fee for
service basis from the Fertility Center of California, herein referred to as FCC. I/We fully understand and
agree to the following Terms and Conditions:

1. I/We have knowingly and willingly chosen FCC as the source of donor semen and the professional
services of Doctor and/or his/her assistants to perform one or more
Artificial Inseminations for the purpose of making me pregnant.

2. I/We understand that the donors have been carefully selected and screened following
recommended guidelines. Semen donors are anonymous and are not affiliated in any way with
FCC. They voluntarily contribute to help infertility patients or single women have healthy children.
Due to the rigorous screening/acceptance process involving health, fertility potential, looks,
education and attitude, less than 3% of potential applicants are accepted as contributing donors.

3. The donors have been initially and periodically screened for infectious viral/bacterial agents and
sexually transmitted diseases such as, but not limited to, HIV, HTLV, Hepatitis B, Hepatitis C virus,
CMV and Syphilis.

4. Cryopreserved donor semen will only be released after each sample has been quarantined for at
least 180 days and negative results have been obtained for the above mentioned tests performed
by clinically licensed laboratories based on today’s available methodologies and their limitations.
Both intrauterine (IUI) and intracervical (ICI) vials contain at least 12-20 million motile sperm
upon thawing and prior to washing respectively.

5. FCC may assist me/us in selecting certain donors from their catalog and I/we forever agree not to
seek the identity of the donors, nor shall FCC advise the donor of my/our identity. I/we further
understand that FCC cannot guarantee that semen from the same donor will be utilized for every
future insemination unless I/we purchase and reserve in my/our name semen vials from the
same donor. I understand I will pay a yearly storage fee for vials reserved under my/our name
and that no refunds are issued for unused vials.

6. I/we fully understand and acknowledge that the above physician and/or his/her assistants
mentioned in item #1 above, has thoroughly and clearly explained to me the procedures, risks
and complications that may accompany therapeutic donor insemination, conception and delivery.
The semen vial(s) can be used for Artificial Insemination at physician’s office or recipient home
with doctor’s written permission. Once the vial(s) leave our laboratory, whether picked up by a
patient or delivered by a courier, FCC cannot guarantee that the vial(s) purchased will be used by
the patient’s physician to achieve a pregnancy/fertilization since FCC has no control/jurisdiction
over physician’s offices.

7. Neither FCC nor the physician mentioned in item #1 above can guarantee that a pregnancy and
live birth will result from this process of Artificial Insemination.

8. Neither FCC nor the physician mentioned in item #1 above can guarantee that the child born
from Artificial Insemination will be of a desired sex and/or free of any mental and/or physical
defects and thus, neither assumes the responsibility for the physical and/or mental characteristics
of any child/children born as a result of this Artificial Insemination.

SAN DIEGO OFFICE ORANGE OFFICE
6475 ALVARADO ROAD, #109, http://www.fertilityctr.com 845 W. LA VETA AVE., # 104,
SAN DIEGO, CA 92120 ORANGE, CA 92868
TEL: 619.265.0102 FAX: 619.265.1429 TEL: (714) 744-2040 FAX: (714) 744-2042
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REPRODUCTIVE TISSUE BANK SERVICES

ANONYMOUS DONOR SPERM
FERTILITY CENTER ANDROLOGY LABORATORY

OF CALIFORNIA SPERM CRYOBANKING
EMBRYO STORAGE

9. Itis agreed that from the moment of conception, I/we accept this act as my/our own and agree
that the child/children so produced are my/our own legitimate offspring and forever waive any
right which I/we have to disclaim such offspring as my/our own.

10. I/we absolve, release, indemnify, protect and hold harmless from any and all liability for the
mental and/or physical nature or character of any offspring so conceived or born, and for
affirmative acts or acts of omission which may arise during the performance and application of
this agreement, the physician mentioned in item #1 above and/or his/her designees who perform
the Artificial Insemination and FCC.

11. Finally, I/we understand that this Agreement is confidential in nature, that its contents have been
fully read, it is legal and medical terms understood and signed on (mm/dd/yyyy)

12. This Agreement contains twelve (12) terms labeled 1-12, it is written in two (2) pages, and shall
be governed by the laws of the State of California and shall be binding upon the parties hereto,
their personal representatives, its estates, heirs and successors in interests.

Client Name: Client signature:

Spouse/Partner Name: Spouse/Partner signature:

Client Address:

Phone (pay): Phone (Eve): Email:
FCC representative: Notary Public (if no FCC rep):
Submit
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REPRODUCTIVE TISSUE BANK SERVICES

ANONYMOUS DONOR SPERM

FERTILITY CENTER ANDROLOGY LABORATORY
OF CALIFORNIA SPERM CRYOBANKING
EMBRYO STORAGE

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please read it carefully.

Our Legal Duty

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you
this notice about our privacy practices, our legal duties, and your rights concerning your health information and to obtain your signature that you
received this while on the day of service. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes
effect April 14, 2003 and will remain in effect until further notice.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable federal law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health
information that we maintain, including health information we created or received before we made the changes. In the event we make a material
change in our privacy practices, we will change this Notice and provide it to you at your next visit or it can be viewed in our office.

You may request a copy of our Notice at any time.

Uses and Disclosures of Health Information

We use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care
and service that you receive. Your health information is contained in a medical record that is the physical property for Fertility Center of California
(FCC).

How We May Use or Disclose Your Health Information

For Treatment

We may use or disclose your health information to a physician, a group of physicians or medical practice, or other healthcare providers
providing treatment to you for:

. The provision, coordination, or management of health care and related services by health care providers;
. Consultation between health care providers relating to a patient/customer;

. The referral of a patient for health care from one health care provider to another; or

. Appointment reminders.

For Payment
We may use and disclose your health information to others for purposes of processing and receiving payment for treatment and services
provided to you. This may include:

. Billing and collection activities and related data processing;

e Actions by a health plan or insurer to determine or fulfill its responsibilities for coverage and provisions of benefits under its health plan or
insurance agreement, determinations of eligibility or coverage, adjudication or subrogation of health benefit claims;

. Medical necessity and appropriateness of care reviews, utilization review activities; and

o Disclosure to consumer reporting agencies of information relating to collection of payments.

For Health Care Operations
We may use and disclose health information about you for operational putposes. For example, your health information may be disclosed
to members of staff to:

. Evaluate the performance of our associates;

. Assess the quality of service, product and care in your case and similar cases;

. Learn how to improve our facilities and services;

. Conduct training programs or credentialing activities; and

e Determine how to continually improve the quality and effectiveness of the setvice and care we provide.

Appointments, Treatment and Quality Assurance

We may use your information to provide appointment reminders or recall notices (such as Voicemail messages, postcards or letters) or information
about treatment alternatives or other health-related benefits, products and services that may be of interest to you. We may also contact you to conduct
our own surveys about the quality of the products and setvices we provide.

To You, Your Family and Friends

We must disclose your health information to you, as described in the Your Health Information Rights section of this Notice. We may disclose your
health information to a family member, friend or other person to the extent necessary to help you with your healthcare or with payment for your
healthcare, but only if you agree that we may do so o, if you are not able to agree, if it is necessary in our professional judgment.

Persons Involved in Care

We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a family member, your personal
representative or another person responsible for your care, of your location or your general condition. If you are present, then prior to use or
disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or
emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our experience
with common practice to make reasonable inferences of your best interest in allowing a person to pick up a specimen, medical supplies, or other
similar forms of health information.

Required by law

We may use and disclose information about you as required by law. For example, we may disclose information for the following purposes:
. For judicial and administrative proceedings pursuant to legal authority;

e To report information related to victims of abuse, neglect or domestic violence;

. To assist law enforcement officials in their law enforcement duties; or

SAN DIEGO OFFICE http://www_fertilityctr.com ORANGE OFFICE
6699 ALVARADO ROAD, #2208
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TEL: (619)265-0102 FAX: (619)265-1429 RANGE,
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° 0 assist public health officials avert a serious threat to the health or safety of you or any other person

Decedents

Health information may be disclosed to funeral directors or coroners to enable them to carry out their lawful duties.
Government Functions

Specialized government functions such as protection of public officials or reporting to various branches of the armed services that may
requite use or disclosure of your health information.
Workers Compensation

Your health information may be used or disclosed in order to comply with laws and regulations related to Workers Compensation.
Marketing Health Products or Services

We will not use your health information for marketing communications without your prior written authorization. We may provide you
with information regarding products or services that we offer related to your health care needs. We will never sell your health information without
your prior authorization.
Your Authorization

In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to
use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your
revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.
Your Health Information Rights
Access

You have the right to review or get copies of your health information, with limited exceptions. You may be asked to make a request in
writing to obtain access to your health information. You may obtain a form to request access by using the contact information listed at the end of this
Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us a letter
to the address at the end of this Notice setting forth the specific information to which you desire access. If you request an alternative format, provided
that it is practicable for us to produce the information in such format, we will charge a cost-based fee for providing your health information in that
format.
Disclosure Accounting

You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes other
than treatment, payment, healthcare operations, where you have provided an authorization and certain other activities, for the last six years, but not for
disclosures made prior to April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests.
Restriction

You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required
to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).
Alternative Communications

You have the right to request in writing that we communicate with you about your health information by alternative means or to alternative
locations. Your request must specify the alternative means or location, and provide satisfactory explanation how payments will be handled under the
alternative means or location you request.
Amendment

You have the right to request that we amend your health information. Your request must be in writing, and it must explain why the
information should be amended. We may deny your request under certain circumstances. You may obtain a form to request an amendment to your
health information by using the contact information listed at the end of this Notice.
Electronic Notice

If you receive this Notice on our Website or by electronic mail (e-mail), you are entitled to receive this Notice in written form.
Questions and Complaints

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concerned that we
may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you
made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative
locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and
Human Services upon request. We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.
Contact Information

If you have any questions or complaints, please contact: Joe Richard, FCC, 6475 Alvarado Road, Suite 109, San Diego, California 92020.
Phone 619-265-0102, e-mail: info@spermbankealifornia.com.

Thank you for entrusting FCC with your reproductive health services.
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