Klīnika EGV
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	Ģertrudes Str.3, Riga, LV 1010, phone:+371 67278183; fax:+371 67273759



APPLICATION FOR ADMISSION TO THE EMBRYO DONATION PROGRAM

RECIPIENT APPLICATION

Date: 



__
Name: ____________________
Birth date: _________________

Address: __________________________________________________________
__________________________________________________________________

City: _______________________________________ 

State: ____________



_______
Zip: _______________



Home Phone: ________________________________ 

Business Phone:______________________________ 

Cell Phone: __________________________________
Height: ____________ 

Weight: ____________
Blood Group: 

_
Patient’s Occupation: ____________________________________________________________
Partner’s Name: ________________________________________________________________
Birth date: _________________

Partner’s Occupation: ___________________________________________________________
Partner’s Business Phone: ________________________________________________________
How many pregnancies have you had? _______ 

How many living children? _______
Reason for infertility: ____________________________________________________________ 
Please fill in preferred donor’s physical parameters

Age





Height





Weight






Eye color




Hair color




Education




 Please provide following test results:


Syphilis 

AIDS (HIV)

HBs antigen

HCV antibodies

Chlamydia

Prolactine
TSH 
Vaginal smear*
We accept test results not older than 12 months.

*About vaginal smear. It's vaginal microflora, not cytological smear. It may assist in suspicion of vaginal yeast infection, trichomoniasis and bacterial vaginosis.



