Form 4
6031 Shallowford Road, Suite 101
’Im Chattanooga, TN 37421
Phone: (423) 876-2229 (423-TRM-BABY)
TENNESSEE REPRODUCTIVE MEDICINE Fax: (423) 643-0699

DONOR SELECTION FORM

Referring Physician:

Referring Physician City, State:

Referring Physician Phone Number: ( )

Patient name: DOB:
Partner name: DOB:
Address:

Phone: Patient email:

Donors selected: 1.) 2) 3.)

Program desired
Single batch with embryo guarantee, if medically eligible: 6 eggs, $17,500

PGT cycle — Euploid blastocyst guarantee, if medically eligible: $29,000
*If additional batches of eggs are desired, please contact TRM for further information

I/'we agree that | have been provided with the information regarding the profiles of the egg
donors above. | affirm all of the above listed donors as acceptable to me for the purchase of
donated eggs.

Patient Signature Date
Partner Signature (if applicable) Date
TRM Physician/Nurse Coordinator Date

TRM Office Use Only:

TRM Patient ID: Partner’'s genetic test results:
Date/amount payment: Eligible for guarantee: Yes No
Final donor match:  1.) Number of eggs:

Planned ship date:




