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Pacific Reproductive Services 
444 DeHaro St, Suite 222 65 N. Madison Ave., Suite 610 

San Francisco, CA  94107 Pasadena, CA  91101 

Tel: (415) 487-2288 Tel: (626) 432-1681 

Email: info@pacrepro.com 

  
 

DIRECTED DONOR  
PERSONAL AND FAMILY MEDICAL HISTORY FORM 

INSTRUCTIONS 
 
DONOR NAME:            DONOR ID #:  
 

 
Thank you for your interest in becoming a Directed sperm Donor.  Your gift creates the 
possibility that someone’s dream of having a child will come true. The following questionnaire 
has been developed to provide the recipient with your complete personal and family medical 
history.   
 
 
This questions you will be asked refer to you the donor, your immediate family, aunts, uncles 
and cousins and grandparents. You may need to consult with these other family members to 
answer questions that are unknown to you.    
 

 
INSTRUCTIONS FOR COMPLETING THIS FORM: Please answer questions by either writing 
the requested information in the spaces provided or by checking the appropriate boxes next to 
questions asked. 
 
     

DONOR’S PERSONAL DEMOGRAPHICS 
 

 
Donor Name         Current Age:         Today’s Date:   

Place of Birth:    Date of Birth: _____/____/_____ 

Height:   Weight:  lbs Eye Color:    Hair Color:   

 

What is your ethnic background?  

 

What countries do your ancestors come from? 

Mother’s side Father’s side 

    

    

    

(Specify especially if African, Italian, Jewish, Middle Eastern, French Canadian or Mediterranean.) 

  

 

 

mailto:info@pacrepro.com
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 Donor ID#:  

 

DONOR’S PERSONAL MEDICAL INFORMATION 
 
What is your general state of health? Excellent Good Fair Poor 

Do you have any current problems with:  Include an explanation of each problem checked. 

Skin  

Mouth/Throat/Ears  

Breasts  

Lungs/Heart  

Stomach/Intestines  

Kidney/Bladder  

Nervous System  

Blood  

Have you ever had surgery for un-descended testicle(s) or hernia?  

Have you ever had pelvic, bladder or abdominal surgery?  

If yes, for what?  

Have you ever been told that you were infertile?  

If yes, when?  By whom?  

On what basis?  

Did your mother take DES (a drug to prevent miscarriages) or any prescription drugs while she was 

pregnant with you?  

Please list any prescription medications you are currently taking, and for how long:  

  

Please list any non-prescription medications you are currently taking, and for how long:  

  

Please list any performance-enhancing supplements you are currently taking (including steroids), and for 

how long:  

Please list any medications to which you are allergic:  

Do you have any environmental allergies (to food, pollens, etc.)?  Yes No 

If yes, please specify:  

 

How is your vision without glasses? Excellent  Good  Fair  Poor 

Are you nearsighted or farsighted?  

Your vision is about: 20/_____ Do you wear glasses or contacts?_____________ 

Do you have any hearing problems? _____  If yes please explain: _______________________ 

What is the condition of your teeth? Excellent Good Fair Poor 

 

Have you ever had a serious or prolonged illness?   

If yes, please explain:  
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 Donor ID #:_______________ 

Have you ever been in the hospital?  

Have you ever had surgery (including minor surgery)?  

If you answered Yes to either of the above questions, please provide the following information: 

Year  Hospital  Type of problem/surgery 

      

      

      

 
Have you ever had any sores on your genitals? (penis or scrotum)?  

Have you ever had a discharge from your penis?  

Do you take hot baths, saunas, hot tubs, or steam baths? Daily Weekly Occasionally Never 

 

Do you use any of the following substances? 

 Frequency of use Last time used 

Marijuana     

Hallucinogens     

Psychiatric medications/Antidepressants     

Cocaine     

Tranquilizers     

Narcotic Pain Killers     

Amphetamines     

Barbiturates     

                                             

Do you smoke? _____ If so, how many cigarettes per day? _____  

For how long have you smoked?  

Have you ever been treated for alcohol or drug abuse? _____ 

How many alcoholic drinks per average week do you consume? _____ Per month? _____ 

  

Have you ever been exposed to "Agent Orange" or any other herbicides in Vietnam or elsewhere (Forest 

Service, Highway Maintenance, etc.)? _____ 

Have you ever had a major radiation exposure or x-ray exposure? _____ If yes, please explain:  

   
 
Please list jobs you've held over the past five years and any possible exposure(s) to chemicals, drugs, 

gases, pesticides or radiation: 

Position/Duties:  Exposure:  Dates/Duration: 

      

      

      

 
  
 



FRM-Don003-20051107-Directed Donor History  Page 4 of 9 

 
                                            Donor ID #:______________ 

 

Have you ever been exposed to significant amounts of the following in your living environment or while 

involved in hobbies? 

  Type? When? How often? For how long? 

Toxic chemicals         

Sprays         

Fumes/exhaust         

Flea powder/sprays         

Lead products         

Asbestos products         

 

Has any member of your family had a serious (even if correctable) birth defect?  If yes, explain:   

           

Are there any known genetic diseases that run in your family?    

 
 
  

DONOR’S PERSONAL AND FAMILY MEDICAL HISTORY 
 
Please indicate how many of each of the following relatives you have: 
Sibling-Male:   Aunt-Maternal:   Mat. Cousin-Female:   
Sibling-Female:   Aunt-Paternal:   Mat. Cousin-Male:   
Half-Brother:   Uncle-Maternal:   Pat. Cousin-Female:   
Half-Sister:   Uncle-Paternal:   Pat. Cousin-Male:   
 
Please indicate which of the following medical problems you or your family members have had.  Please 
check "No one" for each medical problem listed above which has not affected you or any of your family 
members: 
 
Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 
INHERITABLE DISORDERS 
Cleft lip, cleft palate                   
Clubfeet                   
Down syndrome                   
Mental retardation                   
 
Unexplained infant or  

childhood deaths                   
 
Multiple family members  

with same trait disease                   
 
Individuals much shorter or  

taller than rest of family                   
  
Interviewers Comments:                    
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          Donor ID #:       
 
Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 
Individuals who look unusual 

or very different                   
 
Multiple miscarriages                   
Stillbirths                   
Other birth defects                   
 
SKIN PROBLEMS 
Adult acne 

(not teen-age)                   
 
Eczema                   
Psoriasis                   
 
Skin cancer 

(basal cell carcinoma)                   
 
Skin cancer  

(Melanoma)                   
 
Other skins disorders                   
  
 
SIGHT/SOUND/SMELL PROBLEMS 
Deafness before age 60                   
Significant hearing loss                   
Deformity of the ear                   
Strabismus                   
Cataracts before age 50                   

Blindness                   

Color blindness                   

Glaucoma                   
 
Other sight/sound/smell  

disorders                    
 
MENTAL FUNCTION OR NEUROLOGIC DISORDERS  
Migraines                    
Stroke                    
Senility before 50                   
  
Alzheimer’s disease 

(age of onset) ______                    
 
Creuztfeldt-Jacob 

disease                   
 
Multiple sclerosis                    
Cerebal palsy                    
 
Interviewers Comments:                     
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Donor ID #:_______________ 
 
Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 
Epilepsy or seizure 

disorder                    
 
Hydrocephalus 

(Fluid on brain)                    
 
Disorder of spinal cord                    
Huntington’s disease                    
Gaucher’s disease                    
Mental retardation                    
 
Other diseases of the 

nervous system                    
 
HEART PROBLEMS 
Heart defects at birth                    
Heart disease                    
Heart attack (age of  

onset) _______                    
High cholesterol                   
High blood pressure                   
 
 

BLOOD PROBLEMS 
Anemia                   

Sepsis                   

Sickle-cell anemia                   
 
Hemophilia or other 

bleeding problems                   

 

Leukemia                   
 
AIDS or other immune 

deficiency                   

 

Von Willebrands disease                   

Other blood disorder                   

 
RESPIRATORY (LUNGS) 
Hay fever                   
Asthma                   
 
Emphysema (age of 
(onset) ______                   
 
Tuberculosis                   
Lung cancer                   
Other lung disease                   
 
Interviewers Comments:                    
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           Donor ID #:_______________ 
 
 

Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 

GASTRO-INTESTINAL PROBLEMS 
Ulcer of stomach or 

duodenum                   
 

Gallstones                   
Hepatitis B (Serum)                   

Hepatitis C (Serum)                   

Other liver disease                   
Colon cancer                   

Ulcerative colitis                   
Crohn’s disease                   
Cystic Fibrosis                   

Intestinal cancer                   
 
Any other disease/problem 

of digestive system                   
  
URINARY PROBLEMS 
Kidney disease                   
 
Other disease of the 
urinary tract (urethra 

bladder, ureter)                   
 
Other                   
 
PROBLEMS OF THE GENITAL OR REPRODUCTIVE SYSTEM 
Abnormally-placed 

urethra                   
 
Prostate cancer (age of 

onset) _______                   
 

Uterine fibroids                   
Ovarian cysts                   

Cancer of cervix, ovaries 

or uterus                   

 
Ambiguous genitalia 

(hermaphrodite)                   
 
Other                   
 

METABOLIC OR ENDOCRINE PROBLEMS 
Diabetes                   

Thyroid cancer                   

Thyroid disease                   
Goiter                   
 
Adrenal dysfunction or 

disorder                   
 
Other                   
 
Interviewers Comments:                    
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           Donor ID #:_______________ 
 
Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 
 
MENTAL HEALTH PROBLEMS 
Schizophrenia                   
Manic-depressive illness 

(Bipolar)                   
 
Other mental health 
disorder requiring 

hospitalization                   
  
Severe depression with 
periods of inability to 

function                   
 
Moderate or mild 

depression                   
 
 
PROBLEMS OF THE MUSCLE, BONES OR JOINTS 
Muscular dystrophy                   
 
Other chronic muscle 

disease                   
 
Lupus                   

Scoliosis                   
Spina Bifida                   

Osteoporosis                   
 
Arthritis, (rheumatoid, 

osteo, unknown type)                   
 

Gout                   
Other disease                   
 
CANCERS 
Childhood cancer                   
 
Early onset cancer 

(before age 50)                   

 
Breast cancer                   
 
Any family member with  
more than one type of  

cancer                   
 
Any cancer affecting two 

or more family members                   
 

 
 
Interviewers Comments:                    
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           Donor ID #:_______________ 
 
Med. Problem You Mother Father Sibs  Grandparents Aunt Uncle MCous PCous No 

    F  M MGM MGF PGM PGF M  P M  P F  M F  M one 

 
OTHER PROBLEMS 
Alcoholism                   
 
Drug abuse, misuse, or 

addiction                   
 
Any other condition not  

previously mentioned                   

 

  
Interviewers Comments                    

                    

                    

                    

                    

                    

                    

                    

                    

 

To the best of my knowledge my responses to the questions in this personal and family medical history 
form accurately reflect the past and current state of my personal and family health.  
 
I will notify Pacific Reproductive Services if there are any significant developments in my personal 
or a family member’s health, prior to or any time after the donation of my sperm. 
 
Donor Signature    Date     
 
� This donor is approved to proceed with screening. 
 
� This donor is deferred and MAY NOT continue with screening or treatment at this time. 
 
Sperm Bank Director   Date   
 
PRS Staff ______________________/_____________________  Date   
 
Printed name of medical interviewer:         /           

 


