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Donor Medical and
Genetic Questionnaire

TO BE COMPLETED BY MONASH IVF

Donor Code:

Donor Details

Donor Code or MIVF Patient ID: Date Donor Profile Completed:

Donor type  Sperm Donor  Egg Donor
  Embryo Donor:  Sperm Source /  Egg Source

Both donors must provide a declaration

Country of Birth: Ethnicity:

Health Questions

Height cm: Weight (Kg):

Do you smoke?   No / Yes  if yes how many per day:    per week:

Do you drink alcohol? No / Yes   if yes how many per day:    per week:

Do you currently engage in any recreational drug use? No / Yes, if Yes please list which recreational drug and how often:

Do you exercise/engage in physical activity? No / Occasionally / Often hrs per week:

Do you have issues with your eyesight?  No / Yes

Do you wear glasses? No / Yes If you do wear glasses, please provide additional information:

Do you have issues with your hearing?  No / Yes Do you wear hearing aids? No / Yes

Have you had a fever and/or illness within the last three months: No / Yes

Have you travelled out of Australia in the last six months? No / Yes If Yes, list countries:

Have you or any member of your extended family had consultations at a genetic clinic? No / Yes  
Please provide further details if you answer yes. 

Have you or any member of your extended family been diagnosed with a genetic condition? No / Yes  
Please provide further details if you answer yes.

Have any members of your extended family died suddenly at an early age? No / Yes  
Please provide further details if you answer yes.
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Cancer

No
Yes 
(self)

Age of 

onset

Yes 
(relation)

Age of 

Onset
Relation to you

Breast

Lung

Skin

Bowel

Lymphoma

Leukaemia

Melanoma

Other cancer

If yes, please provide details

Blood Conditions

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Haemochromatosis

Anaemia

Haemophilia

Sickle Cell Anaemia

Thalassemia

Other

Skeletal Conditions

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Muscular Dystrophy

Marfan Syndrome

Scoliosis

Skeletal Dysplasia (e.g. Achondroplasia)

Other

Cardiovascular Conditions

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Arrhythmia condition (e.g. Long QT Syndrome)

Cardiomyopathy

Heart Attack

Stroke

High Cholesterol

Structural Heart Defect from Birth

Sudden Cardiac Death

Other
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Mental Health

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Clinical Depression

Schizophrenia

Bipolar Disorder

Obsessive-Compulsive Disorder (OCD)

Other

Metabolic/Endocrine

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Tay-Sachs Disease

Type 1 Diabetes

Type 2 Diabetes

Thyroid Disease

Genetic Metabolic Condition (e.g. 

Phenylketonuria -PKU)

Hypoglycaemia

Other

Congenital Malformations

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Cleft Lip/Palate

Talipes/Club Foot

Hypospadias

Undescended Testicles

Polydactyly

Other congenital abnormalities

If yes, please provide further details

Respiratory Conditions

No
Yes 
(self)

Age of 
onset

Yes 
(relation)

Age of 
Onset

Relation to you

Cystic Fibrosis

Asthma

Allergies (Food)

Allergies (Drug)

Allergies (Pet)

Allergies (Hay fever)

Other

17 Sisters

20s Mother, sister




