FORM G
CONSENT FOR FREEZING OF EMBRYOS

ID No.:

We and

consent to freeze the embryo/s that have resulted out of our IVF/ICSI with our
gametes. We understand that the embryos would be normally kept frozen for six months. If we wish to extend
this period, we would let you (clinic name & address) know at
least two months ahead of time. If you do not hear from us before that time, you will be free to

(a) use them for research purpose, or (b) dispose them off (c) use the embryo for 3rd party.
We also understand that some of the embryo may not survive the subsequent thaw.

This consent is valid for all treatments carried out at (clinic name
& address) In the unforeseen event of death of any of the partner, we would like the frozen embryos

Husband Wife
(1) To perish
(2) To be handed over to my Wife/Commissioning Parter

(3) Used for research purpose
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(4) To be donated to a third party

Signed/Dated: Signed/Dated:
Endorsement by the (clinic name)
I/We have personally explained to and the details

and implications of his/her signing this consent/approval form, and made sure to the extent humanly possible
that he/she/they understand these details and implications.
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Male Partner / 9T
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Clinic Address:




