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OVERVIEW 
 
Cryopreserved sperm from a healthy human ejaculate will result in up to a 20% chance of pregnancy during each insemination cycle. A 
healthy person usually will have enough sperm in each ejaculate to provide two or three inseminations. However, illnesses and some of 
their treatments may reduce both sperm count and motility, thereby decreasing 
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DISPOSITION OF SPERM 

 

This form is provided for you to give us specific instructions regarding the disposition of your frozen sperm. Due to the unfortunate 
possibility of your death or incapacitation after you have cryopreserved sperm, it is important to decide on the disposition of any sperm 
that may remain at Strong Fertility Center (hereinafter referred to as “SFC”). This consent provides several choices for disposition of 
sperm under these circumstances: 
 

Current Choices 
1. Destroy and discard your frozen sperm. 
2. Award custody of your frozen sperm to your spouse/partner, which gives them complete control for use for any purpose. 
3. Donate your frozen sperm to the lab for quality control purposes or for scientific research related to improving Assisted 

Reproductive Technology (ART).   
 

Default Disposition 
I understand and agree that in the event that none of my elected choices are available, as determined by SFC, the clinic is authorized, 

without further notice to me, to destroy and discard my frozen sperm, in accordance with its policies and procedures.  
 

Death of Patient 
In the event of my death prior to use of all my frozen sperm, I agree that the sperm should be disposed of in the following manner  
(check only one box):   
 

☐ Destroy and discard the frozen sperm.   
 

☐  Award to spouse/partner, which gives them complete control for any purpose including insemination in an attempt to cause a 
pregnancy, destruction, donation for QC/research purposes, or donation to another infertile individual/couple for achieving 
pregnancy.  

 
      Spouse/Partner’s Name and Date of Birth: ________________________________________________________ 
 

☐ Donate to the lab 
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Nonpayment of Cryopreservation Storage Fees 
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ACKNOWLEDGEMENT & CONSENT FOR DISPOSITION OF MY SPERM 

 
  

 
I, _________________________________________________, hereby acknowledge that I have read the information in this disposition 
agreement and have been given the opportunity to request clarification of any aspects not fully understood. My signature below 
certifies the disposition selections I have indicated above.  I understand that I can change my selections in the future, as outlined above.  
In addition, I understand and agree that in the event that none of my elected choices are available, as determined by the clinic, the 
clinic is authorized, without further notice to me, to destroy and discard my frozen sperm, in accordance with its policies and 
procedures.  
 
 
 
   

 
 
Patient Signature: _______________________________________________ Date:____________________ 
 
 
 
Witness Name: _________________________________________________ Title: ____________________ 
 
 
 
Witness Signature: ______________________________________________ Date: ____________________ 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 




