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The Infertility and Reproductive Medicine Center 

Washington University and Barnes-Jewish Hospital 
4444 Forest Park, Suite 3100 
St. Louis, MO  63108-2259 

(314) 286-2400 
 

REQUEST FOR TREATMENT AND WAIVER 
FROZEN EMBRYO TRANSFER 

 
I/we, ___________________________, (DOB_____/_____/_____), a patient of Dr. 
____________, and my partner, ______________________________, 
(DOB_____/_____/_____), request that The Infertility and Reproductive Medicine Center at 
Washington University and Barnes-Jewish Hospital, and its designated physicians, perform the 
procedure of FROZEN EMBRYO TRANSFER (FET).  This technique involves the thawing of 
selected embryos according to IVF laboratory standard protocols.  A predetermined number of 
resultant embryos may then be transferred into my uterus (womb).   
 
Preparation for the thaw and transfer of cryopreserved embryos involves: 
 
MEDICATIONS 
 
1. Estrogen and progesterone are administered to stimulate the development of the uterine 

lining in preparation for the transfer of embryos. In some patients, a gonadotropin releasing 
hormone agonist (GnRH a) to suppress the pituitary gland is utilized.    

 
2. Using an antibiotic to assist in prevention of bacterial infection, which may potentially affect 

cycle outcome. 
 

3. Using a steroid (methylprednisolone) when embryos require micromanipulation procedures 
(assisted hatching).  This may assist in prevention of an autoimmune destruction of the 
embryo(s).  Potential rare side effects include infection and/or aseptic necrosis of the femoral 
head (hip bone). 

 
MONITORING 

 
1. Measuring hormones such as estradiol (estrogen) or progesterone with a blood test(s).  

Approximately 1-2 tablespoons of blood is removed each time to run these blood tests.      
 
2. Ultrasound examination(s) using a vaginal probe is performed one or more times during the 

stimulation process to evaluate development of the uterine lining.  
 

3. Assisted hatching is a procedure by which the zona pellucida (shell that surrounds the 
embryo) is thinned and perforated in the laboratory just prior to pre-embryo transfer.  This 
procedure is used routinely in frozen embryo transfers unless the embryo is already hatching. 
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The process assists the embryo to “hatch” from the zona pellucida in preparation for 
implantation. 

 
4. I/we understand that the ability of the manipulated embryos that are hatched to establish 

pregnancy after transfer in the human has not been fully determined.  It is unknown if 
manipulation of the embryos will increase the risk of obstetric complications or fetal 
abnormalities. 

 
5. I/we understand that it is standard procedure for the embryology laboratory to perform 

assisted hatching on embryos thawed for frozen embryo transfers.  If I/we do not want our 
thawed embryos hatched, we understand that we must inform our physician, who will discuss 
this with us and notify the embryology lab of our decision. 

 
6. Recipients are given luteal support in the form of natural progesterone.  This is generally 

given as an intramuscular injection, although oral and vaginal preparations are also available.  
Common side effects with progesterone agents include breast tenderness and bloating.   

 
Cryopreservation of remaining embryos after FET involves: 
 
1. Embryos thawed but not transferred may be re-frozen if they meet laboratory criteria. 

 
2. Storing cryopreserved embryos in the laboratory facilities at the IVF Program.  The program 
makes no promises, inducements or guarantees as to the length of time these embryos will be 
preserved and such decisions shall be made in accordance with The IVF Program’s policies 
relating to disposition of biological material and in consultation with us.  I/we understand that a 
storage fee will be billed after the first year of storage and that this fee may change at any time.  
The IVF Program will not store embryos if the storage fee is not paid.  
 

3. I/we understand that it is our responsibility to notify the IVF Program if our mailing address 
changes.  If the IVF Program cannot locate us, I/we understand and consent to the discarding of 
stored embryos by the IVF Program.  Below is the mailing information that should be kept on 
record to be used by the IVF Program unless we submit in writing an alternate address: 
__________________________________________________________________________ 
Name(s) 
__________________________________________________________________________ 
Address 
 
4. The program discards any embryos that are not transferred or cryopreserved. 
 
5. I/we understand that after embryos are cryopreserved, I/we authorize the IVF Program to 

discuss any medical treatment, future storage and disposition pertaining to the cryopreserved 
embryos with both partners.   

  
Center Policy for Unused Specimens: 
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It is the Center’s policy that unused specimens (discard materials) may be used by the laboratory 
for training personnel, testing equipment or evaluating new techniques.  I/we understand that all 
specimens are discarded (thrown away) after they are used.  Examples of discard materials 
include excess sperm not used for insemination; eggs that failed to mature and/or did not 
fertilize, eggs that fertilized abnormally so they could not be used for transfer, embryos that 
stopped developing before the day of transfer, embryos that are not cryopreserved, and discarded 
culture media. 

 
I/we understand that if I/we do not agree with this program policy, I/we are to notify our 
physician who will discuss this issue with us and notify the laboratory of our wishes. 
 
Risks and discomforts associated with the procedures include: 

 
1. Injection of medications or blood drawing may cause mild discomfort, including 

bruising, bleeding, infection, or scarring at the needle site.  Nerve injury is uncommon 
but may also occur. 

 
2. Potentially unknown adverse effects of tissue culture media, its protein or  
 antibiotic supplements or the use of blood products in the preparation of  

culture media.  Also, unknown adverse effects of culture conditions. 
 

3. Although The Center does its best to ensure that all blood products are safe and of the 
highest standard and purity, some lots of blood products may conceivably contain viruses 
or other yet unknown contaminants.  Since current scientific procedures are unable to 
detect, screen for or remove these substances, a potential risk of adverse effect remains.  
An example of such risk is Creutzfeldt Jakob Disease.  It is a rare progressive disease that 
causes degenerative changes of the nervous system and can have incubation times as long 
as 30 years or more.  The cause of CJD has not been conclusively determined and there is 
no practical diagnostic test for the disease.  To date, no case of CJD in humans has been 
traced to the injection of blood or its derivatives (i.e. protein used for media 
supplementation). 
 

4. Improper development or function, or degeneration (breakdown) of embryos prior to 
cryopreservation. 
 

5. Unsuccessful cryopreservation or cryopreservation of defective embryos. 
 
6. Laboratory accidents and/or equipment failure resulting in loss or damage to the 

cryopreserved embryos. 
 
7. Degeneration (breakdown) of the embryos before transfer. 
 
8. Psychological stress resulting in diverse symptoms such as increased anxiety, 

sleeplessness, appetite changes, sexual difficulties and mood changes in either 
 partner. 
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In addition to the risks listed above, there may be others that are unforeseeable at this time. 
 
Consent and Release: 
 
Embryos will be stored for a period of five years from the date of cryopreservation.  This period 
may be extended only if I/we provide written notification to The Center prior to the five-year 
deadline.  Our failure to notify the IVF program indicates I/we agree that The Center may 
discard cryopreserved embryos by the aforementioned deadline. 
 
I/we have read and understand the above information concerning IVF procedures.  Our physician 
has verbally informed us about the procedures, and I/we have had a chance to ask questions and 
have voluntarily decided to participate in The Center and consent to the procedures as described. 
I/we acknowledge and agree that we have been informed of all known or potential risks, 
discomforts, side effects and hazards associated with this procedure.  I/we have had the 
opportunity to obtain answers to all of our questions concerning the nature of the procedure, 
alternatives, if any, and potential risks, discomforts, side effects and hazards of the procedure.   
 
I/we understand that there is no guarantee that pregnancy will occur, nor that if it does it will be 
carried to term or will be normal.  I/we also understand that there is a risk of multiple gestation 
or tubal pregnancy.  I/we assume all of the risks of this procedure and hereby release and 
discharge Washington University, Barnes-Jewish Hospital, its employees and agents, The 
Infertility and Reproductive Medicine Center at Washington University and Barnes-Jewish, our 
physicians and such assistants as s/he may utilize from any and all causes, damages or injuries 
associated with or arising in connection with this procedure.  I/we further agree that Washington 
University, Barnes-Jewish Hospital, its employees and agents, The Infertility and Reproductive 
Medicine Center at Washington University and Barnes-Jewish, our physicians and such 
assistants as s/he may utilize shall have no legal or financial obligations or responsibilities of any 
type for any child or children conceived or born as a result of these procedures or for the physical 
or mental characteristics of any such child or children. 
 
I/we understand that The Center is required to submit IVF data to a federal agency and there is a 
small chance that I/we will be contacted by the federal agency for follow up.  Otherwise, I/we 
understand that our records will be maintained confidentially as are any other medical records.  
I/we understand that coverage from medical insurance carriers vary for different parts of the 
procedure.  I/we have been made aware of the costs and understand and agree that I/we are 
financially responsible for any medical costs incurred by us that are not covered by medical 
insurance carriers.  
 
In the event of death of a partner, the surviving partner in accordance with The Center’s medical 
policies and practice will make decisions regarding the utilization or disposition of eggs, sperm 
or embryos.  In the event of death of both partners, The Center will dispose of sperm, egg or 
embryos, unless other directives are made available in advance. 
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In the event of separation or dissolution, the Center will use or dispose of eggs, sperm or 
embryos according to the terms of an agreement signed by both partners (to the extent the 
agreement is consistent with existing law), or according to the terms of an order of court.  
Pending the determination of use or disposition, in the event of separation or dissolution, both 
parties understand and agree to remain fully responsible for costs associated with storage of 
eggs, sperm or embryos. 
 
 
• I/we agree to cryopreserve those thawed embryos that are in excess of the number 

appropriate for transfer to my uterus at this time. 
 Yes �   OR No �  Initials:  Patient____ Partner____   

 
 
 
_________________________________                 _________________________________ 
Patient, Date      Patient’s Husband/partner, Date 
                                                                                 (if applicable) 
_________________________________ 
Non-family Member Witness, Date 
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