Name:_______________________________________DOB:___________

                 Consent for Alternative Insemination with Fresh Sperm

I,____________________________, hereby authorize Alternative Insemination Center of Greater Boston, hereinafter known as “AICGB,”  the Midwives at Mount Auburn, hereinafter known as “MAMA,” and /or Mount Auburn OB-GYN Associates, hereinafter known as ‘MAOGA,” after consultation with me, to inseminate me with fresh sperm obtained from my husband /donor for the purpose of becoming pregnant. I understand that the use of fresh sperm is inherently more dangerous than the use of frozen sperm. Fresh sperm is not quarantined as frozen is, and donors may not be screened for risk factors, therefore, my child or I could contract a disease from the donor.  I hereby release Mount Auburn Hospital; its staff, employees and officers and trustees; AICGB/MAOGA/MAMA; and such donor, from any and all liability of any kind and nature arising out of or resulting from or in connection with processing of any semen, including but not limited to any and all liability in the presence of a sexually transmitted disease including but not limited to gonorrhea, syphilis, herpes, hepatitis, and human immunodeficiency virus/acquired immune deficiency syndrome (HIV/AIDS) if detected or suspected at any later point in time. 

I understand that the purpose of the insemination is to attempt to produce a pregnancy.  I further understand that no guarantees or promises have been made to me about expected results of this insemination, or that a pregnancy will result.

I, on my own behalf and on behalf of my child(ren) and heirs, release Mount Auburn Hospital/ Mount Auburn Professional Services and any of their employees and staff absolutely and unconditionally, from any and all liability and responsibility of any nature whatsoever which may result from complications of childbirth or delivery, from the birth of an infant or infants so produced, or from any other adverse consequences which may arise in connection with or as a result of the alternative insemination herein authorized, including but not limited to accidental spillage or loss of the specimen.

I shall refrain from bringing legal action of any kind, and refrain from aiding, abetting, or participating with anyone else, in bringing legal action for or on account of any matter or thing which may arise out of the insemination herein contemplated.

I shall indemnify AICGB/Mount Auburn Hospital (MAH) / Mount Auburn Professional Services (MAPS) and their employees for any and all costs including, but not limited to attorneys’ fees, court costs, damages, judgments, and/or any other losses or expenses incurred by them or the hospital for which they and the hospital may be responsible with respect to any claim, legal action, or defense, thereto arising out of the alternative insemination herein contemplated, including any claim of or legal action by the child or children resulting from the alternative insemination.

I understand that there may be side effects from the actual insemination procedure itself, including but not limited to the following:  1) Mild pinching or cramping from insertion of speculum or with manipulation of the cervix;  2) pain, usually uterine cramps or low backache, occurring at the time of intrauterine insemination that may persist for a short while after.  If pain is severe or worsens, I should contact my provider.  3) Spotting or small amount of bleeding that may occur after the insemination and that does not decrease the likelihood of getting pregnant.  4) For intrauterine insemination: rarely, an acute vasovagal reaction, causing severe sweating, lowering of blood pressure, fainting, and very rarely an anaphylactic reaction could occur requiring additional procedures and /or transfer to the hospital.

I hereby acknowledge that I have had one consultation /enrollment visit with a MAOGA /MAMA provider concerning alternative insemination and at that time the above risks were explained to me and that I had an opportunity to ask questions and receive answers and explanations in response to my questions. I will meet individually with a healthcare provider from MAOGA/MAMA and will discuss with her any other questions I had concerning the process of alternative insemination and the risks involved, prior to attempting insemination. 

I acknowledge that other risks or complications such as uterine perforation could occur (although highly unlikely).  I also understand that during the insemination process, unforeseen conditions may be revealed that require additional procedures (examples: cervical stenosis; endometriosis; infertility requiring further diagnostic evaluation).

I have read the foregoing document and acknowledge that it was explained to me and that I understand both its contents and the nature of the health care services involved therein, and I have signed this document as my own free act and deed.

In the event that any clause, sentence or paragraph of the foregoing document is held unenforceable for any reason at any time, that portion of this acknowledgment of informed consent shall be stricken; however, the remaining document shall survive in full force and effect.

Signed at Arlington, Massachusetts, this _______ day 

of______________________,  20____.

Client’s Printed Name:__________________________

Client’s Signature:_____________________________

Provider’s Printed Name:________________________

Provider’s Signature:____________________________

Name:__________________________________DOB:___________

                 Consent for Alternative Insemination with Donor Sperm

I,___________________________, hereby authorize Alternative Insemination Center of Greater Boston, hereinafter known as “AICGB,” the Midwives at Mount Auburn, hereinafter known as “MAMA,” and/or Mount Auburn OB- GYN Associates, hereinafter known as “MAOGA,” after consultation with me, to accept shipments from a sperm bank, which I understand are frozen, said semen to be that of the donor whom I have selected after reviewing the donor profile information sheets compiled and completed by the sperm banks from which the semen is ordered. I understand that I am purchasing semen from a sperm bank for my own use and acknowledge that AICGB/MAOGA/MAMA make no representations or warranties of any nature concerning semen purchased and that I am relying on the representations made by the sperm bank alone.  I hereby release AICGB/MAOGA/MAMA, such donor and such sperm bank, from any and all liability of any kind and nature arising out of or resulting from or in connection with processing of any semen, including but not limited to any and all liability in the presence of a sexually transmitted disease including but not limited to gonorrhea, syphilis, herpes, hepatitis, and human immunodeficiency virus/acquired immune deficiency syndrome (HIV/AIDS) if detected or suspected at any later point in time. 

I understand that the purpose of the insemination is to attempt to produce a pregnancy.  I further understand that no guarantees or promises have been made to me about expected results of this insemination, or that a pregnancy will result.

Under no circumstances shall I require that the name of the donor of the semen be divulged to me or anyone else, and I accordingly waive whatever rights I may have to name, identity, or any information of any kind concerning the donor unless an explicit agreement for such disclosures has been entered into by and between the semen donor, and the sperm bank authorizing said disclosure, prior to semen donation but in no event shall AICGB/MAOGA/ MAMA be responsible for maintaining any independent record of said donor’s identity. I understand that the donor shall likewise not be advised of my name or identity.

I hereby acknowledge that a provider at AICGB  has advised me that the alternative insemination process may result, despite all precautions, in the birth of an abnormal child or children. I understand that no guarantees or assurances are possible with respect to the nature and character of any child, or any aspect of the child’s physical or mental health.

I have been informed and I understand that, if pregnancy results from this procedure, there is a possibility of complications of childbirth or delivery, a possibility of undesirable hereditary tendencies of such infant(s), or other adverse consequences.

I, on my own behalf and on behalf of my child(ren) and heirs, release Mount Auburn Hospital (MAH)/ Mount Auburn Professional Services (MAPS) and any of their employees and staff absolutely and unconditionally, from any and all liability and responsibility of any nature whatsoever which may result from complications of childbirth or delivery, from the birth of an infant or infants so produced, or from any other adverse consequences, or, which may arise in connection with or as a result of the alternative insemination herein authorized, including, but not limited to, accidental spillage or loss of the specimen.

I shall refrain from bringing legal action of any kind, and refrain from aiding, abetting, or participating with anyone else, in bringing legal action for or on account of any matter or thing which may arise out of the insemination herein contemplated.

I shall indemnify AICGB/Mount Auburn Hospital / MountAuburn Professional Services and their employees for any and all costs including, but not limited to, attorneys’ fees, court costs, damages, judgments, and/or any other losses or expenses incurred by them or Mount Auburn Hospital for which they and Mount Auburn Hospital may be responsible with respect to any claim, legal action, or defense, thereto arising out of the alternative insemination herein contemplated, including any claim of or legal action by the child or children resulting from the alternative insemination.

I understand that there may be side effects from the actual insemination procedure itself, including but not limited to the following: 1.) Mild pinching or cramping from insertion of speculum or with manipulation of the cervix; 2) pain, usually uterine cramps or low backache, occurring at the time of intrauterine insemination that may persist for a short while after.  If pain is severe or worsens, I should contact my provider. 3.) Spotting or small amount of bleeding that may occur after the insemination and that does not decrease the likelihood of getting pregnant. 4.) For intrauterine insemination: rarely, an acute vasovagal reaction, causing severe sweating, lowering of blood pressure, fainting, and very rarely an anaphylactic reaction could occur requiring additional procedures and /or transfer to the hospital.

I hereby acknowledge that I have had one consultation /enrollment visit with a MAOGA /MAMA provider concerning alternative insemination and at that time the above risks were explained to me and that I had an opportunity to ask questions and receive answers and explanations in response to my questions. I will meet individually with a healthcare provider from MAOGA/MAMA and will discuss with her any other questions I have concerning the process of alternative insemination and the risks involved, prior to attempting insemination.

I acknowledge that other risks or complications such as uterine perforation could occur (although highly unlikely).  I also understand that during the insemination process, unforeseen conditions may be revealed that require additional procedures (examples: cervical stenosis; endometriosis; infertility requiring further diagnostic evaluation).

I have read the foregoing document and acknowledge that it was explained to me and that I understand both its contents and the nature of the health care services involved therein, and I have signed this document as my own free act and deed.

In the event that any clause, sentence or paragraph of the foregoing document is held unenforceable for any reason at any time, that portion of this acknowledgment of informed consent shall be stricken; however, the remaining document shall survive in full force and effect.

Signed at Arlington, Massachusetts, this ______ day 

of____________________,  20_____.

Client’s Printed Name:__________________________

Client’s Signature:_____________________________

Provider’s printed Name:________________________

Provider’s Signature:_________________________ 

