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                                                        Client Sample Information and Consent


Unique client number to be given by laboratory





Please complete this form in block capitals and bring it with you when delivering your sample for analysis.

Your full name:	_______________________________________________________
Date of birth (DOB):   _______________________________________________________
E-mail:  ___________________________________________________________________
Mobile phone number: _______________________________________________________
Days of abstinence from ejaculation prior to producing this sample:  	_________  days
Date of sample production and delivery:  _________________/_______________________
Time sample was produced:  			______________________________________
Sample produced by:			             Masturbation		   ___________
Did any sample spill during collection:		      Yes                               No 
Previous semen analysis here or elsewhere		      Yes		       No
If yes, were the results	         Outside reference ranges		Normal
Have you had any recent illness? ________________________________________________
Have you fathered any children in the past? _______________________________________
Details of current medications or recreational drugs, if any: ___________________________
Have you had any testicular trauma or surgery (give details): ___________________________ ___________________________________________________________________________
Have you tested positive for a sexual transmitted disease? Yes                           No 


Did you suffer with cancer and received chemo or radiotherapy?  Yes            No 
I would like my results sent to me by:	by email     	by post           
Please provide your/ Referring Doctor’s address below if results are to be sent by post:
___________________________________________________________________________
___________________________________________________________________________
Please note that results emailed or posted to you will only have your unique client number and not your name and date of birth.
Thank you for taking the time to fill out this form. 

Consent for analysis and retention of personal information
(To be filled out and witnessed at laboratory)
I consent to and request the analysis of the semen sample I have provided and confirm that the name and date of birth on both this form and on the sample container relate to me and are accurate.	

Yes 			No 

If consent to my personal information being securely stored by Dr. Mocanu in relation to my medical records and am aware that my personal information will not be shared with 3rd parties.

	Yes			No 

Print name: ________________________________ Signature: ________________________
Date: ___/ ___/___

Witness name: _____________________________ Signature: ________________________

Date: ___/ ___/___

Received			Date: ___/ ___/___		Time:________
Analysed and reported		Date: ___/ ___/___		Time:________
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