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As a patient; before the procedure, you have the right to be informed about your condition and about the 

recommended surgical, medical, or diagnostic procedures, and other treatment options so that you can 

decide the procedure, which you will undergo. This form and the informative discussion will provide you 

information about the definition, necessity, risks, and the procedures of treatment recommended to you. 

You can agree or refuse to undergo the procedure by your own free will after being informed about the 

intervention. Should you have difficulty in understanding any of the information provided to you, please 

consult your physician for further explanation. 

 
INDICATIONS FOR OOCYTE FREEZING 

 
1- Preservation of fertility before the administration of radiotherapy or chemotherapy for cancer treatment. 
 
2- Risk of diminished ovarian reserve 

 
In the absence of a medical indication, oocyte freezing cannot be performed optionally in our country. 
 

 
The procedure of oocyte freezing consists of the following stages: 
 
1- Administration of drugs and hormones for the stimulation of ovaries (ovulation induction) in a controlled 
manner 

 
2- Ultrasonography-guided harvesting of the egg from the stimulated ovaries via the egg retrieval (follicle 
puncture) procedure and the usage of hormones and drugs 

 
3- Freezing of the retrieved egg(s) 

 
When the decision is made to have children; the eggs will be thawed, placed together with the sperms 

of the spouse to be fertilized, and placed in the womb after being fertilized. 

 
For frozen eggs after the thawing process, the rate of survival is 70-90% and the fertilization rate is 80%. 

The success rates of assisted reproduction therapy are 35-40% for women younger than 35 years old and 

25% for women over 35 years of age. Compared to the adults of the same of age, the chance of getting 

pregnant is lower in individuals; whose eggs are frozen against the risk of early menopause. 

 
The more eggs are frozen, the higher will be the chance of getting pregnant. Not every egg survives, gets 
fertilized, or no conception may occur after the egg thawing process. 

 
We particularly acknowledge the risk of fetal anomalies and the risks of tests that may be required to be 

performed during pregnancy to investigate such anomalies, including taking fluid from the abdomen, in 

case of pregnancies achieved by using frozen eggs. 



SURGICAL PROCEDURE RISKS 

 

I acknowledge that risks and harms may occur if the condition is left untreated and that infections, blood 

clot formation in arteries and lungs, bleeding, allergic reactions, heart attack, inadequate aeration of the 

lungs (atelectasis) and even the risk of death may occur specifically as a result of all surgical or diagnostic 

procedures planned for me. I have also been informed in detail about the below-mentioned risks associated 

with the procedure that I will undergo. 

 

Some of these risks; which I have been informed of, are quite rare. Individuals with existing diseases (heart 

disease, diabetes, high blood pressure, kidney disease, kidney or liver transplant patients, clotting disorders, 

and vascular disease) and smokers are at a higher risk when they undergo assisted reproductive treatment 

practices. Besides the risks listed above, the risks specific to the assisted reproductive techniques can be listed 

as below: Infection and/or abscess formation in the abdominal cavity or in the groin (inguinal canal or pelvic 

cavity); exaggerated stimulation of the ovaries because of the use of drugs and hormones (ovarian 

hyperstimulation syndrome) and associated fluid collection in the abdomen (ascites), in the lungs (pulmonary 

edema), and breathing difficulties; excessive growth and consequent rupturing of eggs resulting in abdominal 

bleeding that may require surgery; twisting of ovaries around their vasculature to such an extend that may 

impair blood supply (ovarian torsion) requiring surgical intervention; clotting in the veins (venous thrombosis), 

excessive blood loss requiring blood transfusion; failure to become pregnant despite the use of assisted 

reproductive techniques, miscarriage in the early weeks of pregnancy, extrauterine pregnancy, coexistence of 

intrauterine and extrauterine pregnancy (heterotopic pregnancy), and injuries to the ovaries, uterus, and 

intraabdominal large vessels during the egg retrieval process. 

 

ANESTHESIA 

 

I acknowledge that anesthesia poses additional risks; however, I wish to undergo anesthesia for the conduct 

of the planned procedure and of the additional procedures so that pain can be avoided and relieved. I 

acknowledge that the method of anesthesia can be changed without asking me. I was informed that the 

sensation of pain that would occur during the procedure could be eliminated by regional (spinal and 

epidural) or general anesthesia; of which I could decide by discussing with the anesthesiologist. I understand 

that anesthesia will not be under the control of my surgeon, who will conduct the operation that I am going 

to undergo. I also understand that each type of anesthetic agent poses its own risk. I understand that the 

use of any anesthetic method may result in complications such as respiratory problems, drug reactions, 

nerve injuries, brain damage, and even death. Other risks and injuries associated with general anesthesia 

include injury to the vocal cords, trachea, teeth, and the eyes. I acknowledge other risks that may result 

from regional (spinal and epidural) anesthesia, including headaches and long-term back pain. I hereby give 

my consent that anesthesia can be administered by or under the supervision of 

………………………………………………………………………….(title and name of the person). 

 

BLOOD PRODUCTS: I consent to the use of blood products when necessary.  

 

CONSENT TO TREATMENT OF UNANTICIPATED CONDITIONS: I acknowledge that; during the 

intervention, my physician may encounter unanticipated conditions that require  the conduct of 

additional or different procedures other than the planned procedures for my condition. In such cases, I 

give my permission to my physician to perform additional interventions and procedures as deemed 

appropriate and necessary for my condition and health. 

 

COSTS OF TREATMENT: The amount of payment calculated for this process including the anesthesia to be 

administered for the egg retrieval procedure (EXCLUDING DIAGNOSTIC TESTS) is ................ 

......................................TL (excluding VAT). Medications to be used during the treatment process are NOT 

included in this price. 



 
CONCLUSION: I acknowledge that medical procedures are not pure science and that no results or treatment 

outcomes can be guaranteed. I was provided with detailed information about my condition, the procedures 

that I would undergo, potential risks of planned procedures, and other treatment options through the 

patient informed consent form and during the discussion with my physician. We hereby declare that we are 

fully aware of our responsibilities in this regard; that we consent to the use of recommended assisted 

reproductive techniques without being under any violence, threat, or material or moral pressure; that we 

will not use any possible outcomes of surgery against each of us or against the physician and the hospital; 

that we will bear the consequences, and that we consent to the conduct of the 
 
……………………………………………………………………………………………………………………………………………………………………………  
……………………………………………………………………………………………………………………………………………. procedure, which 
has been recommended 
 
for us. You will further be informed and asked for consent for freezing of left-over good quality embryos 
belonging to you. 
 

Please handwrite the following sentence: ‘’I have been adequately informed verbally and in writing about all 
consequences that might occur in association with frozen eggs,  

 

including failures .’’ Then, please sign the form. If you are not literate, 

 

please sign by placing your left thumb impression. 
 

 

Patient or legal representative 
 

 

…………………………………………………………………………………………………………………………………………………………………………… 

 

……………………………………………………………………………………………………………………………………………. 
 

 

Patient 
Name- 

 
 
 
Surname: 

 
 
 

Signature: 
 

 

Date: 

 
 

Time: 
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Dr. Hakan Özörnek Emel Atasever 


