
OOCYTE CRYO (EGG FREEZE) INFORMATION AND CONSENT FORM 

 

NAME SURNAME  

DATE OF BIRTH  

T.R. IDENTIFICATION NUMBER  

PHONE NUMBER  

FILE NUMBER  

 

As a patient, you have the right to be informed about your condition and the recommended 

surgery, medical or diagnostic procedure, and other treatment options before the procedure 

to decide on the procedure to be carried out on you. This document and an informative 

discussion will provide information about the definition, necessity, risks, treatment options 

of the procedure recommended to you. After being informed about the intervention, you 

can agree or refuse the intervention with your free will. If you have difficulty understanding 

any of the information provided to you, please consult your physician for an explanation. 

The Egg Freezing Process includes the following stages: 

1-The use of drugs and hormones for controlled stimulation of the ovaries (ovulation 

induction) 

2-Egg collection process (follicle puncture), taking the egg from the ovaries stimulated by 

hormones and drugs, accompanied by ultrasonography 

3- Freezing the collected egg(s) 

When considering having a child, the embryos formed after the eggs are thawed, combined 

with the sperm of the spouse, and fertilized are placed in the uterus. 

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

can give a 60-70% success rate for women under 35 and 45-50% for women over 35 after IVF 

Treatment. Due to the risk of early menopause, the chance of pregnancy with frozen eggs is 

lower than their peers. 

The more eggs frozen, the higher the chance of pregnancy. Each frozen egg may not survive, 

fertilize or form a pregnancy after thawing. 

I especially understood that there is a risk in pregnancies with frozen eggs (fetal anomalies) 

and the risks of tests that will be performed to look for abnormalities such as abdominal 

fluid removal when pregnancy occurs.  

 

 



RISKS OF SURGICAL PROCEDURE 

I am aware that if the untreated situation continues, there may be risks and harms, as well 

as infection, formation of blood clots in the veins and lungs, bleeding, allergic reaction, heart 

attack, lack of aeration in the lungs (atelectasis), which are specific to all surgical or 

diagnostic procedures planned for me, and even life-threatening. I have also been told in 

detail that the risks mentioned below are also related to the procedure. 

The risks specific to the use of assisted reproductive techniques can be listed as follows. 

Infection and/or abscess formation in the abdominal or inguinal cavity (pelvic); Excessive 

stimulation of the ovaries due to drugs and hormones used (ovarian hyperstimulation 

syndrome) and consequent fluid accumulation in the abdomen (ascites), fluid collection in 

the lungs (pulmonary edema) and breathing difficulties, bleeding in the abdomen that may 

require surgery due to excessive growth and rupture of the eggs, disruption of blood supply 

(ovarian torsion) that may require surgery by turning around vascular structures, clot 

formation in veins (venous thrombosis); excessive blood loss to require blood transfusion; 

Failure to develop pregnancy after the use of assisted reproductive techniques, resulting in 

miscarriage in the early period of pregnancy, ectopic pregnancy, formation of a pregnancy 

outside the uterus as well as a healthy pregnancy (heterotopic pregnancy), damage to the 

large vessels in the ovaries, uterus, and abdomen during the egg retrieval process.  

ANESTHESIA 

I know that Anesthesia poses additional risks; however, I want anesthesia to be used for the 

planned procedure and additional procedures to avoid pain. I am aware that the anesthesia 

method could be revised without asking me. I have been told that the sensation of pain 

during the procedure could be eliminated by local (spinal and epidural) or general 

anesthesia, which I could discuss with the anesthesiologist and choose. I understand that 

anesthesia will not be under the control of the doctor who will perform my surgery and that 

each anesthetic has its own risks. 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 damages caused by general anesthesia are injuries 

to the vocal cords, trachea, teeth, and eyes. I understand the other risks associated with 

local (spinal and epidural) anesthesia, including headache and long-term back pain.  

BLOOD PRODUCTS  

I acknowledge the use of blood products, when required. 

 

 

 



CONSENT FOR THE TREATMENT OF UNFORESEEABLE CONDITIONS   

I understand that different situations that will require additional or different procedures 

other than the planned procedure by my physician may be revealed during the intervention. 

In such a case, I accept appropriate additional intervention by my physician due to my 

condition and health. 

CONCLUSION  

I understand that medical practice is not an exact science, and no guarantee can be given to 

the outcome or treatment. In the consent document and in my meeting with my doctor, I 

was given detailed information about my condition, the procedure and risks, and treatment 

options. In this regard, I declare that I am aware that I am responsible in this matter, that I 

accept the use of assisted reproductive techniques recommended without any violence, 

threat, material, or moral pressure, and that I will not use the results of the surgery against 

the physician and the hospital, I will bear the consequences, and I approve the procedure 

proposed to me.  

 

Date:   

Patient Name-Surname:      Signature: 

ART Responsible Physician:      Signature 

ART Laboratory Responsible:     Signature: 


