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Surrogate Application

Personal Information:

Name:
Last First Middle Maiden
Address:
City: State: Zip Code:
Home Phone: Cell Phone:
E-mail Address: Prefer text? Yes I:I No I:I
Is it OK to leave messages? Home Work
Age: Birth Date: Place of Birth:
Marital Status: Any divorces or separations:
Do you have Medical Insurance? Company:
Social Security Number - - Citizenship:
Race: Ethnic Background:
Religious Background: Practicing: Yes No
Height: Weight: _  Natural Hair Color: Eye color:
Complexion: Very Fair Fair Tan Lt. Olive Olive Dk. Olive Brown Black


mailto:seeds@seedscenter.com

Are you adopted? Yes No If yes, do you know your medical history? Yes No
Do you smoke / vape? Yes No Have you ever smoked / vaped? Yes No

Did you smoke while pregnant? Yes No When did you quit?

Do you drink alcohol? How often?

Have you used illegal drugs? Will you to take a drug test? Yes No

How would you describe yourself, your personality and temperament?

Tattoos or Piercings (month & year):

Briefly describe the kind of person you are:

My hobbies or activities | enjoy are:

What helped you to decide to become a Surrogate?




What do you like about yourself?

Describe your philosophy of life:

What is a typical week like for you?

What message would you like passed onto the Intended Parent/s?

How do you feel being involved in the Surrogate program will affect your
partner and family?




How involved would you like the Intended Parent/s to be during the pregnancy?

What do you think is the biggest stress in your life at present?

With whom have you discussed your Intentions about becoming a Surrogate?

Are you interested in being actively involved with the Intended Parents,
message, phone call, email?

Are you comfortable having the Intended Parents come to doctor’s
appointments/ and or ultrasounds?




Do you think it is important that the child be informed about their birth by
surrogacy? Why?

As with any pregnancy, there is always a possibility of complications; would
you be able to handle that if it occurred?

What are your expectations about your future relationship with the parents and
the child?

Why do you think you would be a good gestational carrier?

Will becoming a surrogate cause a great amount of stress in your relationships
with those closest to you (family & friends)?

Do you understand that the intended parents would be making the decision if
there is a severe medical condition and medical professionals advise to
terminate the pregnancy?

How did you hear about S.E.E.D.S?




Will you have emotional support from someone close to you?

Have you based your decision to be a surrogate only on the money you will
receive?

With whom have you discussed your intentions about becoming a surrogate?
What was their reaction?

Do you have reliable childcare for your child/children the days you need to drive
to the Fertility Clinic in the early morning?

Do you have a reliable car or transportation to get to appointments?

Do you consider yourself dependable and honest?

Have you ever met someone with an infertility problem?

How did you feel about it?

Can you explore and discuss your feelings toward someone with infertility

problems?

Have you ever been arrested or convicted of a crime (other than a minor traffic
offense)?




Have you ever had a child removed from your custody?

What is your favorite childhood memory?

What is your favorite retreat, vacation or activity?

What is your proudest moment?

What is your idea of a perfect day?

Who has been an inspiration in your life?

What are the most important things you want to teach your children?




Education:

High School: GED:

Year graduated high school:

Do you have some college education?
Associate Degree Bachelor’s Degree Graduate Degree

Name of college or university attended:

Have you attended a technical school program?

Did you complete a technical school program?

Degrees earned or pursuing now:

Employment:

Current occupation:

Employer (name, city, phone):

Length of employment: Annual income:
Are you self-employed? Type of business:
Do you work full time? Part time?

Typical weekly work schedule - days and times:




Health History:

Do you have medical insurance? Company:

Describe your health

Do you follow any special diet or have special dietary needs?

Do you have any allergies to medications:

List any surgeries you have had

YES | NO YES | NO
Allergies Gastric Ulcer
Anemia Genital Sore
Arthritis Heart attack
Asthma Heart murmur
Blood clots High cholesterol
Blood transfusion High blood pressure
Cancer Kidney disease
Clotting disorder Liver disease
COPD (lung disease) Seizures
Coronary artery disease Sickle cell anemia
Diabetes mellitus Stroke
Diverticulitis Thyroid problems

Have you ever been in counseling or psychotherapy?
Yes No

If yes please explain:

Have you ever been hospitalized for substance abuse, depression, or any other
psychological problem? Yes No

Have you ever taken any psychiatric medication (e.g. antidepressants, anti-
anxiety, anti-psychotics)? Yes No




Pregnancy History:

Age at first period: Are your periods regular?
Any treatments needed for menstrual problems?
Have you ever had trouble becoming pregnant?

Number of sex partners within the last 6 months:

Has your sex partner had other sex partners in the last 6 months?

Have you had an HIV/AIDS test?

YES NO

Have you ever had an abnormal pap smear?

Method of contraception used:

How long

Do you know your blood type:

How Many Children do you have?

List pregnancies and outcome:

Year C-Section/Vaginal Miscarriage

Abortion Other

L I o

Have you ever been a surrogate? Yes

If you have been Surrogate before, when?

No
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Please list children you have given birth to:

Name DOB Sex Weight at birth Where reside

Hospital where children were born and city, state, country:

Did you have any complications during your pregnancies?

Did you have any pre-term births in your pregnancies?

Did you require any special medical attention during your pregnancies?

Do your children have any medical issues?

Current Gynecologist Name/Group:

Current Gynecologist Location/Phone:

Pharmacy used: Phone:

Do you take vitamins:

How much coffee or caffeine do you drink per day:
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Spouse or Significant Other:

Name: Phone:
Address:
Age: Birth Date: Place of Birth:

If Married, Date of Marriage:

Religion: Race/Ethnic background:

Spouse’s employment:

Length of employment:

Please place your signature on the last line of this application that your

answers are true. Any misrepresentation will constitute perjury under the law.

I hereby authorize S.E.E.D.S to share my application and pictures.

Signature of Surrogate

DATE

Signature of Surrogate’s Spouse or Significant Other

DATE

S\\E S SURROGACY, EABRYO AND EGG DONOR SERVICES

12



