ORM FERTILITY

Patient History Questionnaire
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Introduction

We understand that the questions are personal in nature. These questions are required by the US Food and
Drug Administration (FDA) for people donating eggs, sperm, or embryos. The information will only be accessible
to the few staff members at ORM Fertility involved in FDA screening, authorized FDA representatives, and our
FDA compliance consultant, Donor Records. Please be assured that your privacy will be protected in compliance
with the US Health Insurance Portability and Accountability Act (HIPAA). If you have any questions, please
contact us.
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Questions
please add a brief comment on any yes answers to describe what occurred and the month/year.
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1. From 1980 through 1996, did you spend time that adds up to 3 months or more in the UK (England,
Northern Ireland, Scotland, Wales, the Isle of Man, the Channel Islands, Gibraltar, or the Falkland Islands)?
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2. From 1980 to the present, did you spend time that adds up to 5 years or more in Europe (Albania, Austria,
Belgium, Bosnia-Herzegovina, Bulgaria, Croatia, Czech Republic, Denmark, Finland, France, Germany,
Greece, Hungary, Ireland, Italy, Liechtenstein, Luxembourg, Macedonia, Netherlands, Norway, Poland,
Portugal, Romania, Slovak Republic, Slovenia, Spain, Sweden, Switzerland, England, Northern Ireland,
Scotland, Wales, Isle of Man, Channel Islands, Gibraltar, Falkland Islands, and Yugoslavia)?
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3. From 1980 through 1990, were you a member of the US military, a civilian military employee, or a dependent
of a military member, who resided for 6 months or more at US military bases in Germany, Belgium and/or
Netherlands?
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4. From 1980 through 1996, were you a member of the US military, a civilian military employee, or a dependent
of a military member, who resided for 6 months or more at US military bases in Greece, Turkey, Spain,
Portugal and/or Italy?
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5. From 1980 to the present, did you ever receive a transfusion of blood or blood components in the UK or
France?
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6. Have you had a tattoo or piercing in the last 12 months in which non-sterile procedures were used (such as
sharing instruments that were not sterilized between uses)?
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7. In the past 12 months, have you been held in prison, jail, or other correctional facility for more than 72
consecutive hours?
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8. Have you injected drugs for a non-medical reason in the last 5 years - including intravenous, intramuscular,
or subcutaneous injections?
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9. Inthe past5 years, have you had sexual contact in exchange for money, drugs, or other payment?
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10. Are you a man who has had sex with another man in the last 5 years?
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11. Have you had sex in the last 12 months with any person who would answer yes to any of the three previous
guestions?
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12. Have you had a medical diagnosis, tested positive or reactive, been treated, or had a suspicion of Zika
infection in the last 6 months?
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13. Have you or any of your sexual contacts resided in or traveled to an area with active Zika virus transmission
in the last 6 months?
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14. Have you had a medical diagnosis, tested positive or reactive, been treated, or had a suspicion of chlamydia
or gonorrhea infection in the last 12 months?
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15. Have you experienced symptoms of gonorrhea or chlamydia infection in the last 12 months, such as pain
with urination, unusual genital or anal discharge, or pain during sex?
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16. Have you had a medical diagnosis, tested positive or reactive, been treated, or had a suspicion of syphilis
in the last 12 months?
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17. Have you experienced symptoms of syphilis in the last 12 months, such as sores in your mouth, genital or
anal area, a reddish-brown skin rash, unexplained weight loss, hair loss, extreme fatigue, or muscle aches?
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18. Does your medical history or medical records show any evidence of a past diagnosis or a positive or reactive
screening test result for Hepatitis B Virus or Hepatitis C Virus?
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19. Have you ever experienced symptoms of Hepatitis after your 11t birthday, such as unexplained jaundice
or an unexplained enlargement of the liver?
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20. Have you lived in the same dwelling with another person who has Hepatitis B Virus or clinically active
Hepatitis C in the last 12 months?
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21. Have you had sex in the last 12 months with any person who has had a past diagnosis or a positive or
reactive screening test result for Hepatitis B Virus or Hepatitis C Virus?
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22, Does your medical history or medical records show any evidence of a past diagnosis or a positive or reactive
screening test result for HIV?
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23. Have you ever experienced symptoms of HIV such as unexplained weigh loss, unexplained night sweats,
blue or purple spots on or under the skin of mucous membranes, many swollen lymph nodes, unexplained
high temperatures for more than 10 days, unexplained persistent cough, unexplained persistent diarrhea,
or unexplained oral thrush?
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24. Have you had sex in the last 12 months with any person who has an HIV infection, or who had a positive or
reactive test for HIV virus?
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25. Have you been exposed in the last 12 months to known or possible HIV, Hepatitis B, or Hepatitis C through
needle stick, contact with non-intact skin, contact with an open wound or mucous membrane?
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26. Have you had a medical diagnosis, tested positive or reactive, been treated, or had a suspicion of West Nile
Virus in the last 4 months?
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27. Within the past 4 months, have you experienced symptoms of West Nile Virus, such as unexplained fever,
headache, body aches, or eye pain, skin rash on the trunk of the body, stupor, disorientation, coma,
convulsions, muscle weakness, or paralysis?
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28. Does your medical history or medical records show any evidence of a past diagnosis or a positive or reactive
screening test result for HTLV or adult T-cell leukemia?
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29. Have you had symptoms of HTLV such as gait problems, unexplained falls, low back pain, unexplained
constipation or incontinence, or numbness and pain in the lower limbs?
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30. Have you had a medical diagnosis, tested positive or reactive, been treated, or had suspicion of sepsis
within the last 12 months (including bacteremia, septicemia, sepsis syndrome, systemic infection, systemic
inflammatory response syndrome (SIRS), or septic shock?
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31. Have you ever experienced two or more of the following symptoms of sepsis together: temperature greater
than 100.4 F, heart rate greater than 90 beats per minute, respiratory rate greater than 20 breaths per
minute, and/or abnormally low blood pressure?
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32. Have you or any of your close contacts had a smallpox vaccination in the last 8 weeks?
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33. Have you or any of your close contacts experienced symptoms of vaccinia infection after receiving a
smallpox vaccine in the last 8 weeks, such as extensive eczema-like rash, necrosis (death and blackening)
of the tissues around vaccination site, inflammation of the brain or eyes?
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34. Have you or any of your blood relatives ever been diagnosed with Creutzfeldt-Jakob Disease (vCJD or CJD,
also known as Mad Cow Disease)?
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35. Have you ever had symptoms of Creutzfeldt-Jakob Disease such as dementia, degenerative nerve disease,
or a neurological disease of unknown cause?
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36. Have you or any of your close contacts ever had an organ or tissue transplant, received a cornea or brain
covering (dura mater) transplant, or received human pituitary-derived growth hormone?
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37. Have you or any of your close contacts ever undergone a medical procedure involving a
xenotransplantation product, such as the transplant of non-human (animal) cells, tissues, or organs or
human fluids, cells, tissues, or organs that have had contact with non-human (animal) sources?

'WIIN NN DINY DN2'N IN NI 0NN 7NN D7NNAY 'NION 1'70 DY9 'N DNV DN{7N 172NN N IN NNN ONN .37

2(NI'MN) DTN 1IYNY 17N DY YINQ IND WR DN IN DN, DD, DTN P71 INL(NIPNN)

:Myn Comment N7 No O P Yes O

217N YINN Completion Date | :7910NN DY Patient Name

FDA Questionnaire | Page 8 of 8



