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Form 2. Enrollment of Patient for Ovarian Tissue Cryopreservation Protocol

REMINDER: All tissue to be frozen for patient’s own use.  No research tissue will be submitted to OC.  
Enrollment forms no longer sent to the OC once your IRB amendment is approved. 

Today’s date: ______________________ Date of surgery: _____________________

SITE INFORMATION

Site name: _______________________________________________________________________

Primary research contact person at site 
Name: _________________________________________________
Phone: _________________________________________________
Email: _________________________________________________

PATIENT ENROLLMENT INFORMATION

Patient I.D. (I.D. assigned by your center): _____________ Year of birth: ___________ Patient age: _______
PATIENT RACE
· American Indian/Alaska Native
· Asian
· Native Hawaiian or Other Pacific Islander
· Black or African American
· White
· More than one race
· Unknown or not reported
PATIENT ETHNICITY
· Non-Hispanic     Hispanic
PATIENT HISTORY

Type of cancer/disease diagnosis: ___________________________________________________________


[bookmark: _GoBack]Previous cancer treatment (please list any treatment your patient had before OTC – please indicate N/A if not applicable or not done):

Chemotherapy received and doses: ____________________________________________________

_________________________________________________________________________________

Protocol name (if applicable): ___________________________________________________________

Total cumulative doses (alkylating agents): ________________________________________________

__________________________________________________________________________________


Radiation dose: _____________________________________________________________________

Radiation field: ______________________________________________________________________

Surgery type: _______________________________________________________________________

__________________________________________________________________________________

Planned/future cancer treatment: ____________________________________________________________

________________________________________________________________________________________

Tanner stage (if applicable): __________________________________________________________________

Serum AMH (if done): _________________ 		Date of AMH: ______________________ 

Serum FSH (if done): _____________________		Date of FSH: _______________________

Estradiol (if done): ________________________	Date of estradiol: ___________________

Progesterone (if done): ____________________	Date of progesterone: ____________________

Age a first period: __________________ 		Date of LMP: ___________ (as of date of surgery)  


Is patient currently on hormonal contraceptive:   Yes / No     Type: _________________ Date started: ________

GnRH agonist/antagonist:	Yes / No         Type: _______________________ Date started: _______________

Previous pregnancies: ______________________________________________________________

Previous fertility or fertility preservation treatment: _______________________________________________

_________________________________________________________________________________________

********Please scan and email form to Kristin Smith at ksmith@nm.org or fax to (312) 472-5270********



Office Use Only:
Research number for patient (number to use for research tissue): _________________________

Research Tissue Use:
 Freeze per patient protocol – use research labeling
 Use fresh at _________________________________ Call 312-503-3378 for shipping instructions.
 Freeze per experimental protocol #: __________________________________
X Other: FREEZE ALL TISSUE FOR PATIENT USE. NO TISSUE FOR RESEARCH

Please view disclaimer here: oncofertility.northwestern.edu/disclaimer
Version: 10/2017
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