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Consent to Destroy Embryos
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Partner 1 Name:



        Partner 2 Name:

Partner 1 D.O.B.: 



         Partner 2 D.O.B:

ADDRESS: 




        ADDRESS (If different):


Please state which embryos you wish to be disposed, please tick one option only:

1. All embryos from all cycles 


If only certain embryos, please specify


2. Only certain embryos

3. WE DISAGREE OVER THE 
    FATE OF THE EMBRYOS

We have enclosed proof of identification 
e.g. passport or driving license (Please Tick) 


Signature partner 1:





Date:


Signature partner 2:





Date:

Section A: ABOUT YOU





Section B: INSTRUCTIONS


This section MUST be completed








Section C: YOUR IDENTIFICATION


You MUST include a copy of photo identification








Section D: DECLARATION
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