
 

 

 

Semen Cryopreservation (Freezing) Request Form 
 

Patient name: ______________________________________________   Patient DOB: ____________________ 

Patient phone number: (_____)_______________ 

Female partner name: _____________________________________ 

 

Referring physician: ______________________________________   

Referring physician signature: __________________________ 

Date: _______________   Phone number: (_____)_______________ 

 

Please check appropriate test requested 

 Complete semen analysis  CPT 89320 

 Sperm freezing and storage CPT 89259 

 

Date of collection: _______________________ Time of collection: _______________________ 

Days since last ejaculation: ______________ Collection site: on site / off site 

Collection method:  Masturbation / Collection condom 

Accepting technologist __________________________ Date/Time: _________________/________________ 

 

Patient: I authorize DFW Center for fertility & IVF AND ITS EMPLOYEES TO PROCESS THE SEMEN 

SPECIMEN I HAVE PRODUCED AND I VERIFY THAT THE SPECIMEN IS MINE AND LABELLED APPROPRIATELY    

Signature: ________________________________________________  SSN: XXX-XX-___________ 

Spouse: I authorize DFW Center for fertility & IVF AND ITS EMPLOYEES TO PROCESS THE SEMEN 

SPECIMEN my partner PRODUCED off site AND I VERIFY THAT THE SPECIMEN was produced by my 

partner AND LABELLED APPROPRIATELY                                                                                                      

Signature: ________________________________________________  SSN: XXX-XX-___________ 
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