











Using Your

READY Prepare your Follistim Pen®, |

Pull Protective Cap off Pen Body.
Unscrew Pen Body from Cartridge
Holder.

Place Pen Body and Cartridge Holder
on a clean, dry surface.

Screw Pen Body onto the Cartridge
Holder, making sure there are no
gaps.

Line up the arrow » with the middle
of the yellow alignment mark !.

Follow this step when you use your Follistim Pen® for the first time, or when you replace the Cartridge.

Clean the rubber inlay of your Follistim® AQ Cartridge with
an alcohol pad.

Insert the Cartridge into the Cartridge Holder, metal-
rimmed cap end first.

Clean open end of Cartridge Holder with an alcohol pad.
Attach a new Pen Needle in its Outer Needle Shield, and
peel off the protective paper seal. Screw tightly together.
Your Follistim® Pen is now assembled and loaded.

Never touch the needle and never place an open needle on
any surface.

&
SET Set your dose.
e 2A Gently pull off the Outer Needle Shield Carefully remove the Inner Needle Shield and discard.
. AP .
=7 ( T and set aside. Do not discard the Outer Needle Shield.
=B = Use an alcohol pad to clean about a
{ r;' two-inch area of skin where the needle
2 will enter. Let dry at least a minute.
(]_zc\ Hold Follistim Pen® with the needle pointing up. For doses.of 50 i.U up to 450 IU, turn Dosage Knol') until the
2 : : y dosage aligns with the dosage markers on each side of the
Al Tap Cartridge Holder with your finger to force air Dosage Window,
—ll| [ ! '
-._)]_!] i blljhb i ) ; If you dial past your dose, do not turn Dosage Knob back (you
pra) Dial Dosage Knob until you hear one click. Push will not damage the Pen, but medicine will be lost). Continue
3 Injection Button. turning until you pass the 450 U mark, as far as it will turn. The
A Look for a droplet of medicine at needle tip. If you Dosage Knob must move freely.
\___L.J donot see a droplet, repeat above, otherwise, you Push Injection Button in as far as it will go. Start dialing from "0" upwards until
may not receive the correct dose. you reach the correct dosage.
You are now ready to complete your injection.
Never try to correct a dose-dialing mistake while the needle is in your skin. This may
result in an incorrect dose.
A

pressure, gently massage the site.

Your injection is complete!

INJECT Imject your Follistim® AQ Cartridge.

7\ Pinch the cleansed skin area between two fingers. With your other hand, insert entire Pen Needle straight into the skin. Press Injection
Fi Button all the way. Wait five seconds. Pull needle out quickly and apply pressure to injection site with an alcohol pad. Maintaining

The best places to inject are your abdomen and your upper thigh.

If the dot next to the “0" is not in the middle of the Dosage Window and you cannot push the Injection Button all the way in, do not try to
force down the button. Your Follistim® AQ Cartridge is probably empty. This means you have not received your full dose. Do not adjust the
setting on the Dosage Scale. The number in the Dosage Window is the amount needed to complete your prescribed dose. Write down this
number. Reset the Dial Window to 0" and insert a new cartridge. Repeat instructions from Step 1B.

Storage and disposal

The Pen Needle must be removed from the Follistim Pen® prior to storage. See the Follistim Pen® Treatment Diary/Instructions for Use booklet
provided with the Follistim Pen® for complete instructions for safe needle removal and Pen storage.

Dispose of all used supplies in safety container, as recommended by your healthcare provider. 42
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Self-injecting with Gonal-f° RFF Pen—4 easy steps

GONAL-€) RFF Pen

(FOLLITROPIN ALFA INJECTION)

Attach needle

Setthe dose

Remove pen cap and wipe threaded tip with
alcohol swab. Remove peel tab from outer needle
cap. Press threaded tip of pen into open end of
outer needle cap. Twist pen clockwise until needle
is securely attached. Remove outer needle cap.

Turn dosage dial so your prescribed dose is lined up
with the black dose arrow.

® Recheck that correct dose on the dosage dial
is lined up with black dose arrow before
proceeding.

If the dialed dose is too high or too low, reset

Load and confirm

Load the dose by pulling out injection button as far
as it will go. Find the last fully visible flat red arrow
on the injection button. It confirms the dose that

is loaded and ready to be injected. (If the loaded
dose is lower than the prescribed dose, there is

not enough drug to complete the dose. Use a new
Gonal-f* RFF Pen to complete dose. See back of this

Note: Read the instructions prior to injection.
Clean recommended injection site with alcohol
swab and let air-dry. Remove inner needle cap.
Do not touch needle or allow it to touch any
surface. Inject needle into skin ata 90" angle.
Push the injection button until it stops clicking.
After the last click, keep the needle in the skin for

before pulling the injection button,

page for more detailed instructions.)

atleast 5 seconds. Remove the needle and apply
pressure as needed with a gauze pad.

Priming the pen: First use only

Follow instructions for Step 1: Attach needle. Set dose

arrow at 37.5. Pull out injection button as far as it will go.
Remove inner needle cap and hold pen so needle points
upward. Tap prefilled reservoir to let any air bubbles rise
to the top. (It's normal if a few small air bubbles remain.)

Keep needle pointing upward and push in
injection button completely. Hold until you hear
a click. A small amount of liquid should appear
from needle tip. (If no liquid comes out, reprime
the pen until it does.) Replace inner needle cap.

Disposal

Hold pen firmly by drug reservoir and replace outer needle cap.
Grip outer needle cap firmly, and unscrew pen from needle by
turning pen counterclockwise. Dispose of needle in safety container.

Storage
After use, replace pen cap and store pen at room temperature
or in refrigerator for up to 28 days.

Pen|Cap QOuter Needle Cap

Inner Needle Cap  Removable Needle

|

-
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RFF: Revised Formulation Female. For more detailed instructions, see full prescribing infarmation,
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Prefilled Reservoir

Dose Arrow

Dosage Dial Injection Button
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When you need to complete a dose with a new pen...

GONAL- RFF Pen

(FOLLITROPIN ALFA INJECTION)

When you pull out the injection button, if the

last visible flat red arrow shows a number less
than the prescribed dose, you do not have
enough medication to complete your prescribed
dose. In this case, follow the directions to the right.

Find your
prescribed dose in
the column below. |

4125 375
| 3375 |
1733755 113000 *
- s b oo
g 22620 62220 0
? 22501 75
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92007 EMD Serono, Inc

3375

In the red-shaded area of the chart, find the
dose remaining in your current pen.

-

300

5 300 2625 2
300 2625 225 1875
2625 225 1875 {150
225 (175 | 150 [[aizs
1875 150 125 75
b0 Al =0 5
e e
=0 [=E0
375
oo fertility
*ee® [ ifcl ines

24/7 compassionate listening, educational
information, and medication support.

Toll Free 1-866-LETS-TRY (1-866-538-7879)
www.fertilitylifelines.com
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Dose Left in Current Pen

225

262.5

3 12.5
150 375

|IESZoNE S0 T 2 R
e ms o wms
_‘_112.5 75 3 | 375
s

Find the intersection of “Dose Left in Current
Pen” and “Prescribed Dose.” The number
at this intersection indicates the dose you

need to dial on a new pen to complete your
prescribed dose.

Online
Video

EMD Serono Fertility Medication
Instructional Videg4 available at
www.fertilitylifelines.com
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INTRODUCING
Endometrin’
[progesterone) Vaginal Insert 10img

WHAT IS ENDOMETRIN®?

ENDOMETRIN® is a vaginal insert that contains 100 mg of the hormone
progesterone. Progesterone is one of the hormones essential in helping
you to become and to stay pregnant.

The progesterone in ENDOMETRIN® will help prepare the uterine lining
so thatitis ready to receive and nourish a fertilized egg. Your doctor will
prescribe ENDOMETRIN® starting at egg retrieval, and upon a positive
pregnancy test, have you continue ENDOMETRIN® for up to 10 weeks
total duration.

As with all medicines, please keep ENDOMETRIN® out of the reach
of children.

HOW ENDOMETRIN® WORKS:

The ENDOMETRIN® insert is progesterone that has been specially
formulated to be administered via the vagina. The insert quickly
dissolves and progesterone is absorbed through the vaginal tissue.
ENDOMETRIN® contains no irritating perfumes or dyes.

HOW TO USE ENDOMETRIN":

Use ENDOMETRIN® exactly as prescribed. The dose is one insert placed
in the vagina 2 to 3 times a day for up to a total of 10 weeks. Place an
ENDOMETRIN® insert in your vagina with the disposable applicator
provided. Do not use other vaginal products when using ENDOMETRIN®,

Please read the Patient Information enclosed with ENDOMETRIN®.
However, this information does not replace discussions with your
doctor or nurse.

FERRING
PHARMACEUTICALS

—45

SUPPORTING YOUR PREGNANCY
WITH PROGESTERONE JUST GOT EASIER

JOMETRIN® insert into the space
the end of the applicator. The
d fit snugly and not fall out,

NDOMETRIN®, you may be
lying on your back with
ntly slide the thin end of
for 2 to 3 inches into the vagina.
3

om of the applicator upward

OMETRIN" insert.
icator and throw it away
tainer.

 dose of ENDOMETRIN®,
remember, but do not
recommended daily dose
sician.
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Endometrin
Iprogesterone) Vaginal Insert toomg

JOINING THE FERRING FAMILY OF FERTILITY MEDICATIONS

Menopur  Bravelle
[menatropis for mction, USP) (ofoliropinforinjection, purifed)

Provided as an educational service by

FERRING
PHARMACEUTICALS

/‘/e(wkg» you achieve whal yow hiea’d deams.

ENDOMETRIN® administered as a progesterone vaginal insert is indicated to support embryo implantation and early
pregnancy by supplementation of the corpus luteal function as part of an Assisted Reproductive Technology (ART)
treatment for infertile women.

Only physicians thoroughly familiar with infertility treatment should prescribe ENDOMETRIN®. In clinical trials (n=860),
adverse reactions that occurred at a rate greater than or equal to 2% included: uterine spasm (3% to 4%) and vaginal
bleeding (3%). Vaginal irritation, itching, burning or discomfort, urticaria, and peripheral edema were reported at an
incidence of less than 2%. ENDOMETRIN® is expected to have adverse reactions similar to other drugs containing
progesterone (breast tenderness, bloating, mood swings, irritability, and drowsiness).

MENOPUR™ administered subcutaneously is indicated for the development of multiple follicles and pregnancy in the
ovulatory patients participating in an ART program. BRAVELLE" administered SC in conjunction with hCG is indicated
for multiple follicular development (controlled ovarian stimulation) during ART cycles in patients who have previously
received pituitary suppression. BRAVELLE® administered SC or IM, in conjunction with hCG, is indicated for ovulation
induction in patients who have previously received pituitary suppression.

Only physicians thoroughly familiar with infertility treatment, including the risk of multiple births and adverse reactions,
should prescribe BRAVELLE” and MENOPUR™, BRAVELLE" and MENOPUR™, like all gonadotropins, are potent substances
capable of causing mild to severe reactions, including OHSS (overall incidence of 6.0% for BRAVELLE® and 3.8% for
MENOPUR™), with or without pulmonary or vascular complications, in women undergoing therapy for infertility.

Please see accompanying full Prescribing Information for MENOPUR®, BRAVELLE", and ENDOMETRIN®.

©2007 Ferring Pharmaceuticals Inc. 6/07 END-87075 46
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HUMAN CHORIONIC GONADOTROPIN

WHAT ISHCG?

Human chorionic gonadotropin (hCG) is the pregnancy hormone. Taken as a medication, it is
used to induce or stimulate ovulation in women with certain types of ovarian failure or in women
undergoing an assisted reproductive technology (ART).

ADMINISTRATION OF hCG

hCG is injected subcutaneously or intramuscularly depending on your protocol.

1. Wash your hands thoroughly and make sure that the surface you work on is clean.

2. Remove the plastic flip-tops from both vials. Wipe the rubber stoppers with alcohol
swabs.

3. Carefully remove the needle cover. Do not touch the needle or allow the needle to touch

any surface.

Pull back on the plunger to the 1cc mark.

Carefully insert the needle through the rubber stopper into the vial with the sterile water.

6. Gently inject the air into the vial. Without withdrawing the needle, turn the vial upside
down and withdraw 1cc into the syringe, making sure the tip of the needle is always
below the liquid level. Withdraw the needle from the vial.

7. Insert the needle through the rubber stopper into the vial containing the powder. After
inserting the needle, slowly inject the sterile water (diluent) toward the side of the
powder. Gently swirl the solution until the powder is dissolved and clear. Do not shake.
The liquid should become clear.

8. Without withdrawing the needle, turn the vial upside down and withdraw all of the
reconstituted into the syringe. Be sure the tip of the needle remains in the liquid while
you withdraw the medication. Withdraw the needle from the vial.

o &

For subcutaneous administration: Recap the needle and pull back on the plunger. Replace the
needle with a new, % inch needle.

For intramuscular administration: No needle change is needed.

Additional information is available on our website

*Please note:

e This injection may cause a false positive pregnancy
¢ Redness and/or swelling around the injection site is common

47
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ESTRADIOL VALERATE (DELESTROGEN) ADMINISTRATION

This medication is used to prepare the uterine lining for the transfer of embryos in a frozen embryo or
donor recipient cycle.

It is available in 2 strengths that may be ordered for you:

= 10mg/ml multi-dose vial (total 5ml volume)
= 20mg/ml multi-dose vial (total 5ml volume)

1 ml syringes will be dispensed with separate needles to draw up and administer this injection. If it is an
Intramuscular injection please refer to additional instructions on this administration technique. The
amount of medication to be drawn up will depend on the mg per ml dose. Our office will make the
attempt to fill this prescription for the 10mg/ml solution however this dosing is not always available.

Dose Ordered 10mg/ml 20mg/ml

2mg 0.2 ml on syringe 0.1 ml on syringe

4mg 0.4 ml on syringe 0.2 ml on syringe

6mg 0.6 ml on syringe 0.3 ml on syringe

8mg 0.8 ml on syringe 0.4 ml on syringe
1. Wash your hands thoroughly and make sure that the surface you work on is clean.
2. Use an alcohol swab to cleanse the rubber stoppers of the progesterone medication.

3. Using the 1 ML syringe with a 1% inch needle, pull back on the plunger to the desired ML mark
equivalent to the amount you intend to withdraw.

4. Pierce the rubber stopper of the vial. Inject air into the vial in the amount that you intend to
withdraw.

5. Turn the vial upside down; making sure the tip of the needle is below the fluid level. Withdraw
the dosage ordered. Because the Estradiol Valerate (Delestrogen) is dispersed in oil, it will pull
into the syringe slowly.

6. Pull out the needle and replace the cap. Pull back on the plunger to clear the needle of any
medication. Remove the needle from the syringe and administer according to your intramuscular
administration directions.

Helpful hint: Since the oil is thicker than water, this injection takes slightly longer to inject and the site
may become sore after a few days. Discomfort can be minimized by applying moist heat (a wet washcloth

warmed in the microwave works well) 5 minutes before and after giving the injection. You should move
around and gently massage the area for a few minutes after administration.

** Qur nurses are happy to provide additional resources to assist in successful administration **
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STANDARD LUPRON & MICRODOSE LUPRON ADMINISTRATION

WHAT IS LUPRON?

Lupron is a medication used to suppress ovulation. It comes in two forms, standard and
Microdose Lupron. Specific doses for each are outlined below. The amount of the medication will
appear small however, there is usually enough to last for the entire cycle. This medication is
injected subcutaneously using a 50 or 100 unit insulin syringe.

Standard Lupron: 2 Week Kit

10 units on the insulin syringe 0.5 mg

5 units on the insulin syringe 0.25 mg

Syringes accompany the medication but you may need more than what comes with the
medication. Should you want to verify there is enough medication, insert the syringe and
withdraw the medication out to check what is truly remaining.

Microdose Lupron

20 units on the insulin syringe | 40 mcg

Remember that Microdose Lupron is not carried by local pharmacies and therefore identifying if
a refill is needed must be done in advance in order to ensure adequate delivery time. Should you
want to verify there is enough medication, insert the syringe and withdraw the medication out to
check what is truly remaining.

PREPARATION OF MEDICATION:

1. Wash hands thoroughly and make sure the work surface is clean.

2. Use an alcohol wipe to clean the rubber stopper of the medication vial.

3. With the needle pointing toward the ceiling, withdraw the prescribed amount of the
medication into the syringe. Should there be a large amount of air entering the syringe be
sure to double check that the needle is under the fluid in the medication vial.

4. Remove the needle from the vial and tap the sides to remove any air bubbles remaining in
the syringe.

5. Once air bubbles are at the top of the syringe, gently depress the plunger to dispel the air
from the syringe. Be sure that the total dose of medication is in fact what has been
prescribed.

6. Recap the needle and clean the skin of the chosen injection site with an alcohol wipe.
Administration can be preformed using the abdomen, thighs or buttocks.

7. Remove the cap from the needle, pinch the skin and quickly insert the entire needle into
the injection site at a 90 degree angle. Gently depress the plunger until all the medication
has been administered.
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PROGESTERONE IN OIL ADMINISTRATION

WHAT IS PROGESTERONE IN OIL?

Progesterone is a hormone that is needed to increase the receptivity of the endometrium for
implantation of an embryo and is used as part of assisted reproductive technology (ART). The
hormone is natural and safe to take during pregnancy therefore ignore the warning labels
included with the prescription. This medication is only administered intramuscularly (IM).

50mg of Progesterone in Oil =1 cc on the 3 cc syringe

PREPARATION OF MEDICATION:

N

Wash hands thoroughly and make sure the work surface is clean.

Use an alcohol wipe to clean the rubber stopper of the medication vial.

With the needle pointing toward the ceiling, withdraw 1 cc of the medication into the
syringe. This will be a slow process given the thickness of the medication. Should there
be a large amount of air entering the syringe be sure to double check that the needle is
under the fluid in the medication vial.

Remove the needle from the vial and tap the sides to remove any air bubbles remaining in
the syringe.

Once air bubbles are at the top of the syringe, gently depress the plunger to dispel the air
from the syringe. Be sure that the total dose of medication is in fact 1 cc.

Recap the needle and clean the skin of the chosen injection site with an alcohol wipe. The
correct location for an intramuscular injection is critical.

Remove the cap from the needle and quickly insert the entire needle into the injection site
at a 90 degree angle. Gently depress the plunger until all the medication has been
administered.

Redness and swelling may appear around the injection site, this is normal. Hot packing
the area using warm moist heat can help the discomfort. Difficulty tolerating the injection
should be reported to nursing staff.

** Qur nurses are happy to provide additional resources to assist in successful administration **
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IN VITRO FERTILIZATION PATIENT INFORMATION

To ensure that all patients have the opportunity to make informed choices regarding their reproductive
potential, it will be necessary for you, the patient/couple, to attend an IVF Orientation Class. Please
speak with the IVF Coordinator to arrange for this class. The class is a 2 hour orientation designed to
give patient couples all the necessary information to make informed decisions regarding IVF. Each step
of the IVVF process is covered in detail. We also cover information about clinic and the practical day-to-
day aspects of pursuing an IVF cycle.

Please note: these are group classes and as a courtesy to all, begin promptly at the appointed time. If you
are late then you will need to reschedule your orientation class which may mean a delay of treatment.

PRE-CYCLE TESTING

Prior to your expected IVF cycle, you will need to complete pre-cycle testing that the physician has
ordered. These tests usually include baseline hormonal testing (usually performed on menstrual cycle day
(CD) 3, and an evaluation of the uterine cavity. This evaluation is done either by sonohysterography,
hysterosalpingogram or hysteroscopy. Information about these procedures is included in this patient
handbook. In addition, as a minimum, a semen analysis will be required for the male partner, in our lab.
Additional tests may also be ordered. Testing can be arranged by calling the IVVF coordinator.

Most blood tests are done in the office during clinic hours. On Cycle day 1 (the first day you need to use a
tampon or pad for menstrual flow), call to leave a message to schedule your cycle day 3 clinic
appointment on the clinic scheduling line at 434-9759 ext. 401. Please specify a preferred appointment
time should one be desired. Remember: If cycle day 1 is a Friday and your menstrual flow begins after
4pm, you should schedule an appointment for clinic on Monday, cycle day 4.

Clinic Hours:

Albany (Mon-Fri) 7am-12:30pm by appointment only Albany (Sat)
7am-10am by appointment only

CHECKING INSURANCE COVERAGE

Unfortunately, in New York State, assisted reproductive technology services such as IVF are often
uncovered services. However, some or all pre-cycle evaluation (see above) may be covered. In addition,
various insurance carriers offer different coverages for services, depending on the employer's contract
with the insurance carrier. It is important that you educate yourself regarding your individual coverage
before you begin therapy. As noted above, our billing coordinator Renee Bessette will be able to assist
you in this process.

WILL MY PLAN COVER FERTILITY MEDICATIONS?

Again, this depends on the contract, and sometimes on whether you have a drug rider in your plan. Please
note that having a prescription card with your insurance package does not guarantee that you have
coverage for fertility medications. Many insurers exclude these drugs, or cover them at a larger co-
payment for the patient. Many, especially HMO insurers, require a prior approval process to determine
your individual coverage. The member services department at your insurance company can tell you if this
is the case for your plan. If your insurance covers IVF and requires prior authorization for medication,
notify your nurse well in advance of the start of your IVF cycle. Be prepared to give details such as
phone/fax numbers and what is required (a letter, a phone call, an insurance form, etc.).
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IF I'VE DONE IVF ELSEWHERE DO I STILL NEED TO ATTEND AN ORIENTATION CLASS?

Regardless of whether you've done IVVF elsewhere, you are still expected to attend an orientation class.
The information that is covered is vital to your cycle, and to orient you to any particular nuances of care
in our practice.

WHAT MEDICATIONS ARE USED?

Gonadotrophins (menotropins) are injectable fertility medications containing the hormone FSH (follicle
stimulating hormone), or FSH and LH (luteinizing hormone) in combination. As its name implies, FSH is
the hormone which is responsible for stimulating the growth of a follicle (ovarian cyst which contains an
egg) during the first half of your menstrual cycle. Brand names include Gonal-F, Follistim, Bravelle (FSH
products), Repronex and Menopur (FSH and LH combination products). These medications are typically
given subcutaneously unless otherwise instructed.

WILL 1 USE ANY OTHER MEDICATIONS DURING MY TREATMENT CYCLE?

Yes. In addition to the stimulating medications described above, you will need to take an injection of
human chorionic gonadotropin (hCG) to assist in the maturation of the eggs. hCG will be taken at a
PRECISE TIME 36 hours prior to egg retrieval. Some patients will also need to take leuprolide acetate
(Lupron) or Microdose Lupron, prior to beginning the stimulating medications. Lupron prevents
ovulation from occurring prior to egg retrieval. You will also need to take an oral antibiotic (Cipro), a
steroid (Medrol) and progesterone supplementation (commonly Progesterone in Oil). We will also
prescribe an anti-nausea medication, Phenergan, which you will bring with you the day of your retrieval
and we will administer it.

WILL | HAVE TO GIVE MY OWN SHOTS?

Since these injections are administered in the evening, you will need to learn to give your own injections
or to have someone available to give you the injection. Subcutaneous injections are often self-
administered; intramuscular injections are usually administered by a partner or friend. You are provided
with written materials on Lupron, hCG and Progesterone in Oil. You are also given an instructional
video on the stimulation drugs. If after reviewing all of these instructional materials, you feel you
require further instruction, please contact the IVF Coordinator.

WHEN AND HOW OFTEN WILL | NEED TO COME TO THE OFFICE?

Each patient's cycle is individualized, and therefore it is impossible to give an exact schedule of
appointments. However, a typical cycle for IVF will usually include about 6 visits for blood and
ultrasound. These tests are performed in Albany during designated appointment times for your
convenience. If it is necessary to do testing on Sundays or Holidays, a specific time will be arranged. It is
imperative that these blood tests be completed within the hours of clinic in order obtain results that are
available to the doctor in the afternoon. You will receive a call in the afternoon with further directions
therefore we must have a number to contact you where a detailed message may be left unless we are able
to speak with you directly.
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DESCRIPTION OF ATYPICAL IVECYCLE

> PRE-CYCLE PHASE
1 to 3 months before your FIRST IVF cycle arrange for:

An IVF Orientation Class with the I\VVF Coordinator.

An appointment for Financial Counseling with Renee Bessette.
(See pages on Insurance Coverage)

Completion of preliminary testing as ordered by your physician.

Testing may include cycle day 3 bloodwork, evaluation of your uterus, and a semen
analysis. These diagnostic tests are usually covered by insurance. The coordinator can
help you arrange your testing and will let you know when they are completed.

Your medications will most likely be ordered from a mail order pharmacy; they will advise you of your
medication benefits. Be aware that your insurance company may require prior approval and the nurse
coordinator will need several days to complete this for you prior to your cycle. Insurance company
response for prior approval requests can take up to 4 weeks.

Please note: once you are cleared from a medical perspective, you will also need financial clearance from our
billing manager, Renee Bessette.

IVE CYCLE PHASE: Overview of a typical cycle:

Cycle day 1...this is the first day you need to use a tampon or pad for menstrual flow. Call to leave a
message to schedule your cycle day 3 morning clinic appointment on the clinic scheduling line at 434-
9759 ext. 401. You must do this regardless of what day you will be in. Please specify a preferred
appointment time should one be desired.

Cycle day 3...report to the office at your designated appointment time for a blood test and transvaginal
ultrasound. For an IVF cycle the beginning of your menses may indicate the need to start the birth control
pill or stimulation medications depending on your specific protocol. You will be given additional
instructions during the clinic visit.

Stimulation Days...report to the office at your designated appointment time for repeat blood test and
ultrasound to determine response to the medication and assess potential need for further medication
during this cycle. Repeat visits to clinic will be scheduled based upon this assessment.

When it is determined that you are ready for egg retrieval, you will be told to take hCG at an EXACT
TIME. This will trigger the maturation process of the eggs. You will also be given a time to report to the
office for retrieval. It is important to allow enough time for travel and weather conditions so that you
arrive on time. Following retrieval you will begin medications to support the uterine lining in the event
that pregnancy occurs.

You will be notified of fertilization outcomes the next day. You will also be notified of when to return
for embryo transfer. Once the transfer is complete, pregnancy testing will be scheduled. It is strongly
recommended that you also make a post IVF appointment with the physician following your pregnancy
testing if you do not achieve pregnancy. Typically these appointments are made 3 or more weeks after
you get your menses.
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HELPFUL HINTS DURING THERAPY

Keep track of medication and supplies, and ask for new prescriptions as needed. Please note that
prescriptions are generally written with refills, so check your medication packaging for refill information.
Syringes, needles, and hCG CANNOT be called in to a pharmacy, so make sure that you have an adequate
supply of these on hand.

During winter months, we suggest that you have an extra day's worth of medication on hand. In the event
that bad weather or other unforeseen events keep you from coming to morning clinic, contact your
coordinator for instructions. We usually will have you return the next day, and give you a medication
dose that evening.

SIDE EFFECTS OF MEDICATIONS

There are both common and potentially serious side effects of medication used for IVF. The following
information is meant to be an overview of these side effects. Detailed information is reviewed at the IVF
Orientation class. As always, if you have any questions, do not hesitate to call your nurse coordinator.

Common side effects may include (but are not limited to) pregnancy symptoms, breast tenderness,
bloating, headache, mild nausea, lethargy, mood swings, and hot flashes. Many women have some or all
of these symptoms at some point during therapy. These side effects are normal and do not mean that
anything is wrong or that you are having an adverse reaction to your medication. The combination of
fertility drugs and hCG can lengthen your cycle, making it seem that your period is a few days late. Many
women also complain of heavier than usual periods after a therapy cycle. How much a woman bleeds

during her menses is related to how thickened her uterine lining becomes during the cycle. Since fertility
medications will potentially thicken the lining, it makes sense that the menses may be heavier than usual.

Another side effect is the development of residual "functional™ ovarian cysts that occur as a result of the
stimulation during a therapy cycle. If you have a residual cyst on cycle day 3, you will be instructed to
take a "rest” cycle. Most of the time these residual cysts resolve on their own with no medical
intervention.

Serious side effects occur rarely and as such you may never experience any of these side effects.
Nevertheless, due to their serious nature it is imperative that you be aware of them. These too will be
discussed in depth at the Orientation class. The most common serious side effect is ovarian
hyperstimulation syndrome (OHSS) which is caused when your ovaries stimulate excessively in response
to fertility medications. This follicular growth can cause the ovaries to enlarge, leading to pain, bloating,
fluid within the pelvis, and potential damage to your ovaries. Women who become hyperstimulated are
put on complete bed rest to manage these symptoms. Rarely, in severe cases, hospitalization is required.
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MULTIPLE BIRTHS

Most patients are aware that in vitro fertilization is associated with an increase in the number of twin,
triplet, or even higher-order pregnancies. All multiple pregnancies are "high-risk" by definition, although
Perinatology (high-risk obstetrics) consultation is usually not necessary for twins.

Twinning occurs in approximately 15-20% of pregnancy cycles. Triplet pregnancies occur in about 1-2%
of pregnancy cycles, and more than triplets is rare.

In the case of triplet pregnancy, there is no medical indication for invasive intervention, because although
this is an extremely high risk situation in terms of the potential for premature labor and birth of premature
infants, with proper obstetric and prenatal care (especially bedrest), the infants are typically born late
enough in gestation to do wonderfully well if born in a high-risk obstetrical unit. The decision to perform
selective fetal-reduction (see below) in the case of triplet pregnancy is primarily on a social (as opposed to
medical) basis.

Couples conceiving a grand multiple (3 or more) pregnancy are urged to seek consultation with a high
risk obstetrician (perinatologist). The decision to intervene with selective fetal reduction (selective
abortion) is perhaps the most difficult decision that an infertility couple has to face. Currently, we refer
patients for this procedure to Dr. Timor of NYU on First Avenue for this procedure. The procedure is
typically done at approximately 9 weeks gestation (7 weeks after embryo transfer / 5 weeks after news of
the positive pregnancy test). Medical, psychological and spiritual counseling are all critical to successful
decision-making in this regard. While these decisions need to be made rarely, it is important to discuss
the possibility of how you would proceed in this circumstance early in your pursuit of treatment.

WHAT ARE SATELLITE SERVICES?

Of course, we hope that you choose Albany IVF for your assisted reproduction and fertility services.
However, should you choose to have your IVF and assisted reproduction services at another center
located far from the Capital Region, we would be happy to assist the process in any way that we can. In
this regard, many IVVF centers will allow patients traveling a great distance to have bloodwork and
ultrasound studies performed at a location closer to their home until the time that they are nearing their
egg-retrieval (or embryo transfer) procedure. Not all programs allow satellite relationships, however.
You must ask your primary IVF program coordinator if they would be willing to participate in a satellite
relationship with Albany IVF. If they will, then have your primary program coordinator contact our IVF
coordinator. Your primary IVF program would be responsible for giving you the necessary orders to
provide our office for specific tests (usually bloodwork (hormonal studies) and ultrasounds. We perform
the tests on the ordered days and immediately fax results to your primary center. Your primary center
then communicates further instructions about your cycle to you. A separate fee schedule is available for
these services. For more information on satellite services, contact or our billing coordinator, Renee
Bessette, at ext. 222.

FINANCIAL INFORMATION FOR IN-VITRO FERTILIZATION SERVICES

There are many factors that you must consider when making a decision on whether to proceed with IVF
treatment, including the cost of these services. We are affiliated with Attain, a financial services
company, which offers financing options as well as a shared-risk, financial guarantee program. Please
contact Renee Bessette, extension 222, for more information regarding this great program.
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GENERAL INSTRUCTIONS FOR IVE PATIENTS

When you start stimulating medications such as Repronex,

Bravelle, Gonal-F, Follistim or Menopur. You will continue this until the day of your
pregnancy test; if you are pregnant the aspirin continues, if you are not pregnant

you may stop.

All stimulating medications such as Repronex, Bravelle, Gonal-F, Follistim or Menopur
should be taken at the same time daily (you have a two hour window if you need the time
of your dose to change at any given time). If your stimulating medication is a split dose,
take between 7 - 9 AM., and 7 - 9 PM. If your stimulating medication is not a split dose
take it between 7 - 9 PM.

Non-stimulating medications such as Lupron, Antagon or Cetrotide should be taken at the
same time daily between 7 - 9 PM. If you are on Microdose Lupron this is a split dose
and should be taken between 7 - 9 AM. and 7 - 9 PM.

The evening you are called and told to take your hCG (also called Pregnyl or Novarel,
Ovidrel), you will NOT be taking any more stimulating medications such as Follistim,
Gonal-F, Repronex, Bravelle or Menopur. Your last dose of non-stimulating medications
(Lupron, Antagon or Cetrotide) will be on the same night you are told to take the hCG.
The day after hCG administration you do not take any medications other than baby
aspirin and the prenatal vitamin.

You will begin your antibiotic, Methylprednisolone (Medrol) and the Progesterone the
evening on the day of your oocyte retrieval.

The last dose of your antibiotic and of methylprednisolone will be on the day of embryo
transfer (ET), which will be either 3 or 5 days after your retrieval (transvaginal
aspiration) procedure. If you have a d3 ET you will have 'extra’ pills; you may discard
these.

INSTRUCTIONS FOR TRANSVAGINAL EGG ASPIRATION (TVA)

Do not eat or drink after midnight the night before the procedure! You may brush your
teeth or rinse your mouth, but do not swallow any water.

Do not smoke or have smoke exposure for 24 hours before the TVA.

DO NOT WEAR PERFUME, COLOGNE, BODY LOTION, BODY TALC,
MAKEUP, NAIL POLISH OR AFTER SHAVE ON THE DAY OF THE TVA OR
THE EMBRYO TRANSFER (ET). REMOVE NAIL POLISH 2 DAYS PRIOR TO
THE TVA AND DO NOT REAPPLY.

You will need to bring the vial of Phenergan/Promethazine or Zofran with you to the
office on the morning of the TVA.

Both patient and partner (if providing a specimen) should take a shower or bath with anti-
bacterial soap (such as Dial or Safeguard) the night before or the morning of the TVA. It
is ideal to wear clean, loose-fitting clothing on the day of the TVA and of the ET.

For appointments on a Sunday, please be aware that there is not a receptionist on staff. Have
aseat in the waiting room and we will be with you shortly.

We would like your bladder to be moderately empty, please urinate prior to leaving home
the morning of your Transvaginal Egg Aspiration (TVA).

You must have someone available to drive you home after the TVA.
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INSTRUCTIONS FOLLOWING TRANSVAGINAL EGG ASPIRATION (TVA)

You may experience mild cramping following the TVA. You may also experience some mild vaginal
bleeding/spotting. These are normal. Please report heavy bleeding, chills, or temperature elevation over 100. 4
Fahrenheit. You should “take it easy” and take the day off of work the day of the TVA. You may return to work the
following day.

You must have someone available to drive you home after the TVA. Do not lift, push, or pull objects heavier than
~10 - 15 Ibs until the time of your Embryo Transfer (ET) where you will be given additional instructions.

ON THE DAY OF YOUR TVA BEGIN & CONTINUE THE FOLLOWING UNTIL THE EVENING OF YOUR
EMBRYO TRANSFER (ET)

1. Progesterone Support Options:
a. Progesterone-in-oil (50 mg = 1 ml) intramuscularly [progesterone-in-oil]

b. Vaginal Gel [Crinone/Prochieve 8% at bedtime] PLUS oral progesterone

c. Vaginal Endometrin® tablets (100mg) 3x/d
Progesterone support should be continued until we instruct you to discontinue it, and
NOT discontinued at the time of embryo transfer.

2. Antibiotic— Antibiotic should be started in the am following the procedure when you return
home. You will take 500mg by mouth twice a day with food.

3. Methylprednisolone- This low dose steroid is used to reduce the cellular immune response
and may assist in implementation although the exact mechanism of this is unclear. You will
take 16 mg by mouth, once a day.

4. Remember to take your multivitamin and folic acid daily.

Your pregnancy test is scheduled for 14 days after your retrieval date. This will be scheduled at the time of your
Embryo Transfer as date is currently unknown.

If you wish to satellite, please notify the staff and you will be provided with a prescription for your blood draw.
EMBRYO TRANSFER GUIDELINES

Regarding your embryo transfer (ET), you should be prepared to be available on an “on call” basis:

1. One Day after your retrieval you will receive a call from the laboratory informing you of the results of the
fertilization check.

2. Two Days after your retrieval you will receive a call at the end of the day from the clinical staff informing you
of the time of your embryo transfer (ET) procedure, should it take place on Day 3. You will not hear from the
lab on this day and there will be no further information available regarding your embryos because they are not
“checked” on this day.

3. Three days after the retrieval you will come in for your tentatively scheduled Day 3 ET. Take ibuprofen 800
mg 1 hour prior to your scheduled embryo transfer. If you live at a distance from our practice, you may receive
a phone call telling you that it is our recommendation to wait until day 5 to do a blastocyst transfer. If we
reschedule you for a day 5 blastocyst transfer, we will not know the time of your transfer on the morning of day
3, just that your transfer will be on day 5. You will receive a call from the clinical staff later that day with a
newly scheduled time for your transfer on day 5. The timing of the ET is variable, and may be scheduled at any
time of the day as upcoming retrievals take precedence over embryo transfers. These determinations are not
made until one of our physicians reviews hormone levels and ultrasound results later in the day. All ET timesare
confirmed one day in advance as these appointments are subject to change based on the surgical schedule for the day.

4. Ontheday of your embryo transfer, please arrive at the office at your appointment time and report to the
waiting room with afull bladder
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INSTRUCTIONS FOLLOWING EMBRYO TRANSFER (ET)

1. You may eat and drink normally on the day of the ET

2. 'You may experience mild cramping following the ET. You may also experience some mild vaginal
bleeding/spotting. These are normal. Please report heavy bleeding, chills, or temperature elevation
over 100.4 degrees Fahrenheit.

3. You may wish to “take it easy” after the ET. In past years many programs recommended bed rest for
24 hours, but most programs do not feel that this is necessary. There certainly is no data to suggest
that strict bed rest improves outcomes in any way. You may return to work after the ET to a desk
job if you would be most comfortable doing so.

4. No heavy lifting, pushing, or pulling for 24 hours after the ET. If your job requires this, ask for a
doctor’s note.

5. Place nothing in the vagina (unless using vaginally administered medications prescribed for you by
Albany IVF) for one week following ET.

6. Continue taking your progesterone supplementation every evening until advised to discontinue it. At
the time your pregnancy test is resulted if it is negative you will be advised to stop this medication. If
you are pregnant you will remain on it until directed otherwise. Please disregard the “warnings”
about birth defects that sometimes accompany the progesterone medication dispensed by the
pharmacy. There is no evidence of natural progesterone causing any type of birth defect in humans.

7. Remain on all medications as directed regardless of any vaginal spotting or bleeding until the time of
your pregnancy testing. If you are not pregnant we will instruct you to discontinue your medications.

8. Discontinue the antibiotic and Methylprednisolone (Medrol) after taking this evening’s dose. If you had a
day 3 ET you will have ‘extra’ pills which you may discard.

9. You will be scheduled for a pregnancy test, ~14 days after your Oocyte Retrieval Procedure. If this
is positive you will have another blood test 2 days later. If you live at a distance from the practice,
these tests may be done close to your home. You will need to ask for prescriptions for this if you
wish to exercise this option.

10. Please call us with the date of your ensuing period; this is very important for us to close out the
paperwork from your cycle and to generate a summary report for you. You will receive a summary
of your clinical and laboratory data by email or mail within a month of completing your cycle.

11. Your pregnancy test is scheduled on:
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STATEMENT & POLICY ON ETHICS RELATED TO
ASSISTED REPRODUCTION

The utilization of assisted reproduction / in vitro fertilization (ART / IVF) brings with it numerous ethical
and moral considerations. Of course, the specific decisions made regarding the ethical status of embryos
and the handling of embryos at all stages of development are ultimately in the hands of the “parents” of the
embryos.

There are basically two ethical perspectives on the moral status of embryos. The first view asserts that the
embryo has full moral and ethical status from the moment of its existence (from the moment of syngamy,
or the time at which male and female genetic material unite). From a scientific perspective syngamy does
not occur at a single “‘moment’ in time, but as a series of events on a continuum in time. In this view, all
embryos, once created have full human rights. Persons with this ethical perspective would obviously
oppose any form of abortion or selective fetal reduction. Further, from this perspective, once embryos are
“created” they cannot be destroyed, and must be given the opportunity to develop into children through
embryo transfer (ET) into a uterus.

The second major ethical perspective derives from a developmental perspective. Specifically, this view
assigns embryos a “graded” ethical status, with increasing ethical status given to embryos at a more
advanced developmental stage. In this paradigm, the lowest ethical status (beyond the egg and sperm stage)
would be given to a “2 PN (pronuclear) pre-embryo” (a one-cell embryo after fertilization, and just prior to
syngamy). A zygote (a one-cell embryo just after syngamy) would have be accorded a higher ethical status
than the 2-PN pre-embryo, a cleavage stage embryo higher than a zygote, and a blastocyst (an advanced
embryo stage usually reached by 5 days after ICSl/insemination) higher than a cleavage stage embryo. This
ethical perspective gives a couple more “choices” regarding the ‘fate’ of their embryos depending on how
the couple specifically views the ethical status of their embryos.

Persons with both ethical perspectives have varied views on the acceptability of embryo cryopreservation
(freezing). Some accept embryo cryopreservation, arguing that as long as cryopreserved and subsequently
thawed embryos are placed into a woman’s uterus, the opportunity for further development exists. Others
argue that the cryopreservation is not ethically permissible because it exposes the embryo to potential toxic
and lethal processes (only about 50% of cryopreserved embryos survive freezing and thawing). The
majority of “losses” that happen with embryo cryopreservation and thaw are likely due to poor intrinsic
embryo quality itself (the “best” embryos were transferred ‘fresh’), and not the freeze-thaw process itself.
A more subtle issue is the cryopreservation of 2 PN pre-embryos, which have not achieved a unique genetic
identity, but are about to do so. Embryo cryopreservation is an excellent technology that allows for
maximizing the chances for success in the ‘“fresh’ cycle (by not restricting the ICSl/insemination procedure
to a limited number of oocytes [eggs]), and also gives the couple a chance at pregnancy with a frozen-
thawed embryo transfer (FET) cycle at a later date.

Frozen-thawed ET cycles are less successful than “fresh’ cycles, but are much simpler to accomplish
because ovarian stimulation and oocyte retrieval are not needed. Because the risk of multiple / grand-
multiple pregnancy increases with the number of embryos placed during embryo transfer (ET), the only
way to limit the potential for this complication is to limit the numbers of embryos placed into the uterus
during ET (usually to 1-4 embryos). It is the typical practice of Albany IVF to recommend transfer of 3
cleavage stage embryos on the 3rd day, or transfer of 2 blastocyst stage embryos on the 5th day after oocyte
pickup. In general this allows for a high pregnancy rate, but with limited risks for multiple-gestation
pregnancies (~25-30% twinning and 5% triplets). Of course, our recommendations are individualized at the
time of actual embryo transfer. At Albany IVF we regard pre-embryos and embryos with privileged ethical
and moral properties as they represent potential human life (we were all pre-embryos and embryos at the
earliest stage(s) of our existence). However, in New York State, embryos are regarded as property, not
“potential children”. Because of the ethical and legal complexities of the issue, Albany IVF’s formal policy
is that we will not passively nor actively destroy embryos once they are created. This policy creates a
number of options for the couple. A couple must decide and agree upon what they would like to do in
different circumstances, prior to starting ovarian stimulation for IVF.
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For couples who feel that the embryo achieves full ethical status with syngamy and who would not
cryopreserve 2PN pre-embryos:

There is only one option for patients/couples with this perspective: Limit the number of potential embryos
‘created’ by performing intracytoplasmic sperm injection (ICSI) (or insemination) on limited numbers of
oocytes (eggs). It is important to remember that we cannot accurately predict how many ICSI’d (or
inseminated) oocytes will form genetically competent embryos, and which of these will go on to develop
properly in vitro (and thus be available for embryo transfer). Thus, limiting the numbers of ICSI’d embryos
to the total number that the couple would accept at ET (2-4 usually), would significantly diminish the
chance of success of the IVF cycle. Limiting the numbers of oocytes injected may result in failure of any of
the limited numbers of ICSI’d oocytes to develop properly, and ET may not even be performed.

For couples who feel that the embryo achieves full ethical status with syngamy but who would
cryopreserve 2PN pre-embryos, but not zygotes or later developmental stages:

We would inject (ICSI) (or inseminate) all available mature oocytes. If >3 or 4 pronuclear stage embryos
are formed, then we would attempt to pick the best 3 (or 4) 2PN pre-embryos and allow them to stay in
culture for fresh embryo transfer in 2 days. We would then cryopreserve (freeze) the remaining 2PN pre-
embryos. This approach may also significantly negatively affect the outcome of the fresh IVF cycle for the
reasons cited above. If pregnancy does not occur with the fresh cycle, the 2PN pre-embryo may be thawed,
cultured in the lab, and if they form cleaving embryos can be transferred into the uterus at a later date. If
pregnancy does occur with the fresh cycle, the pre-embryos can thawed and transferred at a later time for
possible further family building. If family-building is complete, then the couple may choose to thaw and
discard the pre-embryos, or they may donate them to a third party. Couples who choose to discard pre-
embryos must physically do so themselves (see IVF Consent Form). Couples who think that they may wish
to donate pre-embryos to a third party must undergo additional infectious disease testing at the time they
indicated their choice to Albany IVF when they sign the IVF Consent Form.

For couples who wish to achieve maximum pregnancy success per stimulated cycle, who are fully
comfortable with embryo cryopreservation:
This is the most common situation. Difficulties arise with this scenario if the couple does “too well”. For
example, if a woman conceives, and subsequently delivers twins from the “fresh’ IVF cycle, but the couple
also has 5 or 6 embryos cryopreserved from that fresh cycle, the couple would be in a situation where they
may have completed their family, but where they still need to fulfill their ethical obligation to their
embryos. Two choices exist at this point:
=  Thaw and transfer any available embryos into the woman’s (mother’s) uterus and
have a larger family than previously hoped for (the couple could wind up with, for
example a grand multiple pregnancy born from the fresh cycle, and then additional
children from the subsequent frozen-thawed ET cycles

=  Thaw the embryos and discard them. Again, a patient couple would be physically
responsible for doing this. If a couple has completed their family but have embryos
cryopreserved, they may elect to actively destroy their embryos. At the couple’s
request, the mechanism for this would be that the laboratory would place the
couple’s embryos into a small portable cryo-tank. By specific appointment, the
couple would come in, be instructed on how to remove the straw containing the
frozen embryos from the cryo-tank, and then would be left alone to remove the straw
and to subsequently discard the straw of their own accord. If you have questions
regarding any of these issues please contact the nursing and/or embryology staff
immediately. A nursing appointment will be made as quickly as possible to discuss
your questions and concerns. I\VF consent forms must be completed in front of a
clinical staff member or notarized prior to the start of ovarian stimulation. You may,
of course, have a consultative appointment with one of our providers to discuss these
issues further prior to proceeding with your decision-making surrounding these
important issues.
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CONSENT FORM FOR IN VITRO FERTILIZATION-EMBRYO TRANSFER

1.1, and my wish to conceive a child by methods of
in vitro fertilization (IVF) and embryo transfer (ET).

2. Although this is an established treatment, there is no guarantee that a successful
pregnancy will result.

3. SPECIFIC OUTCOME RISKS:

a. We understand the IVF procedures are associated with an increased risk for
multiple pregnancies (typically ~30-35% twins and ~1-10% triplets depending on
the number and quality of embryos transferred).

b. Inthe USA, one recent report suggested that the incidence of low birth weight is
increased by IVF and other assisted reproductive technologies (ARTS) by 2-6 fold
even for singleton pregnancies delivered at term.

c. Most studies of children conceived via in vitro have shown a negligible or only a
slight excess risk of major and minor birth defects. One study from Western
Australia has reported a nearly two fold risk of one or more major birth defects in
children conceived by ART (8.5-9% in ART conceptions compared with 4.2% in
babies conceived spontaneously). We understand that the medical understanding
of ART outcomes is an evolving field.

d. A possible link has now been suggested between IVF conception and certain
congenital abnormalities, notably Beckwith-Wiedemann syndrome. This
syndrome is rare but is associated with organ overgrowth and abdominal wall
defects, as well as embryonic tumors. The estimated risk of this rare syndrome
may be <0.5%, which may represent a 4-fold increase over spontaneously
conceived babies.

e. Most recently, a correlation has been established between assisted reproductive
technologies and pregnancy outcomes. This includes a significant increase
hypertensive disorders, pre-clampsia, placental abnormalities (placenta previa and
placental abruption) and increased incidence of cesarean delivery.

4. The growth and ripening of multiple oocytes (eggs) is accomplished with the use of
hormone injections. Possible risks and complications of these medications include:
bruising, discomfort, or infection as a result of subcutaneous or intramuscular injection;
ovarian hyper-stimulation; pain, infection, bleeding, or injury to pelvic organs at the time
of oocytes retrieval; untoward reaction to anesthesia; infection or bleeding from the
pelvic organs as a result from embryo transfer into the womb. Ovarian tumors and
ovarian cancer have been linked with the prolonged use of fertility drugs in some studies.



5. Prior to oocyte retrieval there are several laboratory procedures that need to be
performed. These include: blood samples obtained through vein puncture, ultrasound
(trans-vaginal and/or trans-abdominal) measurements of the uterus and ovaries, and any
other procedure the physician and his staff recommends.

6. Albany IVF routinely recommends that all mature retrieved oocytes are injected with
sperm in a procedure known as intracytoplasmic sperm injection (ICSI). In this
procedure, one sperm is injected into each oocyte. While this procedure does ensure the
placement of a sperm into the oocyte it does not guarantee fertilization. This procedure
does carry a risk of oocyte damage of about 7%. ICSI does not increase the incidence of
multiple gestations as compared to conventional IVF. Some studies report that the
incidence of a congenital malformation called hypospadias (urethra opening on underside
of penis) is increased in babies conceived through ICSI. This is an area of ongoing
investigation. Because some causes of male infertility are related to genetic problems,
male offspring might have reproductive problems as adults. Despite these concerns, ICSI
is a major advance in the treatment of severe male factor infertility.

7. Couples whose cases involve any of the following will be recommended to have
assisted hatching (AHA):

A female who is >35 years of age

Couples with one prior unsuccessful cycle of IVF

Embryos of poor quality

A female with elevated basal follicle stimulating hormone (FSH) levels
Females with diagnosed diminished ovarian reserve (DOR)

Females who require high doses of gonadotropins

Noticeably thick zona pellucida (protein coat around the egg)

Any thawed oocytes or embryos
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In the AHA procedure, a small hole is mechanically made in the outer protective protein
coating (zona pellucida [ZP]) of the embryo. This assists the embryo's ability to extrude
through the ZP and to subsequently come into contact with the uterine lining. This is an
important step in implantation. There is a small risk of damage to some of the embryos
with this procedure. Information regarding the long-term effects of hatching is not
available because AHA is a relatively new procedure. We agree to pay any additional
fees associated with this procedure. The fee schedule has been reviewed with me/us
previously.

8. The procedure of oocyte retrieval from the ovaries is performed by trans-vaginal
ultrasound-guided needle aspiration. The oocyte retrieval is a minor surgical procedure;
mild to moderate sedation with intravenous anesthetic agents is administered in most
cases. After the oocytes are retrieved the oocytes will be cultured, inseminated, observed
and graded. On the day of embryo transfer (ET) the best embryos will be selected and
transferred back to the womb via a catheter utilizing trans-abdominal ultrasound in most
cases. The ET is associated with minimal or no discomfort in most cases, and only takes
about 30 minutes.
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9. Equipment malfunction or technical error may occur and result in egg or embryo loss.

10. We understand that failure to achieve a pregnancy may occur as a result of technical
difficulties with any of the steps described above. Some of the specific difficulties are:

Sub-optimal follicular development may cause the cycle to be cancelled
The ovaries may not be accessible for egg retrieval

The retrieved eggs may be abnormal

Fertilization may not occur

Fertilization may be abnormal

Embryo development may not occur

Implantation of the embryo in the womb may not occur

Loss or damage of the oocytes, semen/sperm or embryo may occur
Natural disasters may make key personnel unavailable
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11. If pregnancy is established, it may result in miscarriage, stillbirth, or ectopic (usually
tubal) pregnancy. Birth defects are also possible. After fertilization of several oocytes,
there is a significant possibility that the transfer of multiple embryos may lead to multiple
pregnancies such as a twin pregnancy or higher-order pregnancy. Such pregnancies are
at increased risk for many different complications, in particular premature labor and
preterm delivery. Furthermore, the use of ovulation induction drugs and probably IVF
itself appears to increase the risk of identical twinning, which carries with it additional
obstetrical risks. It may be that this risk is further increased with specific interventions
such as day 5 (blastocyst) ET and AHA. There is clear evidence that IVF increases the
risks of:

gestational hypertension;
pre-ecclampsia;

placenta previa; and
caesarean section.
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12. The husband/partner will be asked to provide a semen sample by masturbation on the
day of oocyte recovery. (In some special cases of male factor infertility other
arrangements will be made for sperm procurement). Since there is always a risk that
there will not be any fresh sperm available on the day of retrieval (due to inability to
collect the sample, no sperm in the sample, adverse weather, family issues, etc.), we have
been given the opportunity to freeze a sperm sample prior to the cycle.

Check One:

O We have elected not to freeze a sample and understand the risk of not having
sperm available for the IVVF procedure.

We have or plan to freeze sperm. Additional fees may apply.
O Not applicable; we are utilizing donor sperm.
O Not applicable; sperm aspiration is planned

O



13. Our planned controlled ovarian stimulation/1UI cycle was converted to an IVF cycle
due to a robust ovarian response.

O We have no indication of male factor infertility thus conventional IVF
(insemination of oocytes) will be performed.

O We have an indication of male factor infertility thus Intracytoplasmic
Sperm Injection (ICSI) will be performed on all mature oocytes.

14. CONSENT FOR DONOR SPERM USE WITH IN VITRO FERTILIZATION

Check One:

O We have not been advised by Albany IVF to utilize donor sperm backup,
nor do we intend to utilize donor sperm as a part of our I\VVF cycle.

O We authorize Albany IVF to use frozen sperm from a donor to inseminate
some or all of the oocytes recovered during our IVF cycle. We
acknowledge that although the donor has been screened negative, there is
a risk of infection with the use of donor sperm. We release Albany IVF
from any liability, which may arise from the use of donor sperm in our
IVF cycle.

NOTE: Non-motile sperm may either be non-viable [dead] or viable, but simply non-
motile. There is no way to ascertain whether non-motile sperm are viable or not without
damaging them. Fertilization rates may be severely compromised if non-motile sperm
are used for ICSI. Further, if only a small number of motile sperm (<5) are available for
ICSI, the likelihood of fertilization failure, embryo arrest, and failed embryo transfer is
significantly higher. Therefore, Albany IVF does not recommend ICSI with non-motile
sperm, nor in cases where, after extensive (30 minutes) searching, <5 motile sperm are
found. (Searching for greater periods of time may compromise eggs/embryos because
there ICSI must be performed within a particular timeframe ‘window'). In these cases
Albany IVF recommends ICSI with viable donor sperm.

Further: Embryos derived from separate sperm sources must by law be cultured
separately. l/we understand that embryos created from separate sperm sources cannot
be transferred during the same cycle. 1/we understand that 1/we will incur double charges
for culture and freezing if separate sperm sources are used for culture. We will utilize
donor sperm exclusively if EITHER no motile sperm from husband/partner [listed on this
consent] are found; OR if <5 motile sperm are found within 30 minutes of searching
prior to oocyte stripping.

If any motile sperm from husband/partner are found, then they will be utilized
preferentially for ICSI. Donor backup sperm will be utilized for injection of any
remaining oocytes. If any [motile or non-motile] husband/partner sperm are found, they
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will be utilized preferentially for ICSI. Donor backup sperm will be utilized for injection
of any remaining oocytes.

O We have been advised by Albany IVF to utilize donor sperm backup
because of a severe male factor. We refuse this option. We understand
that this may result in no sperm being available for ICSI and thus cycle
cancellation prior to embryo transfer.

15. We acknowledge that we have had the opportunity to ask questions which have been
answered to our satisfaction.

16. Data from your ART procedure will also be provided to the Centers for Disease
Control and Prevention (CDC). The 1992 Fertility Clinic Success Rate and Certification
Act requires that the CDC collect data on all assisted reproductive technology cycles
performed in the United States annually and report success rates using this data. Any
information that the CDC has that identifies you will not be disclosed to anyone without
your consent.

17. We have read and understand Albany IVF's Statement on Ethics Related to Assisted
Reproduction

Check one of the following (A, B or C):

O A. We do not agree to pre-embryo or embryo cryopreservation:

Choose One:

O We/l wish to limit the number of oocytes (eggs) ICSI'd (or
inseminated) to __ oocytes. We understand that this choice
significantly limits our chances for success and that we may not
even get to embryo transfer.

O While we do not consent to pre-embryo or embryo
cryopreservation, we are comfortable with the passive destruction
of our embryos and wish to have maximum success rates
associated with our fresh IVF cycle. We understand that we will
be required to "passively destroy" any "excess" embryos (those not
chosen for the uterine transfer but that are developing in vitro)
immediately following the uterine embryo transfer procedure.

O B. We agree to pre-embryo cryopreservation, but not embryo
cryopreservation. We understand that this choice significantly limits our
chances for success with the fresh IVF cycle and are choosing this option
because of ethical considerations. The cryopreservation consent portion
of this consent must be completed.



O C. We agree to embryo cryopreservation. The cryopreservation consent
portion of this consent must be completed.

18. We understand that for the oocyte retrieval procedure an intravenous line will be
placed that will deliver sedation analgesia. The medications used for this procedure are
typically Versed and Fentanyl. The drugs may cause decreased respiratory function,
heavy sedation and altered mental status as well as a change in vital signs such as low
blood pressure and pulse. Allergic reactions, although rare, can occur.

19. This consent is acknowledged to be valid for one year from this date. If I/we wish to
make changes to this consent, I/we understand that we will need to notify Albany IVF of
those changes in writing prior to the initiation of a therapy cycle to which those changes
would apply. A new formal consent review appointment will be required to apply those
changes.

Patient Signature: Date:

DOB:

Patient Spouse or Partner Signature (if applicable):

DOB:

Practitioner's Certification: | certify that either I, or my designated physician/provider,
have explained the procedure to the patient named above in a manner to permit the
patient to make a knowledgeable decision of the reasonable risks and benefits involved in
this procedure.

Practitioner Signature:

Physician Co-signature:
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CONSENT FOR PRE-EMBRYO OR EMBRYO CRYOPRESERVATION

I/'we undersigned below represent that I/we have requested that Albany IVF laboratories
cryopreserve and bank my/our embryos for potential future uses. I/we acknowledge that 1/we
have read and fully understand the information provided to me by Albany IVF and have had the
opportunity to ask questions, which have been answered to my satisfaction. 1/we represent that
I/we am/are voluntarily participating in cryopreservation and banking of my/our reproductive
specimens.

I/we understand that freezing and storage of specimens for purposes of fertility use is not an exact
science, and there is no guarantee that my specimens will remain viable (capable of causing
fertilization and/or pregnancy). l/we understand that studies have shown that the quality of
frozen-thawed specimens may be inferior to fresh specimens. If used to attempt pregnancy, I/we
understand that pregnancy may never occur. I/we further understand that there appears to be no
increased chance of abnormal children, birth defects, premature labor and delivery problems in
the pregnancy, labor and delivery, above and beyond that which is the normal risk of any
conception, pregnancy and delivery. Should a pregnancy result from the use of my frozen
specimens, the same types of complications can arise as with a child conceived by sexual
intercourse or inseminations with fresh specimens. It is also possible that the resulting
child/children could be born with abnormalities, possess undesirable traits or hereditary
tendencies, or be possessed of any of the same problems or disabilities of children conceived by
fresh specimens. l/we understand that available evidence suggests that there is no significant
deterioration in the specimens with length of storage, and that pregnancies have been reported
from specimens stored for twelve (12) years.

Every effort will be made to keep my specimens safe. The storage tanks are checked on a daily
basis. However, I/we understand that it may not be possible to prevent catastrophic breakdown of
storage tanks or natural disasters. Cross contamination incidents are thankfully rare and indeed
have not as yet been reported from a cryobank within an infertility clinic/sperm bank. The
majority of sperm storage facilities including Albany IVF do not routinely screen patients prior to
storage. At present there is no direct evidence of cross contamination in a cryobank within a
fertility clinic setting. There is however evidence (in a single case study) of the hepatitis C virus
survival in blood specimens stored in liquid nitrogen. 1/we understand that the risk of
contamination is minimal but that the storage of untested reproductive materials in liquid nitrogen
does present a risk.

I/we understand that I/we am/are responsible for payment of freezing each specimen. Initial
freezing costs include the year of storage from the date of cryopreservation. Just prior to the
anniversary date of cryopreservation I/we understand that we will be billed per the following
schedule: $200.00 for the second year; $300.00 for the third year; $400.00 for the fourth year,
and then $5,000.00 for the fifth year and each year thereafter. Albany IVF has no desire to
maintain specimens in storage for more than 5 years. If you desire longer storage, you should
arrange to have your specimens relocated to a long-term storage facility at your earliest
opportunity. Disposition of all embryos should be decided within 5 years of cryopreservation in
order to avoid excessive storage fees.
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I/we also understand that insurance coverage for cryopreservation and banking may not be
available, and I/we acknowledge and agree that I/we will be personally responsible for expenses
related to these services. Such expenses may include laboratory charges, physician professional
fees, freezing, storage, and relocation fees. Storage fees will continue to accrue on a yearly basis.
I/we also understand that if I/we do not pay any fees described herein, my/our account will be
considered delinquent and sent to collection. l/we understand that my/our account must be in
good standing at the time that relocation or uterine transfer is requested. If your account is
delinquent, we will contact you by certified mail at your last known address. If there is no
response within 90 days, your specimens can and will be destroyed and your account will be
referred to collections.

EMBRYO DISPOSITION: The assumed 'fate’ of cyropreserved embryos is that they will
ultimately be thawed and will undergo intrauterine embryo transfer. We understand that patients
may choose not to undergo intrauterine transfer in the future but would alternatively wish to have
their embryos either relocated to another facility (such as an embryo-adoption agency, or to a
research facility) or destroyed. Regarding these alternatives, we understand that:

1. 1/we will be required to physically come to Albany I\VVF to complete additional consent forms
at the time that relocation or destruction is requested.

2. Embryo-adoption agencies may have different criteria for accepting embryos from potential
embryo donors. This will likely include contemporary infectious disease testing of the donating
couple which would incur (potentially insurance uncovered) additional expense at the time that
donation is contemplated. These criteria may change in time, but it is not likely that any adoption
agency would accept embryos if contemporary infectious disease testing is not possible (such as
with the death of one/both parties). In this case, relocation for research or destruction would be
the only potential options.

3. Relocation for research may or may not be legal in the future. We understand that Albany IVF
cannot control these factors, and that ultimately embryo destruction may be the only alternative if
intrauterine transfer is not desired or possible.

4. If l/we decide to relocate our embryos for research or adoption we/l will be personally
responsible for making these arrangements. We/l agree to not hold Albany IVF responsible in
any way for the fate of our relocated embryos.

5. If I/we decide to destroy our embryos, I/we will be required to be personally and physically
present when our embryos are destroyed ([thawed/disposed of] except in the case of death of both
signatories).

In the event of death of one of the signatories below, the frozen embryos will given to the other
signatory below with the disposition to be determined by the surviving signatory (may be utilized
for reproductive purposes, or for relocation/donation to a facility for research or adoption, or
destruction).

A copy of the deceased's death certificate will be required for Albany IVF to relinquish control of
the embryos to the living signatory.
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In the event of death of both of the signatories below:

1. I/we understand that we cannot bequeath our embryos to a third party such as a friend or
relative (this is not a legal option and cannot be requested in a Last Will and Testament).

2. l/we understand that our embryos will become sole property of Albany IVF and will be used
for research or technical training.

3. Albany IVF will make reasonable attempts to comply with any directives in our Last Will and
Testament regarding alternatives to the above if Albany IVF is contacted by the Executor of our
Estate within 30 days of our death. (Specifically, if we wish our embryos to be relocated for
research or adoption and all necessary paperwork and financial arrangements have been met). If
Albany IVF's legal counsel feels that proper arrangements have not been met then, as stated
above, our embryos will become sole property of Albany IVF and will be used for research or
technical training. We accept that these legal issues may change in time and accept that decisions
made by Albany IVF's legal counsel will not be appealed by our estate.

I/we also understand that Albany IVF and its affiliated companies, agents and employees are not
obligated to participate in the thawing and intrauterine transfer of my/our frozen embryos. l/we
understand that Albany IVF may, at any time, decide to close the facility. In this case, I/we
understand that every effort will be made to contact me/us to determine relocation of my/our
embryos to another facility. 1/we agree to notify Albany IVF of any address change or change in
my/our status that may affect storage of my/our embryos.

We agree to the following:

We understand that both undersigned parties will be required to sign a new consent for (frozen-
thawed) embryo transfer when undergoing any future frozen-thawed ET cycle. As such, in the
event of separation, we understand that Albany I'VF will not transfer embryos into the
undersigned woman's uterus without consent of both undersigned parties. Additionally, we agree
to notify Albany IVF if legal separation occurs, and agree to discuss the status of our
pre-embryos/embryos with our respective divorce attorneys as a part of our formal divorce
proceedings.

In the case of divorce, Albany IVF will require a notarized copy of the final divorce decree
including documentation of the decree's decision about pre-embryo/embryo disposition prior to
performing frozen-thawed ET.

In the event of either death of one of us, or change in our marital status, I/we agree to notify
Albany IVF of this fact promptly.

I/we agree to notify Albany IVF of any change in address that I/we may have so that Albany IVF
may contact me/us regarding any issues concerning my/our cryopreserved embryos.

If Albany IVF is unable to contact us or reach us for whatever reason after a good-faith effort to
do so (telephone, mail, including certified letter), we relinquish our rites to the embryos and give
Albany IVF permission to dispose of them as Albany IVF sees fit. We understand that our
account balance will be referred for collections.
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Patient Signature Partner Signature

DOB: DOB:

Practitioner's Certification: | certify that either | or my designated physician/provider has
explained the procedure to the patient named above in a manner to permit the patient to make a
knowledgeable decision of the reasonable risks and benefits involved in this procedure.

Practitioner Signature

Physician Co-signature
Peter M. Horvath, MD
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