
Ottawa Fertility Centre’s Online IVF Consent Video Assessment of Understanding 

Name: ____________________       Date of Birth: __________________ 

Please complete this short quiz and sign at the bottom of this form after watching the IVF consent 
video. Please contact your OFC physician’s office should you have any questions after watching the 
video. A follow-up appointment with your physician can be arranged.  

1. Intracytoplasmic sperm injection (ICSI) is when a single sperm is injected into an egg.  In which
of the following cases is it NOT used?

Low sperm count 
Decreased motility (only a few sperm are swimming) 
Surgically-retrieved sperm (small amounts of sperm are taken out of the testicle by a 

surgical procedure if there are no sperm in the ejaculate) 
Donor sperm (normal sperm is used from a sperm donor) 

2. You may drive home after your egg retrieval – true or false
True 
False 

3. Your IVF cycle may not be completed as planned, if:
Poor stimulation (You grow few or no egg follicles) 
Overstimulation (You grow too many egg follicles putting you at high risk for ovarian 

hyperstimulation syndrome) 
No eggs are found at the egg retrieval  
No eggs are fertilized (after sperm and eggs are united they do not make an embryo) 
All of the above 

4. Twin pregnancies are higher risk than singleton pregnancies.  Which of the following risks is NOT
HIGHER in twin pregnancies:

Delivering post-dates (past your due date) 
Cesarean section delivery 
Postpartum bleeding (bleeding abnormally heavy after the delivery of a baby) 
Diabetes 
High blood pressure 

5. Your chance of miscarriage increases as you get older – true or false
True 
False 

I, _____________________________ acknowledge that I have reviewed the IVF Consent video and that I 
understand the basic principles of IVF. I also understand that I will receive an in-person IVF Consent 
appointment with my physician which will review IVF in more detail. I confirm that I am aware of the 
next steps which I will be taking in order to obtain treatment and if I have questions or want to change 
treatment plans in any way that I will contact my OFC physician’s office.  

______ ________ 

Signature         Date 
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