KINDERWUNSCHZENTRUM
GOLDENES KREUZ

Please fill out completely!

Academic title = s
Firstname s
Lastname = e s
Date of birth s,
Social Security NUMDEN s s,
Insurance institution s ———
Marital status [ ] married to each other or [ ] in cohabitation

Gitizenship e ———————
Place of Dirth i e —————
Maiden NAME  c———— —————
Address —————— s ————————

Postcode and City s e ————

Please give us a telephone number, where we can reach you best:

Telephone number
AURINB ThE QY i e———————————

Telephone number in
The BVENINE v ere——————————

E-MAil @ArESS e — r—————
Medical specialist
(gynaecologist/urologist)
(Name and Zip code)

Medical Practitioner e e ——————
(Name and Zip code)

Profession

Please fill out the backside as well! >>>



KINDERWUNSCHZENTRUM
GOLDENES KREUZ

Medial presence
Our wish is to improve the legal and financial situation of infertility treatment in Austria.

Therefore, we are making the effort to perceive the interests of the people affected and this
works very well if couples express their opinion on this subject especially through the media.

[ ] I am willing to give an interview on TV and speak openly about my desire for children and the
treatment in public.

[ ] I am willing to give an anonymous interview (for example on the radio) and speak openly about
my desire for children and the treatment in public.

[ ] Thatis out of the question!

How did you find out about us, who recommended our institute?
[ ] gynaecologist

[] urologist

[ ] medical practitioner

[ ] friends/family

[ ] media

[] internet

[ ] forum / self-help group

Through my signature | take note of and agree to the following: (otherwise cross it out)

My data will be recorded electronically

Data that is important for the treatment can be sent by e-mail

| will receive invitations to patient events via e-mail

My medical specialist and practitioner will be informed about my treatment
My partner and | will receive information about the treatment by phone

Date:

Signature (both partners):




