Family Source Consultants, LLC
“Bringing Dreams & Miracles Together”


Surrogate Questionnaire
Please include photos of yourself and your child/ren (if applicable) with this questionnaire. 
Also, please note that your answers do not necessarily qualify/disqualify you from 
joining our program. We encourage you to provide accurate and thorough 
responses so that we can match you appropriately with Intended Parent (s).
Use your TAB key to navigate through this form.
General Information

Date:        
First Name (or Nickname):        
What state do you live in?          
Closest major airport:          
What base compensation do you require and/or expect to receive?  $     
Personal/Physical Information

Age:         

Birth date:        
Height:         

Weight:         
Eye color:   FORMCHECKBOX 
 brown
 FORMCHECKBOX 
green        FORMCHECKBOX 
 hazel         FORMCHECKBOX 
 blue
 FORMCHECKBOX 
 other       
Hair color (natural):              FORMCHECKBOX 
 straight      FORMCHECKBOX 
 wavy      FORMCHECKBOX 
 curly

Race (s):       
Ethnic background (s):       
Religious affiliation:          


Do you drive?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No



Do you own a car?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Do you have auto insurance?   FORMCHECKBOX 
Yes       FORMCHECKBOX 
No

Are you a U.S. Citizen?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No 
If you have ever lived in another country, where?      
When?  From:      
To:      
What languages do you speak/write?        
What are the dates of any and all of your marriages?        
What are the dates of any and all of your divorces?        
Insurance Information

Do you have medical insurance?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
If yes, do you have this policy through your employer or your spouse/partner’s employer?  

     
Name of Health Insurance Company: 
     
Date effective:        
Does your medical insurance include maternity coverage?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
What is your yearly deductible?   $     
What is your coverage percentage?        %

What is your co-pay amount?        $     /per office visit

What is your monthly payment?   $     
What is your maximum out-of-pocket expense per year?   $     
Employment Information

Are you currently employed?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
If yes, what is your current occupation/position?         
How long have you been working for your current employer?        
How many days and hours per week do you work?          days
     
 hours
What days of the week do you work, and what are the hours?        
What is your income? (Please list hourly or salary wage):   $     
Educational Information

Where did you graduate from high school? (Name of school and location):       
Date of graduation:        



Did you attend college/university?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, where?      




Name(s) and location(s) of college(s)/university (ies):

School name:      


  What were the years you attended?        to       

Date of Graduation:       
School name:      


  What were the years you attended?        to       

Date of Graduation:       
School name:      


  What were the years you attended?        to       

Date of Graduation:       
If yes, what was (were) your college degree(s) and major(s)?      
Please list any degrees you are currently pursuing, as well as the name of the college/university:      
Other licenses/certificates/areas of training, etc.:      
Spouse/Partner Information

Current marital/relationship status:   FORMDROPDOWN 
 
If married, what is the date of your marriage?        


If unmarried, but in a relationship, how long have you been with your partner?        
Does spouse/partner drive?     FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Does spouse/partner own a car?     FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Does spouse/partner have auto insurance?      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Spouse or partner’s current occupation/position:        
How long has spouse/partner been working for this employer?       
How many days and hours per week does spouse/partner work?         days       hours
What day of the week does spouse/partner work, and what are the hours?       
What is spouse/partner’s income? (Please list hourly or salary wage):    $     
Has spouse/partner ever been to see a psychiatrist, psychologist, or any other mental health professional?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list dates and explain:       
Has spouse/partner ever been prescribed psychiatric medication(s)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list dates and explain:      
Has spouse/partner ever been hospitalized due to a psychiatric issue?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list dates and explain:       
Reproductive Information

Have you ever been a Surrogate?         FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Have you ever been an Egg Donor?     FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
(If “yes” to either of the above, please answer more detailed questions about your experience(s) 
on p.12 of this questionnaire.)

How many times have you been pregnant?        
How many children (natural) do you have?       
Please list their sexes, birth dates, and months it took you to conceive below:
	
	Sex
	Birth Date
	Months to Conceive

	Child #1
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F
	     
	     

	Child #2
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F
	     
	     

	Child #3
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F
	     
	     

	Child #4
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F
	     
	     


Do you have physical custody of all of your children?      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If not, please explain: 
Do any of your children have physical health problems?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please explain: 
Do any of your children have psychological or behavioral problems?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please explain: 
Have you ever placed a child for adoption?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list date(s) and explain:      
Do you have any deceased children?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list date(s) and explain:       
Do you have any adopted or foster children?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list date(s) and explain:      
Are you currently breastfeeding?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when do you think you will stop?      
Have you ever gone through fertility treatment to become pregnant?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please list date(s) and explain:      
Have you ever delivered a premature baby?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when? (Please list all pertinent dates) 
How many weeks gestation was/were the baby (ies)?      
Have you ever had a miscarriage?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when? (Please list all pertinent dates) 
How far along were you in the pregnancy?      
Have you ever had a stillborn baby?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when? (Please list all pertinent dates) 
How far along were you in the pregnancy?      
Have you ever had an abortion?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when? (Please list all pertinent dates) 
Have you ever had any pregnancy and/or delivery complications (i.e. pre-term labor, high blood pressure, gestational diabetes, placenta previa, etc.)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please explain:      
Have you ever had a c-section?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, when? (Please list all pertinent dates) 
If yes, what was the reason for your c-section(s)?        
When did your last period begin and end?        to      
Do you have regular menstrual cycles?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
How long does your monthly cycle typically last?         days
What method of birth control are you using at this time? 

	 FORMCHECKBOX 
 Birth control pills
	 FORMCHECKBOX 
 Depo Provera
	 FORMCHECKBOX 
 Norplant
	 FORMCHECKBOX 
 Vasectomy

	 FORMCHECKBOX 
 Condoms
	 FORMCHECKBOX 
 Diaphragm
	 FORMCHECKBOX 
 Patch

	 FORMCHECKBOX 
 Other      

	 FORMCHECKBOX 
 Contraceptive gel
	 FORMCHECKBOX 
 IUD

	 FORMCHECKBOX 
 Tubal ligation
	 FORMCHECKBOX 
 not sexually active


How long have you been on this form of birth control?      
Did your mother take diethylstilbestrol (DES) or any other prescription drugs while she was 

pregnant with you?     FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please explain:         
Personal Health and Medical Information

When did you last see your general practitioner/family doctor?         
When did you last see your OB/GYN?        
When was your last pap smear?         
What were the results of your last pap smear?        
If you have ever had an abnormal pap smear result, please explain: (include date(s) and course of treatment):       
What is your blood type?        
Do you have any allergies?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:      
Do you currently take any prescription or over-the-counter medications?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list all medications and the reason for taking them:       
Have you ever been tested for HIV/AIDS?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list all dates and results:      
Have you ever suffered from severe depression?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list dates and explain:       
Have you ever been to see a psychiatrist, psychologist, or any other mental health 

professional?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list dates and explain:       
Have you ever been prescribed psychiatric medication(s)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list dates and explain:       
Have you ever been hospitalized due to a psychiatric issue?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please list dates and explain:       
Please describe your diet in detail (i.e. specify if you are a vegetarian/vegan, what types of food you eat on a regular basis, etc.)       
Do you exercise?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, how often, and what type of exercise specifically?       
Have you ever had an eating disorder?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:      
Have you ever been hospitalized or had a major illness?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:       
Have you ever had surgery (minor or major)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:       
Do you have any chronic medical conditions/problems?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:      
Do you have any siblings who died in infancy or in early childhood?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:      
Do you smoke cigarettes?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, how often?      
Have you smoked any form of tobacco within the past three years (please list even if it has only been once or a few times):    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:       
Does anybody in your home smoke cigarettes or any other tobacco products?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Do you drink alcohol?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, how often?      (daily)      (weekly)      (socially)

Have you ever used illegal drugs?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please explain:      
Please check either “Yes” or “No” below accordingly:

Have either you or your spouse/partner ever been diagnosed with any of the following STD‘s:

Gonorrhea

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Hepatitis B

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Hepatitis C

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Herpes


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
HIV


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Genital warts/sores
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



Syphilis                          
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Other conditions/illnesses: 

	Anemia


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Asthma


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Back or neck problems
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Beta strep


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Cancer



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Diabetes


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Head injury


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Heart problems

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Hemorrhoids


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
High blood pressure

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Irregular heartbeat

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Kidney disease/infection
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Kidney stones


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Liver disease/infection
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Migraine 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Ovarian cysts


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
PID



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Seizures


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Thyroid problem

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Tuberculosis


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Uterine fibroid

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Vaginal discharge

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Varicose veins


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


OTHER:       
If you answered “yes” to any of the above, please explain in detail:      
Legal Information

Do either you or your spouse/partner have any legal claims/cases pending at this time?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain:      
Please check either “yes” or “no” below accordingly:

Have you or your spouse/partner ever:

	Been arrested or had conflicts with the law  (include DUI arrests)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Been convicted of a felony
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Been accused and/or convicted of child abuse or spousal abuse
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Lost custody of a child
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Been late with child support payments
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Been turned down by an adoption agency
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Been in a substance abuse program
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Declared bankruptcy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If you answered “yes” to any of the above, please explain:      
Information about Becoming a Gestational Surrogate
Have you ever been a Surrogate or an Egg Donor?         FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No




If yes, please specify (Surrogate, Egg Donor or both):   
If yes, please list all pertinent dates:   
What was the outcome?        
Please describe your feelings surrounding your surrogacy and/or egg donation experience(s):


Have you discussed your plans to become a Surrogate with family members?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, what was the reaction/response?  
Have you discussed your plans to become a Surrogate with your spouse or partner (if applicable)?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, what was the reaction/response?       
Who will support you emotionally throughout and after your Surrogacy experience? 


When do you plan to tell your child (ren) that you are a Surrogate?        
Do you have any concerns about sharing this information with your children?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain:       
Is there anybody in your life who is NOT supportive of your desire to become a Surrogate?  

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain:  
Please describe the “ideal” couple/individual for whom you would like to be a Surrogate:


Are there any circumstances which would cause you to NOT want to work with a couple or individual?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain: 
Why do you want to be a Gestational Surrogate? (Please explain in as much detail as possible.)

     
Please tell us about yourself!  Describe your personality, character, interests and hobbies:      
We recognize Surrogates typically care deeply for the baby (ies) they are carrying and feel a strong sense of responsibility to ensure the baby (ies) is/are brought safely into this world. However, it is most important that they do not form a “maternal” attachment that will cause them to experience emotional issues or regrets.

How do you think you will feel, on an emotional level, carrying and delivering a baby that will not be your own?  How can we [and your Intended Parent(s)] be certain that you are not going to form a “maternal” attachment to the baby or babies you are carrying as a Surrogate?


How much contact would you like with your Intended Parents throughout the pregnancy? (Please be specific in describing what you have in mind, as we want to make sure you are matched accordingly.)


How much contact would you like with the child (ren) and parents after the pregnancy/delivery? (Please be specific in describing what you have in mind, as we want to make sure you are matched accordingly.)


Oftentimes, the Intended Parents are interested in attending OB appointments (if possible location-wise) with their Surrogate once she’s pregnant.  How will you feel about the Intended Parents joining you at these doctor appointments, and potentially being present in the doctor’s office during ultrasounds and such?  


Would you be comfortable with your Intended Parent/s taking pictures throughout this process?  

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Please explain:       
Would you be comfortable with the Intended Parents being in the delivery room when their baby (or babies) is/are born?     FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
Please explain:       
If yes, would you mind if they took pictures during the delivery?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Please expand, if you wish, on anything specific you envision during the birth experience: 


Please write a short note to your future Intended Parents:


Please write a short note to the child (or children) that you may deliver as a Gestational Surrogate:


Oftentimes, the reproductive endocrinologist will transfer 2-4 embryos in order to increase the likelihood that a pregnancy will occur.  Because of this, it is possible that you could become pregnant with multiples (two or more babies).

How would you feel about carrying twins?  
How would you feel about carrying triplets?  
If it is confirmed that you are carrying triplets or more, and the Intended Parent(s) choose to reduce (in order to increase the chances of a healthier pregnancy) would you be willing to do so? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Please explain: 
What if it is confirmed that the baby has a very serious medical condition and the Intended Parents choose the option of early termination?  Would you be willing to accommodate their 
wishes? (Keep in mind, this determination would likely be made sometime around 12-16+ weeks)      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Please explain:      
If it is determined that the baby you are carrying has downs syndrome, and based on this information your Intended Parents choose to terminate the pregnancy, would you be willing to accommodate their wishes?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    
Please explain:       
If requested by the Intended Parents (and/or recommended by the OB) would you be willing to have an amniocentesis?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    
Please explain:      
 Please email, mail or fax your completed questionnaire to our office for review. 
FSC will be in contact with you soon after receiving your information.

Thank you.

Family Source Consultants, LLC
123 E. Ogden Ave. Suite 201A

Hinsdale, Il 60521
Fax: 815-744-1681

zara@familysourcesurrogacy.com
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