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SEX SELECTION APPLICATION 
	Please only use a black or blue pen and print letters when completing this form.

	For office use only:

	Date received:
	
	Case code:
	

	

	Section 1: Assisted reproductive treatment provider	

	☐	Adora Fertility
	☐	Ballarat IVF
	☐	City Babies
	☐	City Fertility Centre
	☐	Genea Melbourne

	☐	Melbourne IVF
	☐	Monash IVF
	☐	Newlife IVF
	☐	Number 1 Fertility
	☐	Royal Women’s Hospital

	Other:
	

	

	Section 2: Applicant/s

	Applicant 1:

	Title:
	
	Date of birth:
	___/___/______
	Phone number:
	

	First name:
	

	Last name:
	

	Email:
	

	Address:
	

	Suburb
	
	State:
	
	Postcode:
	

	

	The information provided in this application is true and correct

	Name:
	
	Signature:
	
	Date:
	___/___/______

	

	Applicant 2 (if applicable):

	Title:
	
	Date of birth:
	___/___/______
	Phone number:
	

	First name:
	

	Last name:
	

	Email:
	

	Address:
	

	Suburb
	
	State:
	
	Postcode:
	

	

	The information provided in this application is true and correct

	Name:
	
	Signature:
	
	Date:
	___/___/______

	Section 3: Reason for sex selection

	Which sex are you seeking to select for?

	
	☐
Male
	☐
Female
	

	

	Are you seeking sex selection to reduce the risk of transmission of a genetic or medical condition?

	
	☐
Yes
	☐
No
	

	If YES, please complete section 4 of the application form.
If NO, please complete section 5 of the application form.

	

	Section 4: Sex selection to reduce the risk of a genetic or medical condition

	What is the genetic or medical condition that you are seeking to reduce the risk of transmission of?

	

	

	

	

	

	

	Does anyone else in your immediate family have this condition?

	
	☐
Yes
	☐
No
	

	Details:
	

	
	

	
	

	
	

	
	

	

	What is the impact of this condition on the affected person/people?

	

	

	

	

	

	

	

	

	What is the impact of this condition other (non-affected) members of your family (including yourselves)?

	

	

	

	

	

	

	What personal or professional supports do you have/receive for this condition?

	

	

	

	

	

	

	As sex selection can only reduce the risk of transmission (not eliminate it), what would you do and how would your family cope if you were to have another child affected by this condition?

	

	

	

	
	
	
	

	
	
	
	

	

	Section 5: Sex selection for non-medical reasons or reasons other than to reduce the risk of a genetic or medical condition

	Why are you seeking sex selection?

	

	

	

	

	

	

	

	Section 6: Existing children

	Do you have any existing children from your current or a previous relationship?
	☐	Yes
	☐	No

	Details:
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	

	
Section 7: Attachments

	Recommended documents

		☐   	Letter from a genetic counsellor and or clinical geneticist advising of:
· the nature of the identified genetic condition or abnormality;
· the impact and severity of the condition on each gender;
· the anticipated risk of transmission given the applicants’ family history; 
· the anticipated reduction of risk of transmission if sex selection were to be approved;
· the availability, effectiveness and reliability of any testing;
· the reason(s) why sex selection is considered appropriate; and
· any available alternatives to sex selection. 
	☐   	Information about family genetic history (where relevant)	
	☐   	Evidence of relevant diagnosis
	☐   	Any genetic screening reports for applicants or existing children
· For applications relating to autism spectrum disorder (ASD) this should include Fragile X and microarray test results for any existing affected children.
	

	Completed application forms and attachments may be scanned and emailed to prp@health.vic.gov.au

If you do not have access to a scanner or are having difficulty emailing your application form/documents then please contact Panel staff on the above email address.


	





























	Privacy Statement:

	The Patient Review Panel collects personal and health information relating to you as part of its role in considering applications for treatment in accordance with the Assisted Reproductive Treatment Act 2008. Where relevant, this information is handled in compliance with the Privacy and Data Protection Act 2014 and the Health Records Act 2001.

The collection of this information is necessary for the Panel to perform its functions. The Panel’s ability to handle and determine your application may be hindered if you do not disclose/provide all relevant information. 

All information provided will only be used for the purposes intended. All information will be treated as confidential unless otherwise required by law. 

In some circumstances the Panel may discuss your application with your ART provider or disclose information about you to a third party for the purposes of obtaining an opinion/assessment/information about your application. Where it is intended to disclose information to a third party your consent will be sought. 

Outcomes of applications will be recorded and reported on in a de-identified statistical form and a copy of the certified decision provided to your ART provider. If a decision of the Panel may be reasonably expected to have a significant impact on the way in which treatment is carried out in Victoria the Panel must provide the Victorian Assisted Reproductive Treatment Authority with a de-identified copy of the decision (you will be advised where this occurs).    

The information the Panel holds about you can be accessed by you upon request to the Associate.
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