
                                                                                   
IVF Cycle 

 
Phase 1 – Cycle Management $500.00  
This phase will include IVF Cycle Management Fee  
 
Phase 2 - Retrieval $2,950.00  
This phase will include Egg Retrieval and Ultrasound guidance for Egg Retrieval  

 
Phase 3 - Lab Services - Retrieval $3,250.00  
This phase will include Identification of Oocytes from Follicular fluid, Sperm preparation, Insemination of Oocytes*, Culture of Oocytes/Embryos, and 
Extended Culture of Embryo (Blast)  
*If ICSI is recommended a one-time charge of $1500 will be added 
 
Anesthesia for Retrieval $500.00  
 
Phase 4 - Cryopreservation, Embryo $1,800.00  
This phase will include cryopreservation of Embryos and 1-year storage of Embryo(s)  
 

Total Cost of IVF Cycle without ICSI $9,000.00 
 

Total Cost of IVF Cycle with ICSI $10,500.00 

 
Total payment is due in full one week before your scheduled egg retrieval. Refunds for IVF cycle are 
based on the phases that have not been started. Once you have entered a phase it is consider 
complete.  
  
Genetic Testing (Optional) 
• PGT 1-5 Embryos - $2,000.00  
• PGT 6+ Embryos  - $2,500.00 
This includes lab fee for biopsy and fixation of embryos.  

 
Other Individualized Costs:  

• Medications  
• Laboratory fees for bloodwork  
• Ultrasound imaging  
 Ultrasounds performed at KOMD- $300 each 

• Igenomix or Natera lab fee for PGT per embryo 
 Due to the variability of the charges per patient please discuss with IVF nurse directly.  
 
 

I acknowledge that the global package has been explained to me. That I have read the above pricing. 
That I understand that not all services required for treatment are covered in the global package and that I 
will be responsible for payment in full at time of service. There will be a 3% charge for all credit card 
transactions.  
__________________________ _____________________________ __________  
PATIENT Name (Printed)   Patient Signature    Date  
__________________________ _____________________________ __________  
PARTNER Name (Printed)  Partner Signature   Date  
 
 
___ _____________________________ __________  
Katie Ostrom, MD    Date 


