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	Egg Donor Medical & Genetic History Questionnaire



Instructions:

This screening form is very important to obtain information about you and your family.  It will help us evaluate you for our donor egg program.  The following are guidelines to help you fill out this questionnaire.

1. Please fill in all blanks completely.  Type “NA” in blanks that are not applicable.

2. Please be specific.  Avoid expressions such as “natural” or “old age” for causes of death.  List any health problems as specifically as possible.  Give ages to your best approximation.

3. Please provide information on all relatives requested.  You do not need to list names.

4. Please keep the document’s formatting in place by selecting “View” and then “Print Layout” prior to filling out the form. You will need to use a computer with Microsoft Office Word. 

5. Please return the completed questionnaire as an e-mail attachment to DonorEggCoordinator@FertilityDr.com.

If you have any questions, please contact the Donor Egg Coordinator at RCC at DonorEggCoordinator@FertilityDr.com or call 801-878-8888.  Thank you for you assistance and generosity.

Reproductive Care Center

10150 S. Petunia Way, Sandy, Utah  84092

Telephone: 801-878-8888

FAX: 801-878-8890

www.FertilityDr.com          info@FertilityDr.com
Egg Donor – Demographic Information

Last Name:      
First Name:      
Middle Name or Initial:      
Social Security #:      
Date of birth:      
Place of birth:      
Home Address:      
City:      
State:      
Zip:      
Mailing Address:      
City:      
State:      
Zip:      
Contact Information: Preferred contact method:
  FORMDROPDOWN 

Home phone: (000) 000-0000
Work phone: (000) 000-0000
Cell phone: (000) 000-0000
Other Phone: (000) 000-0000
E-mail address #1:      
E-mail address #2:      
Emergency Contact Name:      
Emergency Contact phone: (000) 000-0000
Preferred pharmacy (name):      
Preferred pharmacy (phone number): (000) 000-0000
Marital status:  FORMDROPDOWN 

Spouse/partner name: (000) 000-0000 FORMTEXT 

     


Spouse/partner contact phone: 
Is you spouse/partner supportive of your decision to be an egg donor?  FORMDROPDOWN 

Do you have health insurance currently?  FORMDROPDOWN 

Have you applied or been screened to be an egg donor before?  FORMDROPDOWN 

Were you accepted as an egg donor?
 FORMDROPDOWN 

Are you currently listed as an egg donor in another program?
 FORMDROPDOWN 

If yes, how many times did you cycle?   
List name and location of egg donor program(s):      
Motivation for participation in egg donation (Check all that apply)
 FORMCHECKBOX 
 Family/friend infertility experience
 FORMCHECKBOX 
 To contribute to society

 FORMCHECKBOX 
 Financial Reward
 FORMCHECKBOX 
 To help others

 FORMCHECKBOX 
 Financial need
 FORMCHECKBOX 
 Other:      
Important Donor Considerations
	Would you continue participation without reimbursement for the time and expenses associated with the donation of your eggs?
	 FORMDROPDOWN 


	Would you be willing to travel (travel expenses would be paid) to affiliated infertility centers in other cities to have the egg retrieval performed?
	 FORMDROPDOWN 


	Would you continue to participate without anonymity?
	 FORMDROPDOWN 


	Would you like to meet the recipient couple if possible?
	 FORMDROPDOWN 


	Due to the anonymity of the process, egg donors are not informed of the number of eggs retrieved, the number of embryos formed nor whether pregnancy occurs from any egg donation treatment cycle.  However, if a child is born with a major malformation or genetic abnormality, do you want to be informed if we believe that your current or future children may be at increased risk for having the genetic abnormality and may need testing (or you may need increased prenatal testing during pregnancy)?
	 FORMDROPDOWN 


	In the future if you or someone in your family develops a significant medical problem that may be inherited (strong genetic component), would you be willing to inform RCC of this new medical information?
	 FORMDROPDOWN 



The following questions are only asking whether you are willing to evaluate the possibility of meeting a child or recipient. At that point in time you may choose to meet the child or not to meet the child.
	Would you be willing to be contacted by the RCC at a point in time when a child born from your donations reaches 18 years of age, in order to consider meeting the child or children?
	 FORMDROPDOWN 


	Would you be willing to be contacted by the RCC in order to consider meeting with a recipient of your donations?
	 FORMDROPDOWN 



I certify that, to the best of my knowledge and belief, the following information provided in this application is complete and correct. If I am accepted as an egg donor I agree to report to the clinic any significant changes in my health status (especially in regards to sexually transmitted disease) and any new medical problems that develop in my family.
Donor applicant signature
Date

General Summary Information

	Race:
	 FORMDROPDOWN 

	Skin tone:
	 FORMDROPDOWN 


	Height:
	      ft.
   in.
	Weight:
	      lbs.

	Eye color:
	 FORMDROPDOWN 

	Hair color:
	 FORMDROPDOWN 


	ABO blood type:
	 FORMDROPDOWN 

	Rh factor:
	 FORMDROPDOWN 


	Occupation:
	     
	Highest educational degree:
	 FORMDROPDOWN 


	Ethnic origins (country[s]) of mother’s family:
	     
	Ethnic origins [countries] of father’s family:
	     

	Interests:
	     


Natural Menstrual History (when not on birth control pills)
Age at first menstrual period:   
Date of last menstrual period:
     
# days from the beginning of one period to the beginning of the next: 
average:      
shortest:      
longest:      
If your cycles are irregular, how many cycles do you usually have in a year?      
Average duration of your menstrual flow (days)?      
Severity of menstrual cramps:  FORMDROPDOWN 

Amount of menstrual flow:  FORMDROPDOWN 

Medication taken for cramps: drug:      
amount:      
frequency:      
Does the cramping or bleeding prevent you from: 
going to work 
 FORMDROPDOWN 

participating in fun activities 
 FORMDROPDOWN 

Have you ever had an abnormal pap smear? 
 FORMDROPDOWN 

If yes, please explain and describe any therapy:
     
When was your last Pap smear?
     
Result
     
Contraceptive History (past and present)
	Type
	Yes
	No
	Dates
	
	Type
	Yes
	No
	Dates

	Abstinence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	NuvaRing®
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cervical cap
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Oral contraceptives/pill
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Condoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Ortho Evra® Patch
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Depo-Provera® injection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Rhythm/withdrawal
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Diaphragm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Spermicide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Foam/jelly
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Type
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Implanon® implant
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Tubal ligation (tubes tied)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Intrauterine device (IUD)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Vasectomy (husband)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Lunelle® injection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Withdrawal
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Norplant® implants
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Other methods
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


Pregnancy History
Total # of pregnancies:  FORMDROPDOWN 

	Pregnancy (include all pregnancies)
	When?
(Year)
	How long to conceive?
	Is current partner the father?
	Health of Child
	Complications
	Outcome

	First
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Second
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Third
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Fourth
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Fifth
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Sixth
	    
	   mo.
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 



Comments: 
Medical History

List all medication you take now (prescription, non-prescription, vitamins, aspirin, Motrin, herbal and sports supplements, antacids, laxatives, Accutane, creams, and over the counter preparations):

	Drug
	Indication
	Dose
	Start Date

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


List all medication you have taken in the past 12 months:

	Drug
	Indication
	Dose
	Date(s)

	     
	     
	     
	      to      

	     
	     
	     
	      to      

	     
	     
	     
	      to      

	     
	     
	     
	      to      


Do you have any allergies (medicines, food, pollens, other allergens)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Substance
Date

If yes, please list substance, reaction caused and date (year):
     
     

     
     

     
     
List any childhood allergies that you have outgrown:
     

List all illnesses for which you are currently or have been under the care of a physician:

	Illness
	Date

	     
	      to      

	     
	      to      

	     
	      to      


List all surgery you have had (cervix, uterus, ovarian cysts, tubes, endometriosis, appendix, etc.):

	Surgery
	Date

	     
	     

	     
	     

	     
	     

	     
	     


List all hospitalizations other than surgery:
	Hospitalization
	Date

	     
	     

	     
	     

	     
	     

	     
	     


Have you ever had any broken bones? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please describe:
     
How many days in the past 12 months could you not work because of illness (colds, flu, accidents, surgery, etc)?      
Social History

Have you ever been convicted of a crime? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, for what reason:      
Did you spend any time in jail/prison? ? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Length of time:      
Infectious History

Do you have, have you had or have you ever been treated for:

	Acute flaccid paralysis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Hepatitis B
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	AIDS
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Hepatitis C
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Adult T cell leukemia
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	HIV
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Chickenpox (varicella)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	HTLV
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Cytomegalovirus (CMV)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Malaria or antimalarial drugs
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Chlamydia
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Mononucleosis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Dysentery (amoebic, salmonella, shigella, etc)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Opportunistic infections
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Elevated AST, bilirubin or prothrombin time
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Pelvic infection (PID)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Encephalitis, meningitis or meningoencephalitis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	SARS
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fever above 100.5(F (in the past 3 months)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Syphilis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fever, prolonged
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Trichomoniasis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Genital warts or human papilloma virus (HPV)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Tuberculosis (TB)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Gonorrhea
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Urethritis or urethral discharge
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	German measles (rubella)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Vaginitis, recurrent
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hepatitis - other
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	West Nile virus
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hepatitis A
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	

	Herpes simplex virus, genital
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Herpes simplex virus, oral 
(cold sores or fever blisters)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Prior reactive or repeatedly reactive screening assay for HIV-1, HIV-2, Hepatitis C, Hepatitis B or HTLV-1/2 antibody?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Sepsis (including bacteremia (positive blood cultures), septicemia, sepsis syndrome, systemic infection or septic shock)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes above, please describe:      
Immunization History

	Vaccines - common
	
	Date(s) if known
	Vaccines – less common
	
	Date(s) if known

	Chickenpox (varicella)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Anthrax (military)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	DTP–Diphtheria, tetanus, pertussis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	BCG (tuberculosis) - Asia
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	    Tetanus (lock jaw)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	Haemophilus influenza, type b
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	

	    Pertussis (whooping cough)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	Hepatitis A (usually 2)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	

	Influenza (yearly)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Hepatitis B (usually 3)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	MMR (measles, mumps, rubella)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Human papilloma virus - HPV
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	    Measles
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Meningococcal (college)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	    Mumps
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Pneumococcal
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	    Rubella (German Measles)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Rotavirus (children)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	Polio
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     
	Smallpox (military)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	
	
	
	Yellow fever (travel)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	
	
	
	Zoster (older adult)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     


For any of the vaccinations received above, if the vaccination date is unknown, were any within the past 12 months?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please note which vaccine and estimate the vaccination date:      
Sexual History

Sexual preference:
 FORMCHECKBOX 
 heterosexual
 FORMCHECKBOX 
 homosexual
 FORMCHECKBOX 
 bisexual
 FORMCHECKBOX 
 neither 

Number of sexual partners:
current      
last 6 months      
last 12 months      
lifetime total      
Have you ever had sex (vaginal, anal or oral) with:
	A person having non-medical intravenous, intramuscular, or subcutaneous injection of drugs not prescribed by a physician for medical purposes?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person having engaged in sex in exchange for money or drugs?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person diagnosed with or suspected of having HIV or viral hepatitis infection?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person diagnosed with or suspected of having gonorrhea, Chlamydia or trichomoniasis?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who received the smallpox vaccine in the preceding 12 months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who has a blood clotting disorder (i.e. hemophilia or a related disorder)?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who has had a tattoo, electrolysis, acupuncture or their ear(s) or body pierced in the preceding 12 months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A man who has had sex with another man in the past 5 years? 

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Anyone who was born in or lived in any African Country, such as Cameroon, Central Africa, Chad, Congo, Equatorial Guinea, Gabon, Niger, or Nigeria since 1977?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who has had a blood transfusion in the preceding 12 months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who has been in jail for more than 72 hours?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	A person who has had sex with another person described in any of the above in the preceding 12 months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Have you ever engaged in sex in exchange for money or drugs in the preceding 5 years?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Have you ever had close contact* with a person having chronic viral hepatitis in the preceding 12 months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


*”Close contact” is defined as sexual contact or contact resulting in exchange of body fluids and includes living in the same household, where sharing of kitchen and toilet facilities occurs regularly
Toxicant Exposure
Alcohol use:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes:
 FORMCHECKBOX 
 daily
 FORMCHECKBOX 
 occasionally
 FORMCHECKBOX 
 rarely
 FORMCHECKBOX 
 never
approximate oz./week:      


Tobacco use:  Do you or did you smoke:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, packs/day:      
# of years      
If you quit, when did you last smoke? 
Have you ever used non-medical intravenous, intramuscular, or subcutaneous injection of drugs? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever used?
	Amphetamines
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Inhalants
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Steroids
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Barbiturates
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Marijuana
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Tranquilizers
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Cocaine
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Narcotics/Opiates
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recreational drugs
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hallucinogens
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	PCP
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	


If yes to any of the above, frequency, year(s) and how it was used:
     
Have you ever used intra-nasal cocaine drugs? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been exposed to excessive pesticides, chemicals, drugs, gases or radiation?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Agent orange
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Flea powder/sprays
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Radiation
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Asbestos products
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Fumes/Exhaust
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Toxic Chemicals
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Cleaning solutions
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Lead/lead products
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Sprays
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Cleaning solvents
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Pesticides
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Toxic substances
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes to any of the above, frequency, amounts, year(s) and how you were exposed:
     
Have you ever been in jail for more than 72 hours?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever had a tattoo, electrolysis, acupuncture or your ear(s) or body pierced?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, describe and give most recent dates:
     
Were shared instruments used? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you been tested for HIV (AIDS)? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, date and results:
     
Reason for testing:
     
Have you been vaccinated for smallpox (vaccinia)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, did you develop eczema vaccinatum (complication for a person who has eczema), progressive necrosis (dying skin tissue) in the area of the vaccination, encephalitis (brain infection), or vaccinial keratitis (infection of the cornea of the eye)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you acquired a clinically recognizable smallpox (vaccinia) virus infection (scab, small blisters or skin lesions) by close contact with someone who received the smallpox vaccine in the preceding three months?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you a vaccinated for any reason in the past 12 months?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please describe:
     
Have you had a blood transfusion?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you received any transfusion of blood or blood components in the United Kingdom (UK) between 1980 and the present?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you been diagnosed with hemophilia or a related clotting disorder and received human derived clotting factor 
concentrates (non-viral inactivated Factor VIII or Factor IX concentrate)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you spent three months or more cumulatively in the UK from the beginning of 1980 through the end of 1996?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Are you a current or former U.S. military member, civilian military employee, or dependent of a military member or civilian employee who resided at U.S. military bases in Northern Europe for 6 months or more from 1980 through 1990 or elsewhere in Europe for 6 months or more from 1980 through 1996?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you lived cumulatively for 5 years or more in Europe between 1980 and the present?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever received pituitary-derived human growth hormone?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you ever received transplants of human dura matter? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been in contact with someone who has Creutzfeldt-Jakob (Mad Cow) disease? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you been exposed to known or suspected HIV, Hepatitis B, or Hepatitis C infected blood through percutaneous 
inoculation or through contact with an open wound, non-intact skin or mucous membrane within the preceding 12 months? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you within the previous 14 days had close contact with persons with SARS or suspected SARS or traveled to or 
resided in areas affected by SARS?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If you answered yes to the previous question, complete the following:

Have had a moderate respiratory illness with a temperature of greater than 100.4 F and lower respiratory illness (e.g., cough, shortness of breath, difficulty breathing or hypoxia (low concentration of oxygen)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have had a severe respiratory illness with a temperature of greater than 100.4 F and lower respiratory illness (e.g., cough, shortness of breath, difficulty breathing or hypoxia) and radiographic evidence of pneumonia or respiratory distress syndrome
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have had lymphopenia (low lymphocyte count) with normal or low white blood cell count
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have had elevated hepatic transaminases (liver enzymes), creatine phosphokinase, lactate dehydrogenase or C-reactive protein?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been exposed to “agent orange” or any other significant herbicides or chemicals in military action or elsewhere (forest service, highway maintenance, etc)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you been diagnosed with or exposed to West Nile Virus?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you had contact with someone having or suspected of having West Nile Virus?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you within the previous 21 days had a mosquito bite?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you or your current sexual partner(s) ever had a transplant or other medical procedure that involved being exposed to live cells, tissues, or organs from an animal? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you received a bite from an animal suspected of carrying rabies? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you had prolonged activated partial thromboplastin time?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you had recent evidence of infection with unexplained temperature of great than 100.4 F, elevated heart rate, elevated respiratory rate or elevated white blood cell count?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you had severe signs of sepsis including unexplained hypoxemia, elevated lactate, oliguria (less that normal urination), altered mentation and hypotension (low blood pressure)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Were you born, or have you lived in or traveled to any African Country, such as Cameroon, Central Africa, Chad, Congo, Equatorial Guinea, Gabon, Niger, or Nigeria since 1977?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, when you were in the African Country did you receive a blood transfusion or any other medical treatment with a product made from blood?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you ever been refused as a blood donor? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you traveled outside the United States or Canada? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes to any of the above, explain and give dates:      


Review of Systems - Check the appropriate space for conditions you have currently or had in the past:

Constitutional
	Cancer
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Poor appetite
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Difficulty sleeping
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained fatigue
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	More than 10 pound recent weight gain
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained fevers, sweats, nightsweats, chills
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	More than 10 pound recent weight loss
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained weight loss
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fever, headache, body aches, or eye pain, accompanied by skin rash on the trunk of the body
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fever, headache, body aches, or eye pain, accompanied by swollen lymph glands
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Symptoms of severe illness, including headache, high fever, nick stiffness, stupor, disorientation, coma tremors, convulsions, and muscle weakness or paralysis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Fever and a headache (simultaneously)  in the past 7 days
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


 Eyes, ears and nose

	Hay fever
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recent vision change or eye problems
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hearing loss
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recurrent nosebleeds
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Persistent ear trouble, infection
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Ringing in ear (tinnitus)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Prolonged stuffy nose
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Sinus trouble
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Throat, mouth and teeth

	Dental or gum problems
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Ulcers
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Persistent sore throats
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained hoarseness
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Persistent white spots in the mouth
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unusual blemishes in the mouth
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Cardiovascular

	Blood clots
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Large varicose veins, deep
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Chest pain, tightness, pressure
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Large varicose veins, superficial
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fast or irregular heartbeat
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Poor circulation
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Heart murmur
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Rheumatic fever
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	High blood pressure
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Swelling of feet or ankles
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Respiratory

	Chest pain, pleurisy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recurrent or persistent pneumonia
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Exercise induced asthma
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Shortness of breath
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Exposure to TB
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Trouble breathing when lying down
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hemoptysis (coughing up blood)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Waking short of breath
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Persistent cough, chest colds
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Wheezing, asthma
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Gastrointestinal

	Black stools
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Heartburn, indigestion
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Blood in stool
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Hepatomegaly (enlarged liver)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Constipation
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Persistent diarrhea
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Excessive flatulence
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Trouble swallowing
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Gall bladder problems
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained nausea, vomiting
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Gas, cramps, pains
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Yellow jaundice
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes to any of the above review of systems questions, please explain and give dates:


	Medical Condition
	Explanation
	Dates

	     
	     
	      to      

	     
	     
	      to      

	     
	     
	      to      


Review of Systems (continued) - Check the appropriate space for conditions you have currently or had in the past:

Genitourinary

	Dyspareunia (painful intercourse)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recurrent genital ulcers
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Dysuria (painful urination)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recurrent kidney infection
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Frequent urination
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Recurrent vaginal infections
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hematuria (blood in the urine)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Sexual problems
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Intermenstrual bleeding
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained vaginal bleeding
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Postcoital bleeding
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Waking to urinate
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Musculoskeletal

	Difficulty walking
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Persistent back or neck pain
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Hernia
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Swollen joints
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Pains in joints, arthritis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Unexplained paraparesis (weakness in the lower extremities)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Skin/Hair

	Blue or purple spots on the skin or mucous membranes typical of Kaposi’s sarcoma
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Persistent sores or discharge
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Eczema/lumps/hives
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Prolonged or persistent itching
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Excess facial or body hair
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Severe acne
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Excessive sweating
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Very dry skin
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Moles with unusual color change
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Warts
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Persistent rash
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	


Breast

	Breast lumps
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Enlarged or painful breasts
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Breast tenderness
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Nipple discharge
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Neurological

	Convulsions, seizures, fits
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Headaches
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Difficulty thinking/remembering
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Numbness, tingling
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Dizziness, fainting
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Shaking, tremor
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Head injury, concussion
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Weakness, paralysis
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Psychologic/Psychiatric

	Anxiety
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Depression
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Crying, upset, worry
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Nervousness, tension
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Endocrine

	Cold intolerance
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Goiter
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Excessive facial or body hair
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Heat intolerance
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Excessive urination
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Hot flashes
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Hematologic/Lymphatic
	Current lymph node or gland swelling
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Prolonged bleeding or easy bruising
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Prior lymph node or gland swelling for more than a month
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	


If yes to any of the above review of systems questions, please explain and give dates:


	Medical Condition
	Explanation
	Dates

	     
	     
	      to      

	     
	     
	      to      


Personal Genetic History

Are you adopted?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Were you born with any birth defects (heart defect, cleft lip or palate, club feet, other)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain:      
Are there any known genetic conditions or birth defects in your family? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please explain:      
Ancestry

Are you Caucasian?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been tested as a carrier of cystic fibrosis?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Are you of Jewish ancestry?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, are you:
 FORMCHECKBOX 
 Ashkenazi
 FORMCHECKBOX 
 Sephardic
 FORMCHECKBOX 
 Other?      


If yes, have you ever been tested as a carrier of any of the following diseases?
Bloom Syndrome 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Canavan disease:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Cystic Fibrosis (CF):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Familial Dysautonomia (FD):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Fanconi Anemia (type c):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Gaucher Disease (type I):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Glycogen Storage (type 1a):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Maple Syrup Urine Disease:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Mucolipidosis (Type IV - ML IV):
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Niemann-Pick Type A:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Tay Sachs:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Are you of black ancestry?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been tested as a carrier of sickle cell disease?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Are you of Mediterranean (Greek or Italian), Chinese or Southeast Asian ancestry?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been tested as a carrier of thalassemia?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If you answered yes to any of the screening tests noted above, what were the results?
     
Family Medical History

Fill in the appropriate space for each of the following relatives.  List all specific health problems, operations, and/or causes of death (include stillborns, infant deaths and childhood deaths) for each individual.

Parents

Your mother:
Age or age at death:      
 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Your father:
Age or age at death:      
 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Siblings

Your brothers - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Your sisters - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Children

Your sons - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Your daughters - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Mother’s Family

Your mother’s mother:
Age or age at death:      
 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead

	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Your mother’s father:
Age or age at death:      
 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead

	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Aunts (mother’s sisters) - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	
	

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	
	


Uncles (mother’s brothers) - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	
	

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	
	

	
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	
	


Father’s Family

Your father’s mother:
Age or age at death:      
 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead

	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Your father’s father:
Age or age at death: 
 FORMTEXT 

     

 Living
 FORMCHECKBOX 
 Dead

	Health problem
	Age diagnosed

	     
	     

	     
	     

	     
	     


Aunts (father’s sisters) - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Uncles (father’s brothers) - # FORMDROPDOWN 

	Age or age at death
	Living/Dead
	Health problem
	Age diagnosed

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     

	     
	 FORMCHECKBOX 
 Living
 FORMCHECKBOX 
 Dead
	     
	     


Specific Conditions

	Medical Problem
	None
	Self
	Mother
	Father
	Sibling
	Child
	Grandparents
	Aunt/Uncle
	Cousin

	Heart
	
	
	
	
	
	
	
	
	

	Aortic stenosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Atrial septal defect
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Congenital heart disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Coarctation of the aorta
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Craniofacial dysostosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Endocardial cushion defects
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ebstein anomaly
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heart attack
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Holt-Oram syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hypoplastic left heart syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Idiopathic hypertrophic subaortic stenosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Multiple lentigines syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Noonan syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Patent ductus arteriosus (PDA)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pulmonic stenosis and atresia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Supravalvular aortic stenosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Subvalvular aortic stenosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tetralogy of Fallot
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Transposition of the great vessels
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Treacher-Collins syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Truncus arteriosus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ventricular septal defect (VSD)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ventricular fibrillation with prolonged QT interval
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Waardenburg syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other heart disease 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Blood
	
	
	
	
	
	
	
	
	

	Anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Deep vein thrombosis (DVT - blood clot
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G6PD Deficiency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hemoglobin C trait or SC disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hemolytic anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hemophilia/bleeding problem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Immune deficiency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Leiden Factor V deficiency or hypercoagulable states
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Blood - continued
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Leukemia
	 FORMCHECKBOX 
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	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Webbed fingers or toes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other chronic muscle disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sight/Sound/Smell
	
	
	
	
	
	
	
	
	

	Astigmatism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Blindness in both eyes before age 60
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cataracts before age 60
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Color Blindness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Deafness before age 60
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Deformity of the ear
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Deviated septum
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Glaucoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hyperopia (far sightedness)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Kallmann’s syndrome (lack of sense of smell)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Myopia (near sightedness)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Wore glasses or contacts prior to age 45
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any other sight/sound/smell disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Medical Problem
	None
	Self
	Mother
	Father
	Sibling
	Child
	Grandparents
	Aunt/Uncle
	Cousin

	Skin/Hair
	
	
	
	
	
	
	
	
	

	Acne as teenager, severe
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Acne as adult
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Albinism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Eczema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Early balding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Extra nipple(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Infectious skin disease 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Large varicose veins, deep
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Malignant melanoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	More than 5 purple or coffee - colored spots on the skin (size of a quarter or larger) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Numerous lumps under the skin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pigmentation disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Psoriasis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other skin disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental Health
	
	
	
	
	
	
	
	
	

	Adult Attention Deficit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Learning Disabilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Manic depressive psychosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Schizophrenia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other mental problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other
	
	
	
	
	
	
	
	
	

	Alcoholism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Breast cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cleft palate or cleft lip
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Crooked teeth or history of orthodontic work
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Drug abuse, misuse, or addiction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Early death (less than age 50)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Inguinal hernia 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Premature degeneration of any organ system
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sarcoidosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Serious birth defects
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any cancer not mentioned above
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any other condition not mentioned above
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Explain any conditions you checked above, indicating which side of the family (maternal/paternal), the age of the family member at the onset of the condition/problem, and any other pertinent information.  If you and none of your indicated family members have a history of the specific medical condition, you must check "None” above
Explain any conditions checked above:

	Specific Relation
	Condition/Comments
	Age affected

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	Specific Relation
	Condition/Comments
	Age affected

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 

	     
	     


Are you aware of any other family members with potentially inheritable medical or psychiatric problems?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, who?      

What?      
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