IHC CLINICAL GENETICS INSTITUTE

GENETICS CLINIC FAMILY HISTORY FORM

PREGNANCY HISTORY

Patient Name: __________________________________________________________
Date of Birth: _______________

Did patient’s mother receive prenatal care?     Yes   No   
Gestational Month ______________


Physician/Clinic __________________________________

Prenatal vitamins?

Yes   No


Bleeding?


Yes   No

Month(s) _________________________  How long? _________________________

Spotting?


Yes   No

Month(s) _________________________  How long? _________________________

High blood pressure?

Yes   No

Month(s) __________  How long? _____________  Reading _________________

Gestational diabetes?

Yes   No

Treatment _____________________________________________________________

Any illnesses?


Yes   No

Describe ______________________________________________________________







Month(s) ___________  How long? _____________  (list medications used below*)

Fever?



Yes   No

Month(s) __________  How long? ___________  Temperature _______________

Sonograms?


Yes   No

Month(s) __________  Reasons ___________________________________________


Results: ________________________________________________________________________________________________________

MS-AFP test?


Yes   No

Results _________________________________________________________________


Amniocentesis?

Yes   No

Month ____________  Reasons ___________________________________________



Results _________________________________________________________________________________________________________

At any point during the pregnancy, even before the pregnancy was confirmed, were there any potentially 

harmful exposures?

Yes   No

Exposure to a contagious disease?
Yes   No

Explain ________________________________________________________

Cigarette smoking?


Yes   No   
Month(s) ______________
Amount _______________________________

Prescription drugs?


Yes   No

Drug names _____________________  To treat _____________________








Month(s) ______________
Amount _______________________________

Non-prescription drugs?


Yes   No

Drug names _____________________  To treat _____________________








Month(s) ______________
Amount _______________________________

Alcohol?



Yes   No

Month(s) ______________
Amount _______________________________

Any other exposures?


Yes   No

Describe ______________________________________________________

Any pregnancy problems not mentioned? ______________________________________________________________________________

BIRTH AND NEWBORN HISTORY

Duration of pregnancy (weeks) ________________
Age of parents at time of baby’s birth
Mother _______
Father _______

Onset of labor

Natural   Induced
If induced, explain ____________________________________________________

Problems during labor?
Yes   No


If yes, explain _________________________________________________________

____________________________________________________________________________
Length of labor _______________________

When did bag of waters rupture?
Before labor
During labor


Unusual amount of fluid?

Yes   No


Unusual color or odor?

Yes   No


If yes, explain _________________________________________________________________________________________________

Where was the baby born

Home
Hospital

Other _________________________________________________


If hospital, indicate name, location & physician __________________________________________________________________

Type of delivery

Vaginal   Caesarean
If caesarean, explain ___________________________________________________

________________________________________________________________________________________________________________________

Were forceps necessary?
Yes   No

Weight _______________________
Length ________________________________ Head Circumference ___________________________

Problems in the delivery room?
Yes   No

If yes, explain __________________________________________________________

________________________________________________________________________________________________________________________

List any unusual findings and/or problems noted during the first two weeks of life __________________________________________

________________________________________________________________________________________________________________________

How long did the baby stay in the hospital? ___________________
Were there any feeding problems?
Yes   No

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date

MEDICAL HISTORY

Patient Name _____________________________________________________



Serious Illness/Hospitalizations (list illnesses/surgeries and approximate dates) ______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications/Diet ______________________________________________________________________________________________

Unusual Features _______________________________________________________________________________________________________

Previous Testing and Results (Chromosomes, EEG, EKG, MRI, etc)  Provide copies of reports, if possible ______________________

________________________________________________________________________________________________________________________

Other Significant Health Information ____________________________________________________________________________________

Review of Systems (List Problems)

Skin – rash, eruptions, bumps, light or dark birthmarks, abnormal sweating, unusual hair or finger and toe nails

_______________________________________________________________________________________________________________________________________

Head – headaches, dizziness, abnormal shape, large or small head

_______________________________________________________________________________________________________________________________________

Eyes – glasses, color blindness, cataracts, glaucoma, night blindness, visual loss, “squint”
________________________________________________________________________________________________________________________

Ears – hearing problems, chronic infections, unusual shape

________________________________________________________________________________________________________________________

Nose – poor sense of smell, frequent colds, bleeding, obstruction, unusual shape
________________________________________________________________________________________________________________________

Mouth/Dental – receding chin, cleft lip or palate, protruding tongue, problems with teeth, gums or tongue
________________________________________________________________________________________________________________________

Throat/Neck – difficulty swallowing, webbed neck, neck masses
________________________________________________________________________________________________________________________

Endocrine – diabetes, thyroid problems, heat or cold intolerance, significant short stature
________________________________________________________________________________________________________________________

Lungs – asthma, difficulty breathing, chronic cough, pneumonia
________________________________________________________________________________________________________________________

Heart – pain in chest, fast heartbeat, blue skin color, murmur, structural heart defect, heart attack
________________________________________________________________________________________________________________________

Blood – tendency to bruise or bleed easily, anemia
________________________________________________________________________________________________________________________

Stomach/Intestines – problems with digestion, appetite, hernia, jaundice, esophageal regurgitation
________________________________________________________________________________________________________________________

Urinary/Genitalia – chronic infection, bed wetting, blood in urine, abnormal genitalia
________________________________________________________________________________________________________________________

Neuromuscular – seizures (type, frequency, onset), paralysis, muscle weakness, floppy, coordination difficulties, spasticity
________________________________________________________________________________________________________________________

Extremities – arthritis, fractures, deformities, abnormal shapes or number of fingers or toes, abnormal length of limbs, limitation of movement
________________________________________________________________________________________________________________________

Present Height: ______________________________________________
Present Weight: ________________________________________

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date

DEVELOPMENTAL AND BEHAVIORAL HISTORY

Patient Name _____________________________________________________

State the age at which the following were achieved:

Held up head ____________________________________________
Rolled over ____________________________________________

Sat without support _______________________________________
Crawled _______________________________________________

Pulled to stand ___________________________________________
Walked ________________________________________________

Finger fed ________________________________________________
Fed Self _______________________________________________

Babbled _________________________________________________
Spoke single words _____________________________________

Combined two or more different words ____________________
Toilet trained ___________________________________________

When did you first feel concerned about the child’s development, and what did you do about it? _________________________

________________________________________________________________________________________________________________________

At what age level (months/years) do you estimate this child to be functioning? ___________________________________________

Does patient participate in any developmental or therapy program?  
□ Yes
□ No
(If yes, complete below)

	
	What Kind?
	Where?
	How Often?
	Current progress?

	Home program
	
	
	
	

	Out-patient therapy
	
	
	
	

	School
	
	
	
	


Does your child have discipline/temperament problem?

□ Yes
□ No
(If yes, explain)

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

What are some of the questions you would like to have answered at your genetics clinic visit?

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date

FAMILY HISTORY I – PATIENT

Patient Name: __________________________________________________________
Date of Birth: _______________

Is there any way that the patient’s parents are blood relatives?
□ Yes
□ No

Patient’s Full Brothers and Sisters (see additional sheet (page 5) to add more members)
	Name

(List in order – oldest first, include miscarriages and stillbirths)
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Patient’s Half Brothers and Sisters

(List in order…oldest first, include miscarriages and stillbirths)

	Name

Indicate which same parent
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	□ Mother  □ Father


	
	
	
	

	□ Mother  □ Father


	
	
	
	

	□ Mother  □ Father


	
	
	
	


Patient’s Adopted Brothers and Sisters

	Name


	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	



Patient’s Children

	Name

(List in order – oldest first, include miscarriages and stillbirths)
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Additional family medical information: ______________________________________________________________________

____________________________________________________________________________________________________________

*For each person listed on this page please note under State of Health the presence of the same or similar condition/features as the patient, any birth defects (cleft lip, club foot, etc.) or other health problems (serious familial disease, mental retardation, emotional difficulties, etc.)

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date

Please indicate: Patient’s Full, Half or Adopted Brothers and Sisters 

	Name

(List in order – oldest first, include miscarriages and stillbirths)
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FAMILY HISTORY II – PATERNAL

Patient Name _____________________________________________________

Patient’s Father ___________________________________________________________
Date of Birth ___________________________

Birthplace ___________________________
Ethnicity ______________________
Ancestors’ Country of Origin____________________

Height _________________
   Weight _____________________
Highest Grade Completed______________________________________

College Major _________________________
Occupation __________________________
Length of Present Marriage _____________

State of Health _________________________________________________________________________________________________________

Plans for Future Children
   □ Yes
□ No
If no, what type of birth control are you now using? ______________________________

Father’s Full Brothers and Sisters (add additional members on reverse side)
	Name

(List in order – oldest first, include miscarriages and stillbirths)
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Father’s Half Brothers and Sisters

(List in order…oldest first, include miscarriages and stillbirths)

	Name

Indicate which same parent
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	□ Mother  □ Father
	
	
	
	

	□ Mother  □ Father
	
	
	
	


Father’s Parents’ Information

Father’s Father

Name _________________________________________________

Present Location _______________________________________

Date of Birth _________________ Age at Death ____________

Cause of Death ________________________________________

State of Health _________________________________________

List Number of Brothers & Sisters:  
Living
Deceased





(List Cause)

Brothers _______
____________________

           Half Brothers _______
____________________

   Sisters _______
____________________

             Half Sisters  _______
____________________

Father’s Mother

Name _________________________________________________

Present Location _______________________________________

Date of Birth _________________ Age at Death ____________

Cause of Death ________________________________________

State of Health _________________________________________
List Number of Brothers & Sisters:  
Living
Deceased





(List Cause)

Brothers _______
____________________
           Half Brothers _______
____________________
   Sisters _______
____________________
              Half Sisters _______
____________________

Additional family medical information: ______________________________________________________________________

____________________________________________________________________________________________________________

*For each person listed on this page please note under State of Health the presence of the same or similar condition/features as the patient, any birth defects (cleft lip, club foot, etc.) or other health problems (serious familial disease, mental retardation, emotional difficulties, etc.)

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date

FAMILY HISTORY II – MATERNAL

Patient Name _____________________________________________________

Patient’s Mother ___________________________________________________________
Date of Birth ___________________________

Birthplace ___________________________
Ethnicity ______________________
Ancestors’ Country of Origin____________________

Height _________________
   Weight _____________________
Highest Grade Completed______________________________________

College Major _________________________
Occupation __________________________
Length of Present Marriage _____________

State of Health _________________________________________________________________________________________________________

How many pregnancies has mother had? ________   Births ________   Elective Terminations ________   Miscarriages ___________

Plans for Future Children
   □ Yes
□ No
If no, what type of birth control are you now using? ______________________________

Mothers’s Full Brothers and Sisters (add additional members on reverse side)
	Name

(List in order – oldest first, include miscarriages and stillbirths)
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Mothers’s Half Brothers and Sisters

(List in order…oldest first, include miscarriages and stillbirths)

	Name

Indicate which same parent
	Sex
	Date of Birth
	*State of Health

(If deceased, list age and cause of death)
	Children

(If any, list name, age and sex)

	□ Mother  □ Father
	
	
	
	

	□ Mother  □ Father
	
	
	
	


Mother’s Parents’ Information

Mother’s Father

Name _________________________________________________

Present Location _______________________________________

Date of Birth _________________ Age at Death ____________

Cause of Death ________________________________________

State of Health _________________________________________

List Number of Brothers & Sisters:  
Living
Deceased





(List Cause)

Brothers _______
____________________

           Half Brothers _______
____________________

   Sisters _______
____________________

             Half Sisters  _______
____________________

Mother’s Mother

Name _________________________________________________

Present Location _______________________________________

Date of Birth _________________ Age at Death ____________

Cause of Death ________________________________________

State of Health _________________________________________
List Number of Brothers & Sisters:  
Living
Deceased





(List Cause)

Brothers _______
____________________
           Half Brothers _______
____________________
   Sisters _______
____________________
              Half Sisters _______
____________________
Additional family medical information: ______________________________________________________________________

____________________________________________________________________________________________________________

*For each person listed on this page please note under State of Health the presence of the same or similar condition/features as the patient, any birth defects (cleft lip, club foot, etc.) or other health problems (serious familial disease, mental retardation, emotional difficulties, etc.)

________________________________________
__________________________________________
________________________

Person completing form



Relationship to patient



Date
5/4/2005



6

