Survey of Medical and Genetic Disorders in Your Family
Please complete this form to the best of your knowledge.  Check a box for each condition listed; if yes, specify relationship.  Both partners should complete a separate form.

 FORMCHECKBOX 
  Please check this box if you are adopted and/or have no knowledge of your genetic and family history.
Full Name:         



 DOB:                       
Date:   10/5/09 FORMTEXT 

10/5/09

	
	
	
	
	Relationship to You

	
	
	
	
	

	Autism
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Birth defects
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Blood clots
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Bloom syndrome
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Bone/Skeletal Defects
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Breast cancer
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Canavan disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Colon cancer
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Cystic Fibrosis
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Developmental delay
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Diabetes
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Down syndrome
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Dwarfism
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Endometriosis  
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Familial Dysautonia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Fanconi Anemia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Gaucher disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Heart defect from birth
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Heart disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Hemophilia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Huntington’s Disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Infertility
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Learning problems
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Marfan syndrome
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Menopause before age 40  
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Mental Retardation
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Muscular Dystrophy
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Neural Tube Defects
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Neurologic (brain/spine)
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Niemann-Pick disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Obesity
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Other cancer__________
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Other chromosome defects
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Ovarian cancer 
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Polycystic kidney disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Psychiatric problems
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Sickle Cell Anemia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Stillbirth
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Tay-Sachs disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Thalassemia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Thyroid problems
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Tuberculosis
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Galactosemia
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Celiac Disease
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Deafness/Blindness
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Color Blindness
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Hemochromatosis
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Recurrent Pregnancy Loss
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________

	Other
	 FORMCHECKBOX 
  Don’t know
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	 FORMDROPDOWN 
   __________________


