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Patient Information:

Partner’s Information (can be used for sperm/egg donor information) if applicable:

Please check off or identify if you or your partner has a personal or family history (consider siblings, 

Human Genetics Division


Reproductive Genetics Family History Questionnaire 





Patient Name:__________________________________        			DOB:_______________


Mother (circle one):  living/ deceased	 Age (current or at time of death):_________


Father (circle one):    living/ deceased 	 Age (current or at time of death):_________


Siblings (share same parents): No. :_____      Half siblings:  No.: _____	(circle one) share mother/father


Ethnic background: ________________________


Please circle if present: Jewish ancestry/ French-Canadian, Creole, Cajun ancestries/ Irish ancestry	





Partner’s Name:__________________________________        			DOB:_______________


Mother (circle one):  living/ deceased	 Age (current or at time of death):_________


Father (circle one):    living/ deceased 	 Age (current or at time of death):_________


Siblings (share same parents): No. :_____      Half siblings:  No.: _____	(circle one) share mother/father


Ethnic background:_________________________


Please circle if present: Jewish ancestry/ French-Canadian, Creole, Cajun ancestries/ Irish ancestry	








Please check off or identify if you or your partner (sperm/egg donor) have a personal or family history (consider siblings, parents, cousins, aunts/uncles and grandparents) with the following conditions:


Down syndrome or chromosome abnormality:_____________________________________________


Genetic condition (i.e. Cystic Fibrosis, Thalassemia):_________________________________________


Mental Retardation, Delay, Severe Learning Disability:_______________________________________


Birth Defects (i.e. congenital heart disease, cleft lip/palate):__________________________________


Hearing loss/vision loss :_______________________________________________________________


Muscular Dystrophy:__________________________________________________________________


Skeletal Dysplasis/dwarfism:____________________________________________________________


Bleeding disorders:____________________________________________________________________


Recurrent or Multiple miscarriages (2 or more), stillbirths, or infant deaths:_______________________


Other (i.e. early onset cancers):___________________________________________________________








Family History


