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FAMILY HEALTH HISTORY

For:

Indicate whether a genetic relative (biological parent, sister, brother, grandparent, aunt, uncle) of yours has or has ever had any of the medical conditions or events listed below:

	Medical Condition
	No
	Not Known
	Yes – Relative (specify)
	
	

	Muscular Dystrophy
	□
	□
	□
	Parts of body involved
	Age at onset

	Multiple Sclerosis
	□
	□
	□
	
	

	Cerebral Palsy
	□
	□
	□
	
	

	Other paralysis or crippling disorder including arthritis
	□
	□
	□
	
	

	Seizures, convulsions, epilepsy, or fainting spells
	□
	□
	□
	Age at onset
	What treatment
	Frequency

	Mental or physical retardation
	□
	□
	□
	Any diagnosis or cause
	Hospitalized?

	Diabetes
	□
	□
	□
	Age at onset
	How treated?

	Thyroid disorder
	□
	□
	□
	
	

	Other hormone disorder
	□
	□
	□
	
	

	Stroke
	□
	□
	□
	Age at onset
	Hospitalization?

	Heart attck (coronary)
	□
	□
	□
	
	

	Other cardiovascular problems
	□
	□
	□
	
	

	Hypertension (high blood pressure)
	□
	□
	□
	Age at onset
	Treatment
	Hospitalization?

	Blood diseases (including anemia and hemophilia)
	□
	□
	□
	Specify

	Cancer
	□
	□
	□
	What kinds?
	Age at onset
	What part of body?

	Tumors
	□
	□
	□
	
	
	

	Kidney disease or urinary tract condition
	□
	□
	□
	Age at onset
	Treatment

	Eczema or other skin condition
	□
	□
	□
	Any cause known?

Specify which
	What treatment?
	What medication?

	Asthma or other respiratory condition
	□
	□
	□
	
	
	

	Hay fever or other allergy (food, medications, etc.)
	□
	□
	□
	
	
	

	Cystic Fibrosis, Huntinton’s Disease, Tuberculosis
	□
	□
	□
	Specify which


	Medical Condition
	No
	Not Known
	Yes – Relative (specify)
	

	Migraine headaches
	□
	□
	□
	Age at onset
	Treatment
	Hospitalization

	Mental or emotional illness, including depression, anxiety
	□
	□
	□
	
	
	

	Alcoholism or heavy drinking
	□
	□
	□
	

	Drug usage
	□
	□
	□
	Kind, amount and when taken

	Hospitalizations, operations, major injuries
	□
	□
	□
	Specify

	Ulcers and digestive disorders
	□
	□
	□
	Treatment

	Congenital heart defect
	□
	□
	□
	

	Any other physical malformations
	□
	□
	□
	

	Blindness, glaucoma or other visual problems
	□
	□
	□
	Age at onset
	Suspected cause
	Special education

	Deafness or other ear problems, otitis
	□
	□
	□
	
	
	

	Speech Problem
	□
	□
	□
	
	
	

	Learning disability
	□
	□
	□
	
	
	

	Any other condition(s)
	□
	□
	□
	Specify


Deceased Relatives

For each deceased blood relative, please list relationship, age of death, cause of death, and any comments.

Source of information:

Recorded by:
Date:
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