MRN:

GENETIC COUNSELING FAMILY HISTORY FORM

Please complete the following about yourself and the father of your baby

Please return to the front desk once complete

USF

HEALTH

YOURSELF FATHER OF BABY
Name: Name:
Date of Birth: / / Date of Birth: /
Address: Address:
City/State/ZIP: City/State/ZIP:
Phone #: Phone #:
Email: Email:
SOCIAL HISTORY
Occupation: Occupation:
Marital Status: Marital Status:
Education: Education:
Religion: Religion:
ETHNIC BACKGROUND (circle which apply)
Caucasian East Indian Caucasian East Indian
African American/Black Pacific Islander African American/Black Pacific Islander
French Canadian Hispanic French Canadian Hispanic
Mediterranean Jewish Mediterranean Jewish

Native American Indian
Other

Total number of pregnancies (include this one):

Total number of miscarriages:

Number of children you have with another partner:
Number of children the father of the pregnancy has with another partner:

Native American Indian
Other

PREGANCY HISTORY

Stillbirths:
Number of children you and the baby's father have together:

Abortions/Terminations:

FAMILY HISTORY

Do you or anyone in your family have any of the following conditions? Please check all that apply.

Multiple Miscarriages/Stillbirth

Birth Defects (such as heart defect, cleft lip, spine bifida)
Intellectual Disabilities/Learning Problems

Genetic Conditions (such as cystic fibrosis, sickle cell, hemophilia)
Chromosome Conditions (such as Down syndrome, Trisomy 18)

Blindness or Deafness

Physical differences/handicaps
Depression/Schizophrenia/Mental lliness

Cancer (diagnosed under
Other:

the age of 50)

Your

Partner's | Who is affected?




MRN:
CURRENT PREGNANCY

During the pregnancy have you had:

An illness or an infection?

Fever?

Vaginal bleeding or spotting?

X-ray exposure?

Alcohol?

Cigarettes/Tobacco?

Marijuana?

Street Drugs?

Medications (include doses if known)?

Other Exposures?

During this pregnancy have you had an ultrasound? If Yes, when?
Did it show any abnormalities?
During this pregnancy have you had any abnormal screening? If Yes, which?

Did it show any abnormalities?

During this pregnancy have you or the father of the baby traveled out of the country and where?

Is there any chance that you and the father of the baby are related by blood (i.e.: cousins)?

Is the father of the baby involved in the pregnancy?

What questions or ocncerns about this pregnancy do you have for the genetic counselor?

For Office Use Only
Date:
Genetic Counselor:
Student/Observer:
Referring OB:
MFM:
Insurance:

Patient Accepted/Declined (circle accepted):
CVS Amnio FISH CMA NIPT FTS Quad Carrier Screen Other:
LabCorp Integrated Quest BCM Counsyl NTD Natera  Other:

Database:



Pt. Name: PRENATAL GENETIC COUNSELING  Date Taken:
MR#: Counselor:

DOB: USF HEALTH Student:

Pt. Accompanied By: PEDIGREE FORM Indication:

(+/-)

___RSAB/SB
___ID/LD/DD
___Birth Defects
___Cancer <50
___Blind/Deaf
____Consanguinity
___Genetic Disease




