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FAMILY HISTORY QUESTIONNAIRE FOR PRENATAL/PRECONCEPTION 
PATIENTS 

 
Patient and Partner Information: 
 
Patient Name: _____________________________________DOB: ____/_____/___ 

 Last                                                  First 

Partner’s Name: ___________________________________DOB: _____/____/___ 
    Last                                                  First 

 

Who is your referring physician?________________________________________ 
 
What is your reason for referral?________________________________________ 
 
Are you or your partner adopted?  No    Yes (Please specify who):________ 
 
Are you or your partner related to each other (other than marriage)? 
No      Yes (Please specify how you are related):__________________ 
 
What is your ethnic background (ex. Greek, Italian, African, Ashkenazi Jewish)? 
________________________________________________________________ 
 
What is your partner’s ethnic background? 
______________________________________________________________________ 
 

FAMILY HISTORY: 
Please fill out the chart as it applies to you and your family on your maternal (mother’s) 

and paternal (father’s) sides. If the information applies to a family member please 
specify how that person is related to you (uncle, mother, grandfather, sister, child, 

first cousin, niece, etc.) and on which side of the family they are from 
(maternal/paternal). 

 
Condition YES 

Please specify which 
condition 

NO 

Down Syndrome or other 
chromosome abnormalities 

(ex. Trisomy ,Turner Syndrome) 

  

An inherited or Genetic Disorder 
(ex: Marfan Syndrome, 

Huntington’s Disease, Muscular 
Dystrophy, Cystic Fibrosis) 

  

Blood Disorders 
(ex. Sickle Cell Disease, easy 
bruising, frequent nose bleeds, 

difficulty clotting, too much 
clotting) 
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Deafness or hearing loss before or 
at the age of 40. 

  

Birth Defects 
(ex. Cleft lip/palate-opening in lip 

and/or roof of mouth, heart 
defects, opening in skull, opening 

in the spine) 

  

Any infants in need of surgery 
after birth? 

  

Two or more pregnancy losses    
Stillborn, Infant or childhood death   

Carrier of a known genetic 
condition 

(not affected by the disease but 
carry a mutation) 

  

Mental Retardation/Developmental 
Delays/Autism 

  

Heart Problems 
 (Pace maker, shortness of breath, 

frequent fainting) 

  

Sudden Death  
(Anyone who seemed healthy and 

then suddenly passed away) 

  

       
HEREDITARY CANCER 

 
BREAST AND OVARIAN CANCER 

 SELF FAMILY MEMBER AGE AT 
DIAGNOSIS 

Breast cancer 
before the age of 60 

   

Ovarian cancer    
Two primary 

(unrelated) breast 
cancers in the same 

person 

   

Triple negative 
breast cancer (ER-, 

PR-, HER2- 
pathology) 

   

Male breast cancer    
Pancreatic cancer    

Two primary 
(unrelated) cancers 
in the same person 

Please specify 
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which types 
COLON OR UTERINE CANCER 

 SELF FAMILY MEMBER AGE AT 
DIAGNOSIS 

Uterine (endometrial 
cancer) before the 

age of 50 

   

Colorectal cancer 
before the age of 50 

   

Ovarian, stomach, 
kidney/urinary tract, 
brain or small bowl 

cancer. 

   

Two or more of the 
above mentioned 

cancers in the same 
person 

   

10 or more colon 
polyps  

   

Soft tissue 
sarcomas  

 (cancer of the fat, 
muscle, nerves, 
fibrous tissues, 

blood vessels, or 
deep skin tissues) 

 

   

Osteosarcoma 
(cancer of the 

bones) 

   

MELANOMA (Skin Cancer) 
 SELF FAMILY MEMBER AGE AT 

DIAGNOSIS 
Two or more 

melanomas in an 
individual 

   

Melanoma and 
another cancer 

discussed in this 
family history form 

   

Melanoma and 
pancreatic cancer in 

the same person 

   

 
Have your or any member of your family ever had genetic testing for a hereditary cancer 
syndrome? Please specify which test and the results- bring these results in during your 
session. ___________________________________________________ 
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______________________________________________________________________
__ 
 
Please list any cancers that have occurred in your or your family members that have not 
been mentioned above___________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
Is there anything we have not asked about your family history that you think is 
significant? _____________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 


