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FAMILY HISTORY FORM



                                                                                                                              
Please complete both sides of this form, giving as much information as you know about your blood relatives whether they have a medical condition or not. Medical condition refers to any disorder or illness in the family that you think could be related to the reason for your referral to the Clinical Genetics department.
Examples of different types of genetics referrals include: investigation of childhood learning disability, personal/family history of heart conditions, personal/family history of cancer or other types of tumours, discussion of family planning and reproductive choices, personal/family history of a possible or confirmed genetic condition.
If there is any information you do not know, perhaps someone in your family will be able to help you, otherwise please leave the box empty.  
All information that you give will be held in confidence by the Clinical Genetics department at Guy’s and St Thomas’ NHS Foundation Trust. 
	Relative
	Full Name


	Date of Birth

(exact, year only, or approx) 
	Alive

Y/N
	Date of Death

(exact, year only, or approx)
	If your relatives have or had a medical condition…

	
	
	
	
	
	Medical condition
	Age at diagnosis
	Hospitals where treated
	Home address when treated

(or town/ city if unknown) 

	Self


	
	
	
	
	
	
	
	

	Your own

Children
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Your 

Sisters

(indicate if full or half)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Your Brothers

(indicate if full or half)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Your Mother
	
	
	
	
	
	
	
	

	Your

 Father
	
	
	
	
	
	
	
	

	  Your Mother’s Mother
	
	
	
	
	
	
	
	

	  Your Mother’s Father
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	Relative
	Full Name


	Date of Birth

(exact, year only, or approx)
	Alive

Y/N
	Date of Death

(exact, year only, or approx)
	If your relatives have or had a medical condition…

	
	
	
	
	
	Medical condition
	Age at diagnosis
	Hospitals where treated


	Home address when treated

(or town/ city if unknown)

	Your Father’s Mother
	
	
	
	
	
	
	
	

	Your Father’s Father
	
	
	
	
	
	
	
	

	Your Mother’s Brothers & Sisters
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Your Father’s Brothers & Sisters
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Other relatives


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


NAME & ADDRESS OF PERSON REQUESTING ADVICE: (PLEASE RETAIN A COPY OF THIS FORM AND BRING IT WITH YOU TO YOUR APPOINTMENT)

Full name: ………………...………………………………………………
Daytime Tel. No:
……………………………………………………

Email address…………………………………………………………….            N.H.S. No:

……………………………………………………

Home Address:
………...…………………………………………………
Any Jewish Ancestry?
Yes / No   Mother’s side / father’s side (circle one)
………………………………………………………………………………………
GP Details……………………………………………………………………………………...
Date of Birth:

…………………………………………………



Have any family members been seen by Genetics?  Yes / No     Their name: ___________________________________   Genetics Centre:  __________________________
Please bring any genetic test results that you or your relative’s may have to your appointment.
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