
Section 1. Patient Information.

 Appointment Date  ______________

Name  _______________________________ DOB  ________ Occupation  ____________________

Address  _____________________________ City  _________ State ___________Zip  ____________

Home Phone  __________________________Work Phone  _________________________________

Referring Physician  __________________________________ Phone Number  _________________

Section 2. Father of the Pregnancy Information.
Name  _______________________________ DOB  ________ Occupation  ____________________

-kcab cinhte eseht fo yna morf ycnangerp eht fo rehtaf eht ro uoy erA  .3 noitceS
grounds. Please check all that apply.  Patient  Father of
  Pregnancy

Chinese, Asian, Indian, Taiwanese, Filipino, Korean or Southeast Asian  ...........................
Italian, Greek, Middle Eastern or Spanish  .............................................................................
Jewish, French, Canadian or Cajun  .......................................................................................
African American, African, Black, Puerto Rican, Caribbean or Central American  ............
Hispanic or Mexican  ...............................................................................................................
Caucasian  ................................................................................................................................
Other (specify)  ____________________________________________________________________________

reve seilimaf ruoy ni enoyna ro ,ycnangerp eht fo rehtaf eht ,uoy evaH  .4 noitceS
had the following conditions?  

Genetic Family 
History & Pregnancy

Questionnaire

 Yes  NO

Down Syndrome ......................................................
Other Chromosome Problem ..................................
Mental Retardation or Autism  ...............................
Spina Bifi da (open spine)  ........................................
Anencephaly (opening in head/brain) .......................
Blood Disorder, (such as Hemophilia or sikle cell)  .....
Muscular Dystrophy or neuromuscular disease   .........
Cystic Fibrosis ..........................................................
Neurofi bromatosis ...................................................
Skeletal disorder, (like dwarfi sm)  ............................

 Yes  NO

Polycystic kidney disease  .....................................
Huntington disease  ................................................
Heart defect at birth...............................................
Cleft lip/cleft palate ................................................
Blindness/deafness ...............................................
Baby who died after birth or within fi rst year .........
Stillborn or 2 or more pregnancy losses .....................
Any birth defect not listed above  .........................
Any other inherited (genetic) condition  ..............
Any other serious medical condition or surgery .........

Are you, or the father of the pregnancy, adopted?  ............................................................................................
Are you and the father of the pregnancy related to each other–other than by marriage?  ...............................
Is there a history of infertility for you or the father of the pregnancy? ..................................................................
Was there a donation of egg or sperm used in this pregnancy? ............................................................................
Have you had preimplantation genetic diagnosis (PGD) or intracytoplasmic sperm injection (ICSI)? ...................

Due date:_____________________  Yes  NO

Medications  ............................................................
    Please list:_________________________________
Recreational drugs  ...............................................
Alcoholic drinks  ....................................................
Exposure to X-Rays  ..............................................
Cigarette smoking  ................................................

 Yes  NO

Rashes, infectious diseases or fevers  ............
Spotting, bleeding or any other complication ..........
Diabetes, PKU or lupus  ......................................
A multiple marker blood screening test ..............

lanretam ,neercs rekram elpirt ,neercs doolb PFA(     
serum screen, AFP3, AFP4, etc.)  ....................................

       Date of blood test___________________

Section 5. If you are currently pregnant, please complete the following information.

 I answered these questions to the best of my knowledge  __________________________________________
 Patient signature  Date

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Hudson Valley Perinatal Consulting - Westchester
600 Mamaroneck Avenue Suite 110 Harrison NY

P. 914.670.0500 | F. 914.670.0501
www.hvperinatal.com

Park Avenue Maternal-Fetal Medicine
523 E 72nd Street 9th Fl New York NY
P. 212.249.1788 | F. 914.670.0501

www.parkmfm.com

Hudson Valley Perinatal Consulting -Dutchess
68 West Cedar Street 2nd Level Poughkeepsie NY

P. 845.483.0500 | F. 845.483.0537
www.hvperinatal.com


