Physician: |Select One HENDERSON@WALTON
WOMENS CENTER, PC.

Office Location: |Select One

Name Chart #

Please complete the following:
1. Age at delivery

2. Have you, your husband, your natural parents, or
any close relative(s) ever had: Relation to patient:

a) Down's Syndrome (mongolism)? D Y D N

b) Spina bifida, meningomyelocele (open spine}, Y N
or hydrocephalus (water head)?

¢} Hemophilia? )

d) Muscular dystrophy?

e} Cystic fibrosis?

f) A stillbirth?

g) Birth defect(s)?

e
EOW =z B = =

h) Other inherited disorder(s)?

If yes, describe:

3. Do you, your husband, or your natural parents Y N
have any close relative(s) who are mentally retarded?

If yes, indicate cause, if known:

4. Are you Black, Mediterranean, or Oriental? Y N

If yes, have you, your spouse, or any close relative(s)
been screened for sickle cell trait, thalassemia,
Cooley's anemia, etc., and found to be positive? Y N
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