
 
 
 
 
 
 
 
 
 

(01-24) 

GENETIC TESTING QUESTIONNAIRE 

 

These questions will help in the care of your pregnancy. Your answers may indicate whether certain 

test would be helpful in evaluating the health of your unborn baby. 

 

How old will you be when your baby is born?    Ethnicity?        

 

Have you, the father of the baby, or anyone in either of your families ever had any of the following 

disorders?  Please circle "YES" or "NO" 

Please specify for each "YES" answer, the problem, and the relationship of the affected person 

• Mental retardation          YES NO 

• Down Syndrome or any other chromosome abnormality    YES NO 

• Birth Defects (I.e., cleft lip or palate, limb defects)     YES NO 

• Spina Bifida (open spine), anencephaly      YES NO 

• Hydrocephalus (water on the brain)        YES NO 

• Congenital blindness or deafness        YES NO 

• Blood disorders (anemia's)        YES NO 

• Cystic Fibrosis           YES NO 

• Epilepsy or seizures          YES NO 

• Heart defects           YES NO 

• Bleeding disorders (hemophilia, blood clots, pulmonary embolism)   YES NO 

• Huntington's Chorea          YES NO 

• Kidney problems           YES NO 

• Mental illness           YES NO 

• Muscular Dystrophy          YES NO 

• Myotonic Dystrophy          YES NO 

• Neurofibromatosis           YES NO 

 

Have you had three or more miscarriages?                                   YES NO 

Are you using alcohol, tobacco, or taking any drugs?               YES NO                               

Is there any history of twins or triplets in either of your family?     YES NO                         

Are you concerned about any other problem your baby might have?    YES NO 

 

 

Other:                

 

                 

Patient Name         Date 
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