
CCaanncceerr  GGeenneettiiccss  RRiisskk  AAsssseessssmmeenntt  PPrrooggrraamm  
Medical and Family History Questionnaire 

St. Vincent Hospital Center for Cancer Care 
8301 Harcourt Rd.#100 /Indianapolis, IN 46260 

Appointments: (317) 415-RISK (7475) 
  
Please complete and fax to (317) 415-6675 or bring to your appointment. 
 
Name_________________________________________Date of birth______________________ 
 
Contact info (check preferred method to be contacted):   Home phone_____________________
      

 Work phone_______________  Cell phone________________Email:___________________ 
 
Support person__________________________________Relationship to you_________________ 
 
With whom in the family may we discuss medical information about you? 
 

Name          Phone #     
 

Name          Phone #     
 

Name          Phone #     
 

Have other members of your family been patients in this clinic?           Yes   No 
 

If yes, please list name and relationship:         
 
Has anyone in your family had genetic testing for cancer predisposition?   Yes   No 
 
If yes, pleast list the relationship of the individual, their test results, and the location where genetic 
testing was performed:_____________________________________________________________ 
 
Medical History 
Have you ever had cancer?   Yes   No 

 If yes: 
 Type(s):__________________________________________________________________ 

 
 Age of onset:______________________________________________________________ 
 How treated?   Surgery  Chemotherapy  Radiation  
 If breast cancer:  Lumpectomy   Mastectomy -  Left    Right    Bilateral 

Are you taking or have you ever taken Tamoxifen and/or an aromatase inhibitor?  Yes   No 
Estrogen receptor status:   ER  positive  negative 
    PR   positive  negative 
    Her2  positive  negative 
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Have you ever had a breast biopsy?  Yes   No 
 If yes: 

 How many and what was the outcome, if known?_____________________________________ 
 When and where were the biopsy(ies) performed? ____________________________________ 

 
Do you or have you ever had: 

Thyroid disease   Yes   No Fibrocystic breasts   Yes   No  
Uterine fibroids   Yes   No  Colon polyps   Yes   No   total # ever found______ 
Lipomas/Fibromas (fatty tumors or skin growths)  Yes   No    
  

Screening (Please check those you have had, the most recent date it was performed, and the result): 
 Mammogram  Date:_______________ Result:________________  
 Breast MRI Date:_______________ Result:________________ 
 Pap and pelvic exam Date:_______________  Result:_______________ 
 Transvaginal Ultrasound Date:_______________ Result:________________ 
 CA-125 Date:_______________ Result:________________ 
 Colonoscopy Date:_______________ Result:________________ 
 PSA Date:_______________ Result:________________  

 
Do you smoke or have you ever smoked?  Yes   No 
     If yes, for how many years?__________________ 

If currently smoking, approximately how many cigarettes in a single day? 
   ½ pack or less            ½ to 1 pack             1-2 packs            more than 2 packs 
 
Approximately how many alcoholic beverages do you drink per week?   

 0-5             6-10                11-20            more than 20 
 
Have you ever been exposed to chemicals, radiation, etc. ?   Yes   No  
If yes, please explain:________________________________________________________________ 
 
How much do you exercise (cardiovascular) in a week?   

 0-30 minutes            30-60 minutes  1-2 hours  more than 2 hours 
 
Please list any chronic conditions (use back side if need more room): 

Medical Condition/Illness Date Treatment 
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Please list any surgeries you’ve had (use back side if need more room): 
Surgical Procedure and Reason  Date Hospital Name and Location 

   

   

   

    

  Please list current medications (use back side if need more room): 
Name of Medication Reason for Taking Medication 

  

  

  

 
If female, please answer the following: 
Age at first period________________________Age at last period___________________________ 

 If periods have stopped, why? 
 naturally     hysterectomy     radiation     chemotherapy    

 
Have you ever used birth control pills?   Yes   No 

 If yes, for how long?   <1 year  1-5 years  5-10 years  10-15 years     >15 years 
 
Have you ever used postmenopausal hormones?   Yes   No 

 If yes, list which ones, when and for how long: 
 
Number of pregnancies:______ Number of children:______Age at first full term pregnancy:______ 
 
Did you breastfeed?    Yes   No 
If yes, for how long (total, including all children)? 

  Never   <1 year   1-2 years   2-3 years   3-4 years   4-5 years   >5 years 
 
Do you have a gynecologist?   Yes   No 

 If yes, name:___________________________________________________________________ 
 
Please check if you have had surgery to remove, and reason why: 
 Breast (which one)  

 Ovary  

 Uterus  

 Cervix  

 Total hysterectomy  

 Other (please list)  
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Personal History: 
What is your marital status? 
  Single      Married      Partnered      Divorced      Widowed 
 
Education level completed (Select One): 

 High School/GED           Some college/Associate’s degree      
 Vocational/technical school beyond high school      College      
 Graduate/professional school     Other _____________________ 

 
Please state your occupation:________________________________________________________ 
 
How long have you been at your current job?____________________________________________ 
 
Indicate your learning preference (check all that apply): 

 Reading   Practicing    Listening      Watching 
 
Please list the country from which your ancestors came (ethnic background and religion): 
 Mother’s family:______________________________________________________________ 
 
 Father’s family:______________________________________________________________ 
 
Are you of Ashkenazi Jewish (Eastern European) descent?   Yes   No 
   
Indicate the spiritual/religious resources you have available to you (check all that apply): 

 Prayer       Church/Temple  Spiritual friend(s)      Spiritual reading 
 Other______________________________________________________________________ 

 
Please list some current stressors in your life:____________________________________________ 
 
Indicate how you cope with stress in your life (check all that apply): 

  Gather information   Talk to family and friends     Make jokes  
  Ignore the problem   Resign myself to the situation    Spend money 
  Take drugs     Approach the problem more simply   Drink alcohol  
  Withdraw from people   Take medications      Eat 
  Blame someone else   Blame myself      Pray 
  Negotiate with God   Let someone else tell me what to do   Sleep 
  Other______________________________________________________________________ 

 
Have you ever been diagnosed with depression or an anxiety disorder?     Yes   No 

 If yes, please state what treatment you received, by who, and for how long: 
  Outpatient:____________________________________________________________ 
  Inpatient:_____________________________________________________________ 

    In past 12 months      One prior admission       2 or more admissions 
 Please list current medications:______________________________________________________ 

 
Name of therapist___________________________________________________________________ 

Would you like us to contact your therapist for additional support?     Yes   No 
 If yes, please list phone number:_______________________________________________ 

Address:__________________________________________________________________ 



Name:________________________________ 
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Please check your primary reason for coming for this genetic consultation (check all that apply): 

 Personal risk for cancer   

 Family risk for cancer (e.g. children, sibs, etc.) 

 Genetic testing 

 Risk reduction options: chemoprevention (e.g. Tamoxifen), preventative surgery 

 Screening Recommendations 

 No concerns, my doctor recommended this consultation 

 Other_________________________________________________________ 

 
How did you learn about our program? 
 
 
 
 
Family History 
On the following pages, please record the information about your family members on the family 
history grid provided, listing each by their first and last name, even if they have never had cancer (in 
this case, write N/A).  Please be as specific and accurate as possible.  Consulting other family members 
may be helpful in completing this form.   If you need more space, please use additional paper. 



Name Date of 
birth 

Cancer type(s) Age(s) at 
diagnosis 

Where diagnosed 
and by whom? 

Was the cancer 
on both sides?  

If deceased, age & 
cause of death 

       
 

 
Name:_________________________________ 

You       
�       

Your brothers & 
sisters 

      

�       

�       

�       

�       

�       

�       

Your children       
�       

�       

�       

�       

�       

 
 
 



Name Date of 
birth 

Cancer type(s) Age(s) at 
diagnosis 

Where diagnosed 
and by whom? 

Was the cancer 
on both sides?  

If deceased, age & 
cause of death 

       
 

 
Name:_________________________________ 

Your mother       
�       

Brothers & sisters of 
your mother 

      

�       

�       

�       

�       

�       

�       

Your mother’s 
mother 

      

�       

Your mother’s father       
�       

 
 
 
 
 



Name Date of 
birth 

Cancer type(s) Age(s) at 
diagnosis 

Where diagnosed 
and by whom? 

Was the cancer 
on both sides?  

If deceased, age & 
cause of death 

       
 

 
Name:_________________________________ 

 
Your father       
�       

Brothers & sisters of 
your father 

      

�       

�       

�       

�       

�       

Your father’s mother       
�       

Your father’s father       
�       

Others with cancer 
(pls list relationship, 
i.e., niece, 
grandchild, etc) 

      

�       

�       
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