Family History Questionnaire for Hereditary Cancer

Patient Name: Physician: Date:

Do you have cancer? Yesd NoO If yes, what type: Age Diagnosed: ___

Please check the boxes below if you or your family has a history of any of the following
conditions: You may check multiple boxes if necessary

Condition You Mother’s Side Father’s Side
Breast Cancer—Prior to age 50 O O m
Male Breast Cancer—at any age O O O
Ovarian Cancer—at any age O O O
Uterine Cancer—Prior to age 50 0 O O
Colon Cancer—Prior to age 50 m O m
15 or more Colon polyps O O m
2 or more Melanomas O O O
Pancreatic cancer—at any age O O O
Other Cancers: O O O

Do you have an Ashkenazi (Central/Eastern European) Jewish Ancestry? Yes O No O

None of these cancers apply to me or my family: O



If you have checked off one or more boxes from the Family History Questionnaire you may be at risk of inherited cancer.
Fortunately, there is a way to find out- hereditary cancer testing. A blood test can determine if you are at risk for
hereditary cancer, so you and your doctor can begin steps now to reduce your risk and possibly, prevent the cancer.

Ask you doctor about how you could benefit from hereditary cancer testing.

Most insurance companies will reimburse for these tests and all information is strictly confidential.

Below is for Office Use Only

Hereditary Cancer Syndrome Suspected: OYes  ONot at this time



