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NORTH OF SCOTLAND REGIONAL GENETICS SERVICE

FAMILY INFORMATION SHEET                   GENETIC NUMBER

You (or your child) have been referred to the Genetic Service because of a medical condition in your family.  It would be very helpful if you could complete this form as far as you are able before you attend the clinic.  If you have any questions about this form, please contact us on 01224 552120 (if you live in Grampian, Orkney, or Shetland) or 01463 705823 (if you live in Highland or Western Isles). 

DETAILS OF PERSON COMPLETING FORM:

NAME												PATIENT’S NAME
MAIDEN/PREVIOUS NAME								(if different)
ADDRESS											PATIENT’S DATE OF BIRTH

PREFERRED CONTACT TEL. NUMBER						PATIENT’S PAST MEDICAL HISTORY 
EMAIL ADDRESS
DATE OF BIRTH
OCCUPATION

GENDER
SEX REGISTERED AT BIRTH
PRONOUNS USED 

WHICH BEST DESCRIBES YOUR ETHNIC GROUP?
DO YOU WISH AN INTERPRETER? (please circle) YES/NO
LANGUAGE AND DIALECT REQUESTED

PAST MEDICAL HISTORY
CURRENT MEDICATIONS

Please specify if there is anything further we should know about you (or your child). 

It would also be helpful for us to know if you or any of your relatives have ever attended this or any other Genetic Department. If yes, please specify who, when, and which department. 


YOUR RELATIVES’ DETAILS:	
	Relative
	Name (include
Maiden/previous names)
	Date of birth
	Gender
	Date of death
	Health conditions/cause of death/hospital where treated (where applicable)
	Age of diagnosis
	Last known address

	Your biological children (please include any miscarriages or stillbirths)
	
	
	
	
	
	
	

	Your biological brothers, sisters, siblings 
(state parent if half)
	
	
	
	
	
	
	

	Your biological siblings’ children (state parent)


	
	
	
	
	
	
	

	Your biological mother 
	
	
	
	
	
	
	

	Your biological mother’s mother 
	
	
	
	
	
	
	

	Your biological mother’s father
	
	
	
	
	
	
	

	Your biological mother’s siblings 
(state parent if half)
	
	
	
	
	
	
	

	Your biological maternal cousins 
(state parent)

	

	
	
	
	
	
	

	Your biological father
	
	
	
	
	
	
	

	Your biological father’s mother
	
	
	
	
	
	
	

	Your biological father’s father
	
	
	
	
	
	
	

	Your biological father’s siblings 
(state parent if half)
	
	
	
	
	
	
	

	Your biological paternal cousins 
(state parent)

	
	
	
	
	
	
	


OTHER BIOLOGICAL PARENT OF YOUR CHILD(REN) DETAILS:
	Relative
	Name (include
Maiden/previous names)
	Date of birth
	Gender
	Date of death
	Health conditions/cause of death/hospital where treated (where applicable)
	Age of diagnosis
	Last known address

	Other biological parent of your child(ren)

	
	
	
	
	
	
	

	Their biological children from other relationships 

	
	
	
	
	
	
	

	Their biological siblings (state parent if half)

	
	
	
	
	
	
	

	Their biological siblings’ children (state parent)

	
	
	
	
	
	
	

	Their biological mother 

	
	
	
	
	
	
	

	Their biological mother’s siblings (state parent if half)

	
	
	
	
	
	
	

	Their biological maternal cousins (state parent)


	
	
	
	
	
	
	

	Their biological father 

	
	
	
	
	
	
	

	Their biological father’s siblings (state parent if half)

	
	
	
	
	
	
	

	Their biological paternal cousins (state parent)


	
	
	
	
	
	
	

	Please note here anything else you would like us to understand about your family or the family of the other biological parent of your child(ren). 
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