Lifecycles Obstetrics & Gynecology, P.C.
Notice and Acknowledgement

Acknowlegement:

I acknowledge that I have read the Notice of Privacy Practices & Red Flag Policy/Identity Theft Compliance Program.

____________________________

______________

Patient or Personal Representative

Date


Signature

If personal Representative’s signature appears above, please describe Personal Representative’s relationship to the patient:

_____________________________

Family History Questionnaire for Common Hereditary Cancer Syndromes

Patient name:_____________________________________   Physician: ________________________

Date of Birth:_____________________________________    Date Completed: __________________

Instructions: Please circle Y to those that apply to YOU and/or YOUR FAMILY (on both your mother’s or father’s side). Behind each statement, please list their relationship to you and their age at diagnosis.

BREAST AND OVARIAN CANCER


RELATIONSHIP

AGE AT DIAGNOSIS
Y   N
Breast cancer before age 50


________________
________________

Y   N
Ovarian cancer




________________
________________

Y   N
Breast cancer in both breasts


________________
________________

Or multiple primary breast cancers

Y   N
both breast and ovarian cancer 


________________
________________

Y   N
Male breast cancer



________________
________________

Y   N 
2 or more breast or ovarian cancers

________________
________________

Y   N
Ashkenazi Jewish & personal or family

________________
________________


History of breast or ovarian cancer

COLON AND UTERINE CANCER
Y   N
Uterine cancer before age 50


________________
________________

Y   N 
Colorectal cancer before age 50


________________
________________

Y   N 
Both uterine & colorectal cancer

________________ 
________________

Y   N
2 or more uterine or colorectal cancers

________________
________________

Y   N
Uterine and or colorectal AND ovarian, 

________________
________________


stomach , kidney/urinary tract, brain OR


small bowel cancer

_____________________________________

_____________________________________

Patient’s Signature


Date

Physician’s Signature


Date

Office use only:

__ Candidate for further risk assessment and/or genetic testing	__ Patient offered genetic testing


__ Information given to patient to review				__ Accepted 	__ Declined


__ Follow up appointment scheduled   Date:__________________











