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Have any biological family members had...? Comments
Childhood hearing loss ? |
Nasal allergies/ hay fever
Asthma

Food Allergies

Cystic Fibrosis

Tuberculosis/ positive PPD

Stroke (before 55 years old)

Heart disease (before 55 years old)

High cholesterol/takes cholesterol medication

Anemia

Bleeding disorder/hemophilia

Dental decay i

Cancer (before 55 years old) |

Liver disease

Kidney disease \_

Diabetes (before 55 years old) P

Bed wetting (after 10 years old) l
Obesity '

Epilepsy/convulsions/seizures ] |

Alcohol abuse |

Drug abuse

Tobacco abuse |

ADHD |

Anxiety

Depression

Mental health problems

Autism

Developmental disability |

Birth defects/chromosomal abnormalities P |

Immune problems, HIV, or AIDS . i

nMigraine headaches } |

Lazy eye |

Vision problems

Hip dysplasia

T
|
Hip problems | | 1
| Any other significant problem T T




