
Website Patient Inquiries

Medical History Questionnaire

All interested participants need to fill out a Patient Medical History Questionnaire in order for the doctor to review your condition.  This information will be kept confidential and is for the sole purpose of screening and determining eligibility.  Should you be selected for participation, there will be an Eligibility form that is required in order to participate in the Connective Tissue study.  

	Date Completed:
	


Which arm are you interested in participating in?  Please refer to participant letter for further clarification of options.  Please check your interest: 


 FORMCHECKBOX 
 Longitudinal arm 



 FORMCHECKBOX 
 On site mutational analysis arm



 FORMCHECKBOX 
 Off site mutational analysis arm  

 FORMCHECKBOX 
  Any
Section I.  Demographic Data  
Contact Information:                                                                                                                                   
	Full Name (Last, M, First)
	

	Date of Birth
	

	Address
	

	City, State, Zip
	

	Home Phone Number
	

	Cell Phone Number
	

	Work Phone Number
	

	E-mail address 
	

	Contact preference 
	


Primary Care Physician:

	Physician Name (Last, First)
	

	Address
	

	City, State, Zip
	

	Phone Number
	

	Fax Number
	


Name of Emergency Contact:

	Emergency Contact (Last, First)
	

	Relationship to You
	

	Address
	

	City, State, Zip
	

	Phone Number
	


Your Diagnosis:  Please, fill this out completely because your questionnaire cannot be considered for the study without the following information.  
	What is your diagnosis? 


	

	Who made your diagnosis?
	

	When and where was your diagnosis made?
	


Personal Information:

	Height
	

	Weight
	

	Do you need assistance in your daily activities?
	

	Any other special needs?

	

	Do you have any metal body parts?

	


If no formal diagnosis was made, what leads you to believe that you have a Connective Tissue Disorder?
	

	

	

	

	


Section II.  Current Medical History

Current Medical problems: (list in the order of descending severity and importance)

	1)
	

	2)
	

	3)
	

	4)
	

	5)
	

	6)
	

	7)
	

	8)
	

	9)
	

	10)
	


Current Medications: (list dose, reason prescribed, duration - how long been taking drug)

	Medication
	Dose
	Reason Prescribed
	Duration

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medication Allergies: List reaction

	Medication
	Describe Allergic Reaction

	
	

	
	

	
	

	
	


Food or contact allergies: List reaction

	Food or Contact
	Describe Allergic Reaction

	
	

	
	

	
	

	
	


Non-prescription medication use: Please list all herbals and supplements as well as over-the counter medications.

	Herb/Supplements
	Describe Use (Dosage and Duration)

	
	

	
	

	
	

	
	


Cigarette and Alcohol Use
	Do you Smoke Cigarettes, frequency?


	

	Do your Drink Alcohol, frequency?


	


Recent life changes; (loss of job, death or illness of family member or significant other, decline in personal or family health status, financial stress, interpersonal problems, other stressors) Please describe below:
	

	

	

	

	


Section III. Past Medical History

Birth History (ages 0-1): 
Complications in pregnancy or delivery, newborn feeding or breathing problems, birth weight and length. Please include if your mother had a history of miscarriages.  Please describe below:
	

	

	

	

	


Childhood History (ages 1-18):

Check all that apply: 
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Adult History (Medical Problems Developed in Adult Life):

Surgeries: (Include approximate dates)

	Approx. Date
	Type of Surgery

	
	

	
	

	
	

	
	

	
	


Hospitalizations (include approximate dates)

	Approx. Date
	Reason Hospitalized

	
	

	
	

	
	

	
	

	
	


(Women only): Menstrual history, heavy menses, pain or bleeding with intercourse.  If abnormal, please detail below:
	

	

	

	

	


Review of Symptoms: (Check all that apply)
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Section IV. Family History

Are there other family members who are experiencing similar symptoms? 

Please list siblings, sibling’s children, parents, siblings of parents, both grandparents on each side of the family. If information is available on grandparents’ siblings and great-grandparents, please include that also. Pertinent information includes: Year of birth (approximate is ok), if deceased, age and cause of death, ethnic background, inter-relatedness within the family (cousin, first and second cousin marriages). Please list if the person has hypermobile joints, dislocations, curved spine, flat feet, abnormal scars, youthful appearance, long limbs or digits, unusual tall or short stature. Please list all medical problems for each person to the best of your ability, such as history of aneurysms, cancer, heart or kidney disease, mental retardation, autism, developmental delay, diabetes, history of chronic pain, birth defects (such as club foot, cleft palate, extra digits). If the person suffered from excess miscarriages or infertility, please include that also. We fully understand that you may not have this comprehensive information on every member of your family.  
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Section IV. How to submit

If you feel that you need to attach a narrative or additional details, please do so at the time of the submission.

After completion of the document you can either fax this document to 410-350-7308 or mail it to:
Dr. Nazli McDonnell

NIA-ASTRA Unit 5th Floor

3001 S. Hanover Street

Baltimore MD 21225




Please do not complete- For Dr McDonnell
Approved 








Not approved 

Schedule:  Top priority, priority, next available date, or __________________________

Approved pending _______________________________________________________
Longitudinal only, 

 Either 

   
Mutational only, off site / on site 
Caregiver required Yes or No 

DX:______________________

Signature ______________________________________      Date:__________________
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