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State of New Jersey

DEPARTMENT OF CHILDREN AND FAMILIES
Division of Child Protection and Permanency
FAMILY MEDICAL HISTORY

	--------------------------------------------------------------------------------------------------
CHILD'S FIRST NAME

--------------------------------------------------------------------------------------------------
NAME & TITLE OF PERSON COMPLETING FORM


	--------------------------------------------------------------------------------------------------------
CASE ID NUMBER
--------------------------------------------------------------------------------------------------------
DATE


SECTION I.     BIRTH MOTHER
Indicate by checking appropriate box if the birth mother or any of her relatives has had or now has any of the medical conditions listed below. Specify the relative's relationship to the MOTHER (e.g. parent, grandparent, sibling, aunt, uncle, cousin, etc.). For any condition checked YES please provide specific information regarding the condition and/or course of treatment in the column marked ADDITIONAL INFORMATION. This column may be used as well to discuss any medical conditions not specifically listed below. 
PART A         HEALTH HISTORY.......MEDICAL CONDITIONS........DISEASES.......ILLNESSES

            MEDICAL CONDITION
         MOTHER

RELATIVE
	ARTHRITIS
	YES
	  NO
	UNK      
	Relationship to 

Mother - Specify
	ADDITIONAL INFORMATION

	Rheumatoid
	
	
	
	
	

	Osteo
	
	
	
	
	

	Juvenile
	
	
	
	
	

	BIRTH HANDICAPS
	YES
	NO 
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Cleft palate
	
	
	
	
	

	Harelip
	
	
	
	
	

	Congenital Heart Defect
	
	
	
	
	

	Fetal Alcohol Syndrome
	
	
	
	
	

	Fetal Drug

Exposure
	
	
	
	
	

	Hydrocephalus
	
	
	
	
	

	Microcephalus
	
	
	
	
	

	Spina Bifida
	
	
	
	
	

	BLOOD PROBLEMS 
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Anemia
	
	
	
	
	

	Cooley's Anemia (Thalassemia)
	
	
	
	
	

	Hemophilia
	
	
	
	
	

	Leukemia
	
	
	
	
	

	Addison's Disease
	
	
	
	
	

	Sickle Cell Trait
	
	
	
	
	

	Sickle Cell Disease
	
	
	
	
	

	Hepatitis
	
	
	
	
	



MEDICAL CONDITION
MOTHER
RELATIVE
	       CANCER

	 YES
	 NO
	UNK 
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Breast
	
	
	
	
	

	Cervical
	
	
	
	
	

	Uterine
	
	
	
	
	

	Ovarian
	
	
	
	
	

	Hodgkin's Disease
	
	
	
	
	

	Bone
	
	
	
	
	

	Prostate
	
	
	
	
	

	Lung
	
	
	
	
	

	Melanoma (Skin)
	
	
	
	
	

	Stomach
	
	
	
	
	

	Liver
	
	
	
	
	

	Malignant Tumors
	
	
	
	
	

	Benign Tumors
	
	
	
	
	

	CARDIAC CONDITIONS
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Arteriosclerosis
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	Hypertension
	
	
	
	
	

	Murmur 
	
	
	
	
	

	Mitral valve prolapse
	
	
	
	
	

	Angina
	
	
	
	
	

	Stroke
	
	
	
	
	

	Heart Attack
	
	
	
	
	

	    CHROMOSOMAL

   ABNORMALITIES 
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Down's Syndrome
	
	
	
	
	

	Turner's Syndrome
	
	
	
	
	

	DENTAL CONDITIONS 
	YES
	 NO   
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Periodontal disease
	
	
	
	
	

	Gingivitis
	
	
	
	
	

	Overbite
	
	
	
	
	

	Underbite
	
	
	
	
	

	Dentures
	
	
	
	
	

	Multiple cavities
	
	
	
	
	

	   EDUCATIONAL 

    HANDICAPS                      
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Mental Retardation
	
	
	
	
	

	Attention Deficit Disorder
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Hearing Impaired (specify)
	
	
	
	
	

	Speech Problems (specify)
	
	
	
	
	

	Learning Disorder (specify)
	
	
	
	
	

	Dyslexia
	
	
	
	
	

	Emotionally Disturbed
	
	
	
	
	

	 MENTAL HEALTH
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Depression
	
	
	
	
	

	Autism
	
	
	
	
	

	Alzheimer's Disease
	
	
	
	
	


MEDICAL CONDITION
MOTHER
RELATIVE

	Suicidal
	
	
	
	
	

	Psychosis
	
	
	
	
	

	Schizophrenia
	
	
	
	
	

	Manic Depressive
	
	
	
	
	

	Anorexia
	
	
	
	
	

	Bulimia
	
	
	
	
	

	MUSCULOSKELET-AL CONDITIONS
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	   ADDITIONAL INFORMATION

	Cerebral Palsy
	
	
	
	
	

	Clubfoot
	
	
	
	
	

	Scoliosis
	
	
	
	
	

	Slipped disk
	
	
	
	
	

	Pinched nerve
	
	
	
	
	

	NEUROMUSCULAR CONDITIONS
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	  ADDITIONAL INFORMATION

	Amyotrophic Lateral Sclerosis (ALS or Lou Gehrig's Disease)
	
	
	
	
	

	Huntington's Disease
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	

	Neurofibromatosis
	
	
	
	
	

	Parkinson's Disease
	
	
	
	
	

	Tay-Sachs Disease
	
	
	
	
	

	Muscular Dystrophy
	
	
	
	
	

	RESPIRATORY

CONDITIONS 
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Asthma
	
	
	
	
	

	Emphysema
	
	
	
	
	

	Cystic Fibrosis
	
	
	
	
	

	Allergies/Hay Fever
	
	
	
	
	

	Food Allergies
	
	
	
	
	

	Drug Allergies
	
	
	
	
	

	Reactive Airway Disease
	
	
	
	
	

	Tuberculosis
	
	
	
	
	

	SEXUALLY TRANSMITTED DISEASES
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Gonorrhea
	
	
	
	
	

	Chlamydia
	
	
	
	
	

	Syphilis
	
	
	
	
	

	HIV +
	
	
	
	
	

	Herpes
	
	
	
	
	

	Pelvic Inflammatory Disease
	
	
	
	
	

	SKELETAL

ABNORMALITIES
	YES
	NO
	UNK
	Relationship to

Mother - Specify
	ADDITIONAL INFORMATION

	Dwarfism
	
	
	
	
	

	Hunchback
	
	
	
	
	

	Easily Broken Bones
	
	
	
	
	

	Osteoporosis
	
	
	
	
	

	Malformed Features or Organs (specify)
	
	
	
	
	

	Paralysis
	
	
	
	
	

	Abnormal Digits (specify)
	
	
	
	
	


 
MEDICAL CONDITION
MOTHER
RELATIVE
	SKIN CONDITIONS
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Psoriasis
	
	
	
	
	

	Eczema
	
	
	
	
	

	Seborrhea
	
	
	
	
	

	VISUAL CONDITIONS
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Blindness
	
	
	
	
	

	Retinitis Pigmentosa
	
	
	
	
	

	Glaucoma
	
	
	
	
	

	Near Sighted
	
	
	
	
	

	Far Sighted
	
	
	
	
	

	Color Blindness
	
	
	
	
	

	Crossed Eyes
	
	
	
	
	

	Lazy Eye 
	
	
	
	
	

	Cataracts
	
	
	
	
	

	Astigmatism
	
	
	
	
	

	OTHER ILLNESSES  
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Epilepsy/Seizures
	
	
	
	
	

	Tourettes Syndrome
	
	
	
	
	

	Crohn's Disease
	
	
	
	
	

	Lyme Disease
	
	
	
	
	

	Hepatitis (specify)
	
	
	
	
	

	Thyroid Disease/Disorder
	
	
	
	
	

	Cirrhosis
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Kidney Stones
	
	
	
	
	

	Endometriosis
	
	
	
	
	

	Gall Stones
	
	
	
	
	

	Lupus
	
	
	
	
	

	Kidney Disease
	
	
	
	
	

	Liver Disorder
	
	
	
	
	

	GENERAL HEALTH          ISSUES
	YES
	 NO
	UNK
	Relationship to Mother - Specify
	ADDITIONAL INFORMATION

	Hypoglycemia
	
	
	
	
	

	High cholesterol
	
	
	
	
	

	Obesity
	
	
	
	
	

	Malnutrition
	
	
	
	
	

	Multiple Births
	
	
	
	
	

	Premature Babies
	
	
	
	
	

	SIDS
	
	
	
	
	

	Apnea Monitor
	
	
	
	
	


	PLEASE NOTE ANY OTHER CONDITIONS NOT LISTED ABOVE WHICH THE MOTHER IS AWARE OF IN HER OWN HEALTH HISTORY OR THAT OF HER FAMILY MEMBERS: 

	


	PLEASE SUPPLY THE FOLLOWING DESCRIPTIVE INFORMATION CONCERNING THE BIRTH MOTHER: 

	Hand dominance:                   Right                     Left

Height:                     Weight:                   Body Build:  _________________________________

Distinguishing Characteristics:  __________________________________________________________________
____________________________________________________________________________

Childhood Illnesses:  ___________________________________________________________________________
_____________________________________________________________________________

Accidents/hospitalizations/injuries (nature of event and date):  ____________________________________________
_____________________________________________________________________________
_____________________________________________________________________________



PART B
MEDICATION AND DRUGS TAKEN DURING THE CHILD'S GESTATION

AND 5 YEAR'S PRIOR TO THE CHILD'S BIRTH
	 SUBSTANCE
	YES
	NO
	UNK
	FREQUENCY
	ADDITIONAL INFORMATION

	Alcohol
	
	
	
	
	

	Amphetamines (specify)
	
	
	
	
	

	Barbiturates (specify)
	
	
	
	
	

	Cocaine/Crack Cocaine
	
	
	
	
	

	Heroin
	
	
	
	
	

	Tobacco
	
	
	
	
	

	Cortisone
	
	
	
	
	

	Steroids
	
	
	
	
	

	Hormones (specify)
	
	
	
	
	

	LSD
	
	
	
	
	

	Marijuana
	
	
	
	
	

	Sleeping Pills
	
	
	
	
	

	Diet Pills
	
	
	
	
	

	Tranquilizers (specify)
	
	
	
	
	

	Fertility Drugs (specify)
	
	
	
	
	

	Medication (s) taken for any condition listed in Part A.  Specify condition and type of medication.


	

	Specify non-prescription drugs taken such as pain relievers, antihistamines, etc.


	


IF THE CHILD IS A GIRL, PLEASE COMPLETE THE FOLLOWING CHARTS:

	MOTHER'S GYNECOLOGICAL HISTORY

	
	SPECIFY

	Age at start of menstruation?


	

	Age of menopause (of mother or relatives)


	

	Birth control used 


	

	Fertility medication used


	

	Menstrual problems


	

	Number of medical abortions


	

	Number of pregnancies


	


	CONDITION
	Yes
	NO

	C-Section


	(specify #)
	

	Cystic/fibrous breasts


	
	

	Endometriosis


	
	

	Spontaneous abortions


	(specify #)
	

	Stillbirths 


	(specify #)
	

	Toxemia


	
	

	Uterine fibroids

	
	


State of New Jersey

DEPARTMENT OF CHILDREN AND FAMILIES
Division of Child Protection and Permanency
FAMILY MEDICAL HISTORY

	--------------------------------------------------------------------------------------------------
CHILD'S FIRST NAME

--------------------------------------------------------------------------------------------------
NAME & TITLE OF PERSON COMPLETING FORM


	--------------------------------------------------------------------------------------------------------
CASE ID NUMBER
--------------------------------------------------------------------------------------------------------
DATE


SECTION II.     BIRTH FATHER
Indicate by checking appropriate box if the birth father or any of his relatives has had or now has any of the medical conditions listed below. Specify the relative's relationship to the FATHER (e.g. parent, grandparent, sibling, aunt, uncle, cousin, etc.). For any condition checked YES please provide specific information regarding the condition and/or course of treatment in the column marked ADDITIONAL INFORMATION. This column may be used as well to discuss any medical conditions not specifically listed below. 
PART A         HEALTH HISTORY.......MEDICAL CONDITIONS........DISEASES.......ILLNESSES

            MEDICAL CONDITION
         FATHER

RELATIVE
	ARTHRITIS
	YES
	  NO
	UNK      
	Relationship to 

Father - Specify
	ADDITIONAL INFORMATION

	Rheumatoid
	
	
	
	
	

	Osteo
	
	
	
	
	

	Juvenile
	
	
	
	
	

	BIRTH HANDICAPS
	YES
	NO 
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Cleft palate
	
	
	
	
	

	Harelip
	
	
	
	
	

	Congenital Heart Defect
	
	
	
	
	

	Fetal Alcohol Syndrome
	
	
	
	
	

	Fetal Drug

Exposure
	
	
	
	
	

	Hydrocephalus
	
	
	
	
	

	Microcephalus
	
	
	
	
	

	Spina Bifida
	
	
	
	
	

	BLOOD PROBLEMS 
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Anemia
	
	
	
	
	

	Cooley's Anemia (Thalassemia)
	
	
	
	
	

	Hemophilia
	
	
	
	
	

	Leukemia
	
	
	
	
	

	Addison's Disease
	
	
	
	
	

	Sickle Cell Trait
	
	
	
	
	

	Sickle Cell Disease
	
	
	
	
	

	Hepatitis
	
	
	
	
	



MEDICAL CONDITION
FATHER
RELATIVE
	       CANCER

	 YES
	 NO
	UNK 
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Breast
	
	
	
	
	

	Cervical
	
	
	
	
	

	Uterine
	
	
	
	
	

	Ovarian
	
	
	
	
	

	Hodgkin's Disease
	
	
	
	
	

	Bone
	
	
	
	
	

	Prostate
	
	
	
	
	

	Lung
	
	
	
	
	

	Melanoma (Skin)
	
	
	
	
	

	Stomach
	
	
	
	
	

	Liver
	
	
	
	
	

	Malignant Tumors
	
	
	
	
	

	Benign Tumors
	
	
	
	
	

	CARDIAC CONDITIONS
	YES
	 NO
	UNK
	Relationship to 

Father - Specify
	ADDITIONAL INFORMATION

	Arteriosclerosis
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	Hypertension
	
	
	
	
	

	Murmur 
	
	
	
	
	

	Mitral valve prolapse
	
	
	
	
	

	Angina
	
	
	
	
	

	Stroke
	
	
	
	
	

	Heart Attack
	
	
	
	
	

	    CHROMOSOMAL

   ABNORMALITIES 
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Down's Syndrome
	
	
	
	
	

	Turner's Syndrome
	
	
	
	
	

	DENTAL CONDITIONS 
	YES
	 NO   
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Periodontal disease
	
	
	
	
	

	Gingivitis
	
	
	
	
	

	Overbite
	
	
	
	
	

	Underbite
	
	
	
	
	

	Dentures
	
	
	
	
	

	Multiple cavities
	
	
	
	
	

	   EDUCATIONAL 

    HANDICAPS                      
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Mental Retardation
	
	
	
	
	

	Attention Deficit Disorder
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Hearing Impaired (specify)
	
	
	
	
	

	Speech Problems (specify)
	
	
	
	
	

	Learning Disorder (specify)
	
	
	
	
	

	Dyslexia
	
	
	
	
	

	Emotionally Disturbed
	
	
	
	
	

	 MENTAL HEALTH
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Depression
	
	
	
	
	

	Autism
	
	
	
	
	

	Alzheimer's Disease
	
	
	
	
	

	Suicidal
	
	
	
	
	

	Psychosis
	
	
	
	
	



MEDICAL CONDITION
FATHER
RELATIVE

	MENTAL HEALTH

(CONT’D)
	YES
	 NO
	UNK
	Relationship to Father - Specify
	   ADDITIONAL INFORMATION

	Schizophrenia
	
	
	
	
	

	Manic Depressive
	
	
	
	
	

	Anorexia
	
	
	
	
	

	Bulimia
	
	
	
	
	

	MUSCULOSKELE-TAL CONDITIONS
	YES
	 NO
	UNK
	Relationship to Father - Specify
	   ADDITIONAL INFORMATION

	Cerebral Palsy
	
	
	
	
	

	Clubfoot
	
	
	
	
	

	Scoliosis
	
	
	
	
	

	Slipped disk
	
	
	
	
	

	Pinched nerve
	
	
	
	
	

	NEUROMUSCULAR CONDITIONS
	YES
	 NO
	UNK
	Relationship to Father - Specify
	  ADDITIONAL INFORMATION

	Amyotrophic Lateral Sclerosis (ALS or Lou Gehrig's Disease)
	
	
	
	
	

	Huntington's Disease
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	

	Neurofibromatosis
	
	
	
	
	

	Parkinson's Disease
	
	
	
	
	

	Tay-Sachs Disease
	
	
	
	
	

	Muscular Dystrophy
	
	
	
	
	

	RESPIRATORY

CONDITIONS 
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Asthma
	
	
	
	
	

	Emphysema
	
	
	
	
	

	Cystic Fibrosis
	
	
	
	
	

	Allergies/Hay Fever
	
	
	
	
	

	Food Allergies
	
	
	
	
	

	Drug Allergies
	
	
	
	
	

	Reactive Airway Disease
	
	
	
	
	

	Tuberculosis
	
	
	
	
	

	SEXUALLY TRANSMITTED DISEASES
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Gonorrhea
	
	
	
	
	

	Chlamydia
	
	
	
	
	

	Syphilis
	
	
	
	
	

	HIV +
	
	
	
	
	

	Herpes
	
	
	
	
	

	Pelvic Inflammatory Disease
	
	
	
	
	

	SKELETAL

ABNORMALITIES
	YES
	NO
	UNK
	Relationship to

Father - Specify
	ADDITIONAL INFORMATION

	Dwarfism
	
	
	
	
	

	Hunchback
	
	
	
	
	

	Easily Broken Bones
	
	
	
	
	

	Osteoporosis
	
	
	
	
	

	Malformed Features or Organs (specify)
	
	
	
	
	

	Paralysis
	
	
	
	
	

	Abnormal Digits (specify)
	
	
	
	
	



MEDICAL CONDITION
FATHER
RELATIVE
	SKIN CONDITIONS
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Psoriasis
	
	
	
	
	

	Eczema
	
	
	
	
	

	Seborrhea
	
	
	
	
	

	VISUAL CONDITIONS
	YES
	NO
	UNK
	Relationship to

Father - Specify
	ADDITIONAL INFORMATION

	Blindness
	
	
	
	
	

	Retinitis Pigmentosa
	
	
	
	
	

	Glaucoma
	
	
	
	
	

	Near Sighted
	
	
	
	
	

	Far Sighted
	
	
	
	
	

	Color Blindness
	
	
	
	
	

	Crossed Eyes
	
	
	
	
	

	Lazy Eye 
	
	
	
	
	

	Cataracts
	
	
	
	
	

	Astigmatism
	
	
	
	
	

	OTHER ILLNESSES  
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Epilepsy/Seizures
	
	
	
	
	

	Tourettes Syndrome
	
	
	
	
	

	Crohn's Disease
	
	
	
	
	

	Lyme Disease
	
	
	
	
	

	Hepatitis (specify)
	
	
	
	
	

	Thyroid Disease/Disorder
	
	
	
	
	

	Cirrhosis
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Kidney Stones
	
	
	
	
	

	Endometriosis
	
	
	
	
	

	Gall Stones
	
	
	
	
	

	Lupus
	
	
	
	
	

	Kidney Disease
	
	
	
	
	

	Liver Disorder
	
	
	
	
	

	GENERAL HEALTH          ISSUES
	YES
	 NO
	UNK
	Relationship to Father - Specify
	ADDITIONAL INFORMATION

	Hypoglycemia
	
	
	
	
	

	High cholesterol
	
	
	
	
	

	Obesity
	
	
	
	
	

	Malnutrition
	
	
	
	
	

	Multiple Births
	
	
	
	
	

	Premature Babies
	
	
	
	
	

	SIDS
	
	
	
	
	

	Apnea Monitor
	
	
	
	
	


	PLEASE NOTE ANY OTHER CONDITIONS NOT LISTED ABOVE WHICH THE FATHER IS AWARE OF IN HIS OWN HEALTH HISTORY OR THAT OF HIS FAMILY MEMBERS:

	


	PLEASE SUPPLY THE FOLLOWING DESCRIPTIVE INFORMATION CONCERNING THE BIRTH FATHER: 

	Hand dominance:    ________Right    ________Left

Height: _______      Weight: ________      Body Build: -------------------------------------------------

Distinguishing Characteristics:  ___________________________________________________________________
_____________________________________________________________________________

Childhood Illnesses:  ____________________________________________________________________________

_____________________________________________________________________________

Accidents/hospitalizations/injuries (nature of event and date):  _____________________________________________
_____________________________________________________________________________
______________________________________________________________________________



PART B
MEDICATION AND DRUGS KNOWN TO HAVE BEEN TAKEN BY THE 


   FATHER DURING THE 5 YEAR'S PRIOR TO THE CHILD'S BIRTH

	 SUBSTANCE
	YES
	NO
	UNK
	FREQUENCY
	ADDITIONAL INFORMATION

	Alcohol
	
	
	
	
	

	Amphetamines (specify)
	
	
	
	
	

	Barbiturates (specify)
	
	
	
	
	

	Cocaine/Crack Cocaine
	
	
	
	
	

	Heroin
	
	
	
	
	

	Tobacco
	
	
	
	
	

	Cortisone
	
	
	
	
	

	Steroids
	
	
	
	
	

	Hormones (specify)
	
	
	
	
	

	LSD
	
	
	
	
	

	Marijuana
	
	
	
	
	

	Sleeping Pills
	
	
	
	
	

	Diet Pills
	
	
	
	
	

	Tranquilizers (specify)
	
	
	
	
	

	Fertility Drugs (specify)
	
	
	
	
	

	Medication (s) taken for any condition listed in Part A.  Specify condition and type of medication.


	

	Specify non-prescription drugs taken such as pain relievers, antihistamines, etc.


	


SECTION III

PREGNANCY HISTORY INVOLVING THIS CHILD             

Child's Name:_____________________________________________________________
Are the parents related to each other?_________YES_________NO_________UNKNOWN


If yes, what is the relationship?______________________________________________________
Month prenatal care began for this pregnancy?__________________________________________________
Weight gain during pregnancy?_________________________
Complications during pregnancy?_________YES_________NO


If yes, explain____________________________________________________________________

________________________________________________________________________________

Was there any X-ray, electrocardiogram, or radiation exposure during this pregnancy?


_________YES_________NO


If yes, explain_____________________________________________________________________

________________________________________________________________________________
MATERNAL CONDITIONS DURING PREGNANCY






YES
NO

DATE

Accidents




       
       

________________________
Alcohol Use




       
       

________________________

Diabetes




       
       

________________________

Drug Use




       
       

________________________

Infections




       
       

________________________

Near Miscarriage




       
       

________________________

Rubella (German Measles)


       
       

________________________

Severe Vaginal Bleeding 



       
       

________________________

Tobacco Use (Smoking)



       
       

________________________

Toxemia




       
       

________________________

Venereal Disease




       
       

________________________

Virus (Flu, Mono, Cold Sores)


       
       

________________________


If yes, explain______________________________________________________________________


__________________________________________________________________________________

DELIVERY REGARDING THIS CHILD
Duration of Labor____________Blood Type____________Rh Factor____________

Type of Delivery _________Vaginal_________Cesarean-Section

Anesthesia/medication used___________________________________________________________________

Forceps used_________YES_________NO

Serology_________________________

SECTION IV



BIRTH HISTORY OF CHILD

Child's Name:__________________________________________________________________
Date of Birth:_______________Time of Birth:_______________Sex:_______________

Place of Birth:_________________________________________________________________________________


       _________________________________________________________________________________

Term:___________Weeks

Weight:____________Pounds____________Ounces/____________Grams

Length:____________Inches/____________Centimeters

Head Circumference:____________Inches/____________Centimeters

Chest Circumference:____________Inches/____________Centimeters

Respiration:____________Immediate_____________Delayed____________Induced

Apgar Score:____________One Minute____________Five Minutes

Condition of Child at Birth:______________________________________________________________________
Comments on Childbirth:________________________________________________________________________



          _________________________________________________________________________

Abnormalities:_________________________________________________________________________________
Baby's Blood Type:____________________


Rh Factor:____________________
TSH, T4:____________________________
Coombs Test:_________________________
PKU:________________________________
Bilirubin:_____________________________
Eye Prophylaxis:_______________________

Date of Circumcision:___________________
Date of Discharge:_______________________


Discharge Weight:_____________

Condition of Child at Discharge:__________________________________________________________________
CHILDHOOD DISEASES                

DEVELOPMENTAL MILESTONES



YES
NO
DATE





AGE

Chicken Pox
____
____
______


Sat Up


______________

Measles

____
____
______


Talked


______________
Mumps

____
____
______


Crawled


______________

Rubella

____
____
______


Walked


______________

Whooping Cough____
____
______


Bowel Control

______________







Bladder Control

______________

SECTION V



CHILD'S HEALTH HISTORY
Child's Name:___________________________________________________________________

Drug Screening: 
Date__________
Result__________

HIV Testing: 

Date _________
Result__________
Date_________Result__________

Sickle Cell: 

Date_________
Result__________

TB (Indicate Mantoux Test or Tine):

Date__________
Result_________
Other: Specify_________________________Date__________
Result_________

IMMUNIZATIONS (DATES)
Mumps
________________________________________
Rubella
________________________________________

Measles _________________________________________
DPT (Diptheria, Tetanus, Pertussis)

8.__________2.__________3.__________Booster__________Booster__________

Tetanus Booster

  1._________2._________
Polio (Indicate Salk or Sabin)

9.__________2.__________3.__________Booster__________Booster___________
HIB (Haemophilus Influenza)

10.__________2.__________3.__________4.__________
Significant Illness (Type and Date)_________________________________________________________________

_____________________________________________________________________________________________

Significant Injury (Type and Date)__________________________________________________________________

_____________________________________________________________________________________________

Surgery (Type and Date)__________________________________________________________________________
_____________________________________________________________________________________________

SECTION VI


EXAMINATION BY MEDICAL SPECIALIST(S)

Child's Name:_________________________________________________________________________
	Date of Treatment:_____________________________

Name of Physician:____________________________

Diagnosis/Findings:

Prognosis:

Recommendations for Treatment:

Medication Prescribed:


	Date of Treatment:________________________________

Name of Physician:_______________________________

Diagnosis/Findings:

Prognosis:

Recommendations for Treatment:

Medication Prescribed:



	Date of Treatment:__________________________

Name of Physician:__________________________

Diagnosis/Findings:

Prognosis:

Recommendations for Treatment:

Medication Prescribed:
	Date of Treatment:______________________________

Name of Physician:______________________________

Diagnosis/Findings:

Prognosis:

Recommendations for Treatment:

Medication Prescribed:




SECTION VII

PERSONALITY AND TEMPERAMENT OF CHILD

Child's Name:__________________________________________________________________
Describe the child's personality and temperament in relation to his/her age. Where appropriate, include a description of the child's usual disposition, his/her interaction with adults and other children, any unusual personality traits or habits, and any special needs which the child may have.

____________________________________________________________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

EVALUATION OF CHILD BY PSYCHOLOGIST OR PSYCHIATRIST

Date of evaluation:_____________________________
Nature of presenting problem:____________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Diagnosis / Findings:__________________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________
Recommendations:_____________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Medication prescribed, if any:____________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
SECTION VIII
ADOPTIVE PARENT'S ACKNOWLEDGEMENT OF RECEIPT OF MEDICAL HISTORY

Child's Name:__________________________________________________________________
Child's Case ID Number:___________________________
I hereby acknowledge receipt of a copy of the Family Medical History Form as a component of the adoptive placement of______________________________________________________________in my home.

The Family Medical History Form includes:

Section I 
Medical Information on the Birth Mother

Section II 
Medical Information on the Birth Father

Section III
Pregnancy History Involving This Child

Section IV
Birth History of Child

Section V
Child's Health History

Section VI
Examination by Medical Specialist(s)

Section VII
Personality and Temperament of Child

I understand that the agency has included on this form all related information that was obtained by the agency while working 

with the above-named child and his/her birth family.  Additional information was obtained from______________________

_______________________________________________________________who referred this child for adoption purposes.

I further understand that there may be undetected medical conditions or medical information from the child's background that were not made known to the agency and, therefore, could not be made available to me.

I am aware that the agency will be giving me additional information including the birth parent's social, educational, and developmental history, and the child's most recent medical examination.

I understand that I have been given all known HIV information about the HIV status of the child and the birth parents; and that

the HIV information regarding the birth parents must be kept confidential in accordance with N.J.S.A. 26:5C-10, and I

agree to comply with this requirement.

Signature(s ) of adoptive parent(s)

__________________________________________



Date___________________
__________________________________________



Date___________________

____








Agency Representative 






Title

Date

Agency:______________________________________________________________________________________

Address:______________________________________________________________________________________

____________________________________________________________________________________________

Phone: _________________________________

