
  Family History Questionnaire for  
   Hereditary Breast and Ovarian Cancer Syndromes 

 
Patient Name: ____________________________            Date of Birth: _________________________ 
 
HAVE YOU HAD:   
1.  Breast cancer prior to age 50?                                  � No  � Yes     
2.  Breast cancer at age 50 or after?      � No  � Yes     
3.  Ovarian cancer at any age?                            � No  � Yes    
 
4. Are you of Ashkenazi Jewish descent?                 � No  � Yes    
 
HAS ANYONE IN YOUR FAMILY (parents, children, siblings, grandparents, aunts/uncles, cousins) HAD:   
5.  Breast cancer prior to age 50?           � No  � Yes    
 
     If yes, then who ____________________________________________ 
 
6.  Breast cancer in both breasts?                                  � No  � Yes    
7.  Ovarian cancer at any age:                              � No  � Yes    
8.  Both breast & ovarian cancer in same individual    � No  � Yes    
9.  Male breast cancer                   � No  � Yes    
 
10.  Total # of relatives affected by breast cancer prior to age 50  ________or ovarian cancer at  
       any age_____________ 

 
11. Have you or any relatives been tested for the BRCA 1 & 2 genes (hereditary breast &     
      ovarian cancer) before?                     � No  �Yes     
 
      If yes, then who ____________________  result:  ___________________ 
 
PATIENT FOLLOW-UP/CONTACT INFO: 
 
12. If you are found to be a candidate for genetic testing based on the above information, would 
      you be interested in being contacted by our genetic educator, Laurie Jeffers, MSN, FNP, for  
      possible comprehensive hereditary cancer risk education and testing?           � No   � Yes    
 
       If yes, best phone number where you may be contacted:  day:  _______ evening:  _________ 
 
13. May we contact your physician regarding your hereditary cancer risk?         � No   � Yes    
 
Patient Signature______________________________________Date______________________ 
 
 
 
 
  
 
* Reference Myriad Genetics, BRCA Risk Calculator Model.  Percentage represents probability of carrying BRCA mutation.  
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