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Adoptions With Love, Inc.

246 Walnut Street, Suite 103, Newton, MA  02460
1 -800- 722-7731

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
BIRTH FATHER'S MEDICAL INFORMATION FORM

The answers to the following questions will be very important to your child in the future.  Please answer each question to the best of your ability.  All information that you provide is completely confidential.  This means that your name, address or anything else that would identify you will not be used.  The purpose of these questions is solely for the present and future medical well being of your child.

Your Full name:
____________________________________________________________________
Date:______________

Name of person filling out this form:_____________________________________________________

FAMILY MEDICAL HISTORY

Do you or any of your relatives have or have had any of the following: (e.g. a relative would be mother, father, grandmother, grandfather, brother, sister).

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition


	NO
	DON’T KNOW

	Club Foot


	
	
	

	Birth Mark


	
	
	

	Cleft Lip/Cleft Palate


	
	
	

	Webbed/extra or missing finger(s), toe(s)
	
	
	

	Chromosome abnormality
	
	
	

	Downs Syndrome


	
	
	

	Dyslexia/reading disability
	
	
	

	Mental Retardation


	
	
	

	Attention Deficit Disorder
	
	
	

	Muscular Dystrophy


	
	
	

	Arthritis


	
	
	

	Cerebral Palsy


	
	
	

	MEDICAL CONDITION
	YES
Please note SELF or Specific Relative for each condition


	NO
	DON'T KNOW

	Multiple Sclerosis


	
	
	

	Parkinson's Disease


	
	
	

	Spina Bifida


	
	
	

	Tremors (head/hand)


	
	
	

	Congenital Heart Defect


	
	
	

	High Blood Pressure


	
	
	

	Heart Disease/Attack


	
	
	

	Tay-Sach's Disease


	
	
	

	Eczema


	
	
	

	Albino


	
	
	

	Acne


	
	
	

	Hay Fever


	
	
	

	Food Allergies

List names of food


	
	
	

	Animal Allergies

List animals


	
	
	

	Medicine Allergies

List names of medicines


	
	
	

	Sensitivity to Anesthesia


	
	
	

	Asthma


	
	
	

	Blindness


	
	
	

	MEDICAL CONDITION
	YES
Please note SELF or Specific Relative for each condition


	NO
	DON'T KNOW

	Autism/Aspergers
	
	
	

	Dental Problems


	
	
	

	Wears Glasses


	
	
	

	Crossed Eyes


	
	
	

	Stutter/lisp or other speech problems
	
	
	

	Anemia


	
	
	

	Hemophilia


	
	
	

	Sickle Cell 

Anemia/Trait
	
	
	

	Kidney Disease


	
	
	

	Diabetes


	
	
	

	Leukemia


	
	
	

	Hodgkin's Disease


	
	
	

	Ulcers


	
	
	

	Thyroid/hormone/ glandular
	
	
	

	Lupus


	
	
	

	Neurofibromatosis


	
	
	

	PKU


	
	
	

	Toxoplasmosis Disease


	
	
	

	Tuberculosis


	
	
	

	Seizures/Convulsions


	
	
	

	Epilepsy


	
	
	

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition
	NO
	DON’T KNOW

	Anorexia Nervosa


	
	
	

	Bulimia


	
	
	

	Ulcerative Colitis


	
	
	

	Bi-Polar (Manic-Depression) Disease
	
	
	

	Attempted Suicide


	
	
	

	Psychiatric Hospitalization


	
	
	

	Huntington's Chorea


	
	
	

	Schizophrenia


	
	
	

	Severe Depression
	
	
	

	Alzheimer's Disease
	
	
	

	Narcolepsy


	
	
	

	Gonorrhea


	
	
	

	Chlamydia


	
	
	

	Syphilis


	
	
	

	Genital Herpes


	
	
	

	Hepatitis B


	
	
	

	Hepatitis C


	
	
	

	Trichinosis


	
	
	

	Venereal Warts


	
	
	

	Repeat Pelvic Infections


	
	
	

	Strokes


	
	
	

	Cancer


	
	
	

	Sleep Walking
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