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YELLOW 
instructions for all charts
YELLOW

GENERAL:
Use the following chart colors:

PINK:
Relatives on your mother's side

BLUE:
Relatives on your father's side

WHITE:
Your sisters and brothers and nieces and nephews

GREEN:
Your children



We suggest that you complete the information for each relative on the chart before you complete the charts for the children of those relatives.



Complete a separate children's chart for any children by a previous marriage.

Example:  If Alice M. Doe (current spouse of John Doe) had children by a previous spouse, complete a separate chart for those children.  List Alice M. Doe and her previous husband, Kenneth J. Wood, as the parents, in the space for parent's names at the top of the children's chart.

[image: image1.png]To whose children does this chart refer?

[

Name Name
CHILDRENS CHART
LIST IN ORDER OF BIRTH
Did this person ever ANSWER ONLY IF PERSON IS DEAD How many
Relationship Name, date of birth and, if living, have cancer, a tumor, Date, place of death, children did this
to you address and phone number or a growth? cause of death Hospital where died person have?
) [Yes[] No[] pk[] | | I |
daughter  [] Last First Middie Maiden Month Day Year Name of Hospital
son
O Street Address Type or site (Year) City City
City State Zip {Number)
Phone: ( ) Hospital where diagnosed | County State | County State
Area Code Number
r'"—"—“‘—":] Date of Birth: MO DAY YR City State Cause Physician (if known)
) | Yes(] No[ ] ok[1] | | | |
daughter [ ] Last First Middle Maiden Month Day Year Name of Hospital
son D Street Address : i
Type or site (Year) City City
City State Zip (Number)
Phone: ( ) Hospital where diagnosed { County State | County State
Area Code Number
I—lr—'"—”—"—l Date of Birth: MO DAY YR City State Cause Physician (if known)






[image: image2.wmf]Same




BE SURE TO FOLLOW ANY INSTRUCTIONS AT THE BOTTOM OF THE CHART.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH

AUNTS’ AND UNCLES’ CHART
(Your Father's Sisters and Brothers)
BLUE

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED SPACE FOR MORE AUNTS AND UNCLES (YOUR FATHER'S SISTERS AND BROTHERS), FILL OUT THE BACK SIDE OF THIS CHART OR START A NEW BLUE AUNTS AND UNCLES CHART.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR FATHER'S SISTERS AND BROTHERS AND THEIR CHILDREN, GO BACK TO PAGE 12 OF THE QUESTIONNAIRE.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH

AUNTS’ AND UNCLES’ CHART
(Your Father's Sisters and Brothers)
BLUE

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Father's
sister 
 FORMCHECKBOX 

Father's
brother
 FORMCHECKBOX 

Father's
half-sister
 FORMCHECKBOX 

Father's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED SPACE FOR MORE AUNTS AND UNCLES (YOUR FATHER'S SISTERS AND BROTHERS), FILL OUT THE BACK SIDE OF THIS CHART OR START A NEW BLUE AUNTS AND UNCLES CHART.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR FATHER'S SISTERS AND BROTHERS AND THEIR CHILDREN, GO BACK TO PAGE 12 OF THE QUESTIONNAIRE.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH

AUNTS’ AND UNCLES’ CHART
(Your Mother's Sisters and Brothers)
PINK

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED SPACE FOR MORE AUNTS AND UNCLES (YOUR MOTHER'S SISTERS AND BROTHERS), FILL OUT THE BACK SIDE OF THIS CHART OR START A NEW PINK AUNTS AND UNCLES CHART.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR MOTHER'S SISTERS AND BROTHERS, GO BACK TO THE GRANDPARENTS CHART IN THE QUESTIONNAIRE AND SEE OF YOU NEED TO FILL OUT A CHART FOR YOUR MOTHER'S SISTERS AND BROTHERS.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH

AUNTS’ AND UNCLES’ CHART
(Your Mother's Sisters and Brothers)
PINK

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

Mother's
sister 
 FORMCHECKBOX 

Mother's
brother
 FORMCHECKBOX 

Mother's
half-sister
 FORMCHECKBOX 

Mother's
half-brother
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED SPACE FOR MORE AUNTS AND UNCLES (YOUR MOTHER'S SISTERS AND BROTHERS), FILL OUT THE BACK SIDE OF THIS CHART OR START A NEW PINK AUNTS AND UNCLES CHART.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR MOTHER'S SISTERS AND BROTHERS, GO BACK TO THE GRANDPARENTS CHART IN THE QUESTIONNAIRE AND SEE OF YOU NEED TO FILL OUT A CHART FOR YOUR MOTHER'S SISTERS AND BROTHERS.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH


CHILDREN’S CHART
GREEN

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number


daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

IF YOU NEED SPACE FOR MORE CHILDREN, USE THE OTHER SIDE OF THIS CHART OR START A NEW GREEN CHART FOR YOUR CHILDREN.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR CHILDREN WITH ALL OF YOUR SPOUSES, GO BACK TO THE QUESTIONNAIRE AND COMPLETE THE PARENTS’ CHART.  IF YOU HAVE ANY GRANDCHILDREN WHO HAVE HAD CANCER, FILL OUT INFORMATION ON THESE GRANDCHILDREN ON THE ADDITIONAL RELATIVES CHART AT THE BACK OF THE QUESTIONNAIRE.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH


CHILDREN’S CHART
GREEN

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number


daughter
 FORMCHECKBOX 

son
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

IF YOU NEED SPACE FOR MORE CHILDREN, USE THE OTHER SIDE OF THIS CHART OR START A NEW GREEN CHART FOR YOUR CHILDREN.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR CHILDREN WITH ALL OF YOUR SPOUSES, GO BACK TO THE QUESTIONNAIRE AND COMPLETE THE PARENTS’ CHART.  IF YOU HAVE ANY GRANDCHILDREN WHO HAVE HAD CANCER, FILL OUT INFORMATION ON THESE GRANDCHILDREN ON THE ADDITIONAL RELATIVES CHART AT THE BACK OF THE QUESTIONNAIRE.

To whose children does this chart refer?


 / 



Mother's Name
Father's Name

LIST IN ORDER OF BIRTH


SISTERS’ AND BROTHERS’ CHART
WHITE

Relationship 
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

To whose children does this chart refer?


 / 



Mother's Name
Father's Name

LIST IN ORDER OF BIRTH


SISTERS’ AND BROTHERS’ CHART
WHITE

Relationship 
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

Sister 
 FORMCHECKBOX 

Brother
 FORMCHECKBOX 

Half-Brother
 FORMCHECKBOX 

(same mother)

Half-Brother
 FORMCHECKBOX 

(same father)

Half-Sister
 FORMCHECKBOX 

(same mother)

Half-Sister
 FORMCHECKBOX 

(same father)

 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______ 
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

FILL OUT 
A WHITE CHART FOR NIECES AND NEPHEWS.

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH


NIECES’ AND NEPHEWS’ CHART
WHITE

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE


niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED MORE SPACE FOR NIECES AND NEPHEWS, USE THE OTHER SIDE OF THIS CHART OR FILL OUT ANOTHER CHART FOR YOUR NIECES AND NEPHEWS.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR NIECES AND NEPHEWS, GO BACK TO THE QUESTIONNAIRE AND COMPLETE YOUR GRANDPARENTS’ CHART.  

To whose children does this chart refer?


 / 



Mother’s Name
Father’s Name

LIST IN ORDER OF BIRTH


NIECES’ AND NEPHEWS’ CHART
WHITE

Relationship
to you
Name, date of birth and, if living, 
address and phone number
Did this person ever 
have cancer, a tumor, 
or a growth?
ANSWER ONLY IF PERSON IS DEAD
How many children did this person have?




Date, place of death,
cause of death
Hospital where died


niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE


niece
 FORMCHECKBOX 

nephew
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


(                        ) 

Last
First
Middle
Maiden

Street Address

City
State
Zip

Phone:
 (                   ) 


Area Code
Number

Date of Birth:
MO______
DAY______
YR______
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

DK  FORMCHECKBOX 

Type or site
Year

Hospital where diagnosed

City
State
|_____|_____|_____|


Month
Day
Year

City

 County
State

Cause
Name of Hospital

City

 County
State

Physician (if known)
________

Number

GO BACK TO QUESTIONNAIRE

IF YOU NEED MORE SPACE FOR NIECES AND NEPHEWS, USE THE OTHER SIDE OF THIS CHART OR FILL OUT ANOTHER CHART FOR YOUR NIECES AND NEPHEWS.  IF YOU HAVE COMPLETED INFORMATION ON ALL OF YOUR NIECES AND NEPHEWS, GO BACK TO THE QUESTIONNAIRE AND COMPLETE YOUR GRANDPARENTS’ CHART.  

DOE	JOHN	EARL





100 MAIN STREET





ROCKPORT	MD	20856





	301	222-1111





	   10	 02	 75





JONES	ALICE	MARY	DOE

















	   03	 25	 78





We are interested in blood relatives only.  Do not include relatives by adoption of marriage.





These boxes are for office use only.





Record birthdate of each relative.  If any part of the date is unknown, record "DK" for that part.





If there are any persons with the same name in your family, record their relationship to you so we are not confused.





You may record "SAME" if any information is duplicated on the chart.





Same





(	)





	(


Rectal	





SUBURBAN HOSP.





ROCKPORT      MD





	(


ADENOCARCINOMA


OF LEFT OVARY     1998





BROOKSIDE MEM.





CORONADO    CA





We are interested in blood relatives only.  Do not include relatives by adoption or marriage.





 06	30	99





CORONADO





ORANGE          CA





CANCER OF OVARY








	BETTY DOE	JOSEPH DOE





(	)





If the relative was a stillborn child, write "stillbirth" in the space for name and answer only relationship and date of birth for that child.





(

















(





Dr. Robt. C. Smith





0





1








(	)








(	)











