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Personal and Medical History 

Enclosed is the medical history for 

Information that we feel would jeopardize the identity of 
the donor has been omitted. This would include past 
employment history, institutions of higher learning 
attended, etc. No medical information has been  
changed or deleted.  
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[iiersonal Characteristics 1 

Ethnic origin/Ancestry: Mother fif/..sk,.r>J PMY'f'U'""- Father ~ ,hsi1Mt 

Rellglon born Into f{,'r,J..J. $1"1. 

Do you have any blolog!cal relatives of Jewish descent? __ Yes J( No If yes, please !1st; ______ _ 

I Education [ 

Check al: that apply: 
( 

__)( completed high school 

X currerJly In college 

degree being pursued !J.Ad;,t,{o·t/$ ~rf& area of s!udy-~--,p~i~(...~?~----

total number of years attended college fs-b 

__ completed college 

__ Bachelor's degree In ______________________ _ 

____ Master's degree In _______________________ _ 

__ Ph.D.in 

_ OTHER EDUCATION total number of years attended __ _ 

faclllty and/or subject _______________________ _ 

__ Scholarships or awards (artistic, athletic, scholastic, other,,.) ____________ _ 

Do you have any children? 

! Fertility History I 
Yes $,..N~ 

• 

if yes, how many male children? __ How many fllmale children? __ 

For each child please write below 1hoir ages end any special health problems they have: 

Age Special Health Problems 

Donor History Form 
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Fert/1/ty History continued.., 

Has a woman ever conceived with your sperm? Yes 1No 

If yes, what years did these pregnancies occur? 

Have you ever been told that you were Infertile? --. Yes X No 

If yes, when? ____ _ On what basis? __________________ _ 

Is there any history of fertility problems in your family (difficulty In conceiving or miscarriage)? __ Yes _X No 

If yes, please explain _____________________________ _ 

Did your parents have difficulty conceiving? ________________________ _ 

Do any of your brothers have fertility problems? _______________________ _ 

Do any of your uncles have fertility problems? _______________________ _ 

.Are you exposed to excess heat In the way of saunas, hot tubs, steam rooms? __ Yes __x No 

I Personal Health History j 

- -Do you currently have ariy allergies? __ Yes ~ No -

If yes, are they to: __ food __ drugs __ environmental __ other 

Please list below specific substances and reactlon(s) produced: 

Substance Reaction 

As per t11e above, please describe any childhood allergies you have outgrown: ____________ _ 
I 

Do you wear corrective vision lenses? __'/,.,. Yes No ____ Sometimes (specify) _________ _ 

Are you: ~ Nearsighted __ Farsighted __ Other (specify) __________ _ 

Have you ever had a hearing loss diagnosed? __ Yes .X No 
• 
If yes, please explain ------------------------------

Donor History Form 
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Personal Health History continued ... 

Condition of your teeth (check one): Poor __ Fair Good __j..._ Excellent 

Have you ever had braces? Yes LNo If yes, when? ___________ _ 

Have you ever had any other orthodonture or major dental work? __ Yes $ No 

If yes, what and wl1en? __________________________ _ 

V 
Do you have any speech impairment? Yes .. ~No 

If yes; please explain ___________________________ _ 

Your diet is (check one): __ Vegetarian L Non-vegetarian 

Your diet Is (check one): __ Poor Fair .'>(. Good __ Excellent 

How much exercise do you get? (check one): None __ Occasionally __ Regularly 

.2{_ At the level of a professional athlete What type of exercise? {»,s/afkl/ f l,vei,,~/,'f-£,, 
Are you rlghtor left-handed?___________ Ambidextrous? X Yes __ No 

Have you ever received pituitary derived human growth hormone? Yes XNo 

, If yes, when? _____________________________ _ 

Have you ever had surgery? Yes _¼_No 

If yes, please explain: __________________________ _ 

Have you had any hospitalization other than above? 

If yes, please explain: ____________________ ~------

Have you had major radiation exposure of-ray exposuf ~ Yes __ No 

If yes, please explain: SPC"-i,u.J Jl''J a 11/c/4 /;t.~C.W,,/ , £ J..J. ~ X -~ 
'· +o ,-.,,(.AL $~ ~ ~. ,tl1• ~ljJ. Jl.-Y'°1f S 

Have you ever had any major Illnesses such as amoebic dysentery, hepatitis, pneumonia, mononucleosis, etc.? 

__ Yes X, No If yes, please.explain:-----------------~ 

Do you have any current or chronic medical problems/conditions? __ Yes J(.No 

If yes, please explain: __________________________ _ 

Have you been vaccinated or Immunized in the past·12 months? _2( Yes __ No 

If yes, please explain: -~,& ~ {)Xcct,h#--61',n, • J.W,.,S Cavi,I /,nos./,,e,, ,2;,.,A/u,4 
/' ;,,t. ~ //;>.UI~ rr/;1..-wl s-e.. 

Haw, you received a hepatitis B i_mmune globulin Fnjection or gamma globulin Injection? 

__ Yes X No It yes, when? _____________________ _ 

Donor History Form 
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I Personal Health: Exposures I 

Have you ever served In the military? __ Yes ~ No 
Branch _____________ _ 

Have you ever been exposed to biological and/qr chemical warfare agents or ,apy other herbicides or chemicals 
(forest service, highway maintenance, milltary service, etc.)? __ Yes -A- No 

If y<,s, which substanoe(s)? _________________________ _ 

Have you ever llved In or visited a foreign country for an extended period of time? Yes j,....No 

If yes, when and where? __________________________ _ 

List any medications you are curren~y taking and what they are for: 

Have you ever used or do you currently use any of the following drugs? 

If yes, please check: 

__ Marijuana 

__ Cocaine 

__ Barbituates 

__ Narcotics 
(heroin, methadone, opium, 
morphine, codeine) 

__ Amphetamines 

__ Hallucinogens 

__ Tranquilizers 

__ Antl-d apressants 

Frequency/When (years) 

__){_ No Medications at this time 

_L Yes __ No 

How used? 

(Jl!tl ./n ~ IMIMr- 6ro1'tlJ-li/s • -=--



PC 1152

Personal Health: Exposures continued, .. 

Do you currently drink alcoholic beverages? __ Yes $. No 

If yes, which kinds? __ beer __ wine __ liquor 

Approximately how many drinks do you consume: ___ per day? ___ per week? 

If you now drink less than 3 drinks per day, was there ever a time when you drank more? __ Yes __ No 

If yes, how much __________ _ when~--------< give years) 

if you do not drink alcoholic beverages now, have your ever regularly drank alcoholic beverages? 

__ Yes .){_ No If yes, when? ______ _ 

Do you currently smoke cigarettes? __ Yes 'i,__ No If yes, how many cigarettes or packs a day? __ _ 

How long have you been smoking regularly? ___________________ _ 

If no, have you ever regularly smoked cigarettes? __ Yes XNo If yes, when? _______ _ 

Do you currently drink coffee? __ Yes _)(_ No If yes, how many cups a day? _______ _ 

If no, have you ever drank coffee regularly? --+/?~Q ______ When? ________ _ 

I Family Health History 

Please describe your natural (biological) family members by the following physical characteristics: 
1 = under 5'5 
2 = 5'6 to 5'10, 
3 ·;;,.- over 5111-

Eye Color Hair Color Complexion Height Bone Type 

Mother ~l\.lA, 

Father f> ('O"'-M 

Sisters: 1. 

2. 

3. 

Brothers: 1. it'OWI'\ 

2. f.pw l'I 

3. 

MGM 6~ 
MGF' 6( iA.e,, 

PGM ~f'61Mt 

'PGF <)1row,,,., 
MGM== Maternal grandmother 
PGM = Paternal grandrnother1 etc. 

e,lo"J 
6 l(N.,ft, 

-

~('6WJ'\ 

8"'6Wl'I 

/otbwi'l 

Siort.J 
8/t>,Ut, 

e,1~ 

f lA-i-r ?-, :: ,S 'Cf II 

,'1e&u.~flct,.,,1 1., c'1." 
. 

<" rtJ-lf' 1--.. c/s" 
Pp.,/r 1-:(i,~ 

rt1tir ::i..~ 5'1-'' 

r t>-•'-r 3:: t 1
2.'1 

Jl~(erolll!IJ i::.! 
t41eJ•·-r~ ?,:;''o'' 
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1 = good 
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1 
'.2.-

?-
~ 

i-
'.2-

i 
2... 



PC 1152

l{l/11'-'f 

deu0 

Famlly Health History continued .. , 

How many blood siblings are in your immediate family (including yourself)? --.-----------

How many males? 3 How many females -0----

Have twins or multiple births occurred in your family? __ Yes .J{ No 

If yes, what relation to you? _ _,,A,_,,__,~1/i~f\~---------------------

Please list below the age at which members of your family died and the cavse of their death. Be very specific. 

age at time approximate 
Relation age if living of death year of death cause of death 

10 ;01J\ H~ / #A-lit.<41 (4'M$e.S 
Grandfather (paternal) 

(~~,k.d.) 

Grandmother (paternal) 19 ♦· 
"I . /.. ,J ,,. J).,... ,o,' /. 'I) 
~~ ,'vi~. ,Y~~ :fe_, "' 

Grandfather (maternal) 10 µ\i 
" ,._., ' ~ , ·' ' ) 

.5-1,~IO'lO,.C, (,i:u(lll,i'° ($,li t>". I , 
- I I I~ J J _.A:> 

livi>1-Grandmother (maternal) 1S 
-----

Father 

Mother 

-· 
Brothers 

Sisters 

• 

Lt1 
41 

1. /1 
2, 3 
3. 

1. 

2 . 

3. 
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Family Health History continued .. , 

Has any member of your family, Including yourself, had a problem or defect at birtl1 of any of the following 
body systems: 

YES 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8._ 
9._ 

NO 
__x__ Bones, muscles, Joints, limbs 
_'6_ Gastrointestinal systems 
_L Nervous system, brain, spinal cord 
_)L Blood/circulatory system 
_.:£._ Respiratory system 
...L Organ (heart, lung, kidney, etc,) 
.,L__ Genital/urinary 
.L,_ Metabolic (hormones, enzymes, etc.) 
--X- Eye, ear 

If yes, please 11st below the specific defect In each case: 

When did 
AJ.+h ~afoot \MhnO !hi~ - . OMS 

Is there any member of your family who has had or currently has a learning disorder? _Yes ..XNo 

- - - - -- - ---If yes, please explain: ________________ -_-_--=-._-_________ _ 

Do you have any brothers or sisters who died In Infancy or childhood? __ Yes _,A No 

If yes, what was the cause? _________________________ _ 

Are there any known genetic diseases or condltlons .. that run In your family? _ Yes A No 

If yes, what are they? ______ ~---------------------

Has anyone In your 1a11111y, Including yourself, experienced recurring and/or chronic physical symptoms that have not 
been evaluated by a physician? (Please include those symptoms that you may not consider serious.) 

• 

Yes J(No 
If yes, please explain: ___________________________ _ 

Donor History Form 
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Family Health History continued ... 

Review the following list of medical problems and Indicate which ones you or one of your blood relatives have had. 
Please consider each condition carefully for each natural family member and Include maternal and paternal grand• 
parents, parents, siblings, aunts, uncles and cousins, 

None 
Medical Problem affected Self 

Relatlve(s)/ 
relationship -------------

1. Heart 

A. stroke 

B. heart attack 

C, heart disease 

1. from birth 

2. other - specify 

D. hardening of arteries 

E. high blood pressure 

F. heart malformation 

2. Blood 

A . anemia 

.. 13., sickle-cell anemia 

C. hemophilia or other 
bleedln roblem 

D. leukemia 

E. Immune deficiency 

F. otl1er blood disorder - specify 

3. Respiratory (lungs} 

A. hayfever 

B. asthma 

C. e,mphysema 

D. tuberculosis 

E. lun cancer 

F. pneumonia 

G, other lung disease - specify 

X 
X 

K 
x 
X 

X 
Donor History Form 
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Famf/y Health History continued ... 11 t, ,' I 
t<1tti1Vf ~+o>ies 11 

Comments • be specific 
Medical Problem • Indicate a e at onset 

4. Gastro-lntestinal 

A. ulcer of stomach or duodenum X 
B. gall stones 

C. hepatitis A (Infectious) X 
D. hepatitis B (serum) 

E. hepatitis C X 
F. other liver disease• specify 

G. colon cancer 

H. ulcerative colitis 

I. Crohn's disease 

J. cystic fibrosis 
60 11 

_.....:,:K:_. :in::,:te:::st'.'.'.ln::a::1 c::a::n:::ce:::_r ____ ~---~--+~~t!fj!~'._.~&L_ll!M'.!L..!.l!.!!!~___'ll~!L..~' Jo.a.. 
' Ot~ L. rectal disorder X • 

M. any other cancer/problem -ti.a. (o.t.lst, -.. /,1,.,.. L,c,. 
of digestive system• specify 

5. Metabolic/Endocrine 
I 

__ A_, _di_ab_e_te_s_rn_e_ll_ltu_s ____ -+---f..---l-'"""==-=~--'kl-"'""'--.;ll""c:...cc-e-'c..-'ll"'l-'~..,,_o:c.-,;c,A.:;..
1
~

11

J 
B. hypoglycemia r, -~---~-t-------+---~-l~• 

__ c_. _th.c.y_ro_ld_c_a_nc_e_r _____ +--,----+---+------+-------------~ 

D. thyt'Oi 

E. goiter 

F. adrenal dysfunction or 
disorder 

G. hyperactivity 

H. hormonal dysfunction 
or disorder 

X 

X 

Donor History Form 
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Famlly Health History continued ... 

Medical Problem 

6. Urinary 

A. polycystlc kidney disease 

B. other kidney disease - specify 

None 
affected Self 

Re\atlve(s)/ 
relationship 

c. other disease of urinary tract X 
(urethra, bladder, ureter) • spec, 

7.___Q_Elnital/Reproductive System 

A. undescended testicle 

B. hypospadiasis 

C. prostate cancer 

D. uterine fibroids 

E. ovarian cysts 

F, cancer of cervix, ovaries 
or uterus 

8. Neurolo !cal 

A. migraines 

B. mental retardation 

C. senility before age 50 

D. multiple sclerosis 

·E. cerebral palsy 

F. epilepsy 

G. convulsive disorders 

H. hydrocephalus (water on brain) 

I. disorders of spinal cord - speci 

J. Huntington's chorea 

K. Gaucher's disease 

L. IRfnson's disease 

x 
X 

X 

X 

Donor History Form 
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Fam/ly Health History continued ... 

Medical Problem 

M. Alzheimer's disease 

N. other diseases of the nervous 
system - specify 

9, Mental Health 

A. schizophrenia 

B. manic depressive disorder 

C. other mental health disorders ~r requ1rlhg l,ospltallzatlon • spec. 

~~V,~1•0. Muscles/Bones/Joints 

CJ,,/!, i,JJ,r$. A. muscular dystrophy 
+4. 
$1#.~ 

~/4.;J.-e. 
'1J KO'('e. 

B. other chronic muscle disease 
- specify 

C. lupus 

D. deformity of spine 

E. spina bifida 

F. osteoporosis 

G. dwarfism 

H. hereditary low back disease 

I. arthritis 

J. gout 

K. congenital dislocation of hip 

11. Si hVSound/Smell 

A. deafness before age_ 60 

B. deformity of the ear 

c. cataracts before age 50 

g. blindness 

E. color blindness 

None 
affected Self 

Relatlve(s)/ 
relationship 

X 

X 

X 

X 

X 
X 

Donor History Form 
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Family Health Histo,-y continued ... 

Medical Problem 

F;-- glaucoma 

G. deviated septum 

H. retinoblastoma 

I. congenital word blindness 

J. any other sight/sound/smell 
disorder • specify 

12, Skin 

A, acne 

B. eczema 

C. skin cancer 

D. pigmentation disorders 

E. Infectious skin disorders 

F. other disorders of skin• specify 

13. Other 

A -aloohollsm 

B. drug abuse or addiction 

C. breast oanoer 

D. allergies 

E. any other cancer not 
mentioned above• specify 

F. any other condition not 
mentioned above • specify 

None Relatlve(s)/ 
affected Self relationship 

x 
y., 

X 
)( 

y 
X. 
'A 

i-. 
X 

l..t,,' 
-1,1..e,-(i. 

Donor History Form 
Page 12of 12 

Comments • be specific 
• Indicate age at onset 

$'--.vt.r,., l'll!H~llt\. .fot.J't.l\ic.i II/~ 
' •r:1,1,. .fibel.,. . 




