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UPDATED HISTORY OF BIRTHMOTHER’S FAMILY

Your name:     
(as it appears on the ID copy you are submitting for identity purposes)
Current address:     

Home phone:     
Work phone:     
Your name when child was relinquished:     
Your birth date:     
Your birth place:     
Name of the child’s birthfather:     
Child’s date of birth (or approximate date of birth):     

IMPORTANT:  This information will be offered to your birth child if s/he is 18 years of age or older, or to her/his adoptive parents, if s/he is still a minor. We will attempt to locate the adoptee at the last address known to this agency. If we receive no request for the updated information from either your birth child or from the adopted parents, these pages will be held in the file until such a request is made.
Please check your preference and sign below
 Release medical information only


 Release all medical and social information

Signed:__________________________________  Date: ____________________
ALL INFORMATION ABOVE THIS LINE WILL NOT BE RELEASED
FAMILY HISTORY INFORMATION

(Use no names in this section)
INFORMATION ON BIRTHMOTHER:
Hair color:     
Eyes:     
Complexion:     
Height:     
Weight:     
Nationality Descent:     
Education:     
Occupation:     
Religion:     
Special talents or aptitudes, training or interests:     

Disposition and personality traits:     

Currently married?     Yes
 No
Does your spouse know about this child?     Yes
 No
Who else knows about this child?     
Did birthfather see the child after the birth?     Yes
 No
Did you name your child?  Yes, legally, on the birth certificate.  Yes, in my own mind or heart.
 No, I did not know I could.  No, I thought the adoptive parents would name the child.
If named, what was the name of the child:     

BIRTHMOTHER’S MOTHER (birth maternal grandmother):
Age:      Religion:     
Occupation:     
Marital Status:            Nationality Descent:     
Type of Education:     

Personality/Temperament:     

Hair color:     
Eyes:     
Complexion:     
Height:     
Weight:     
If deceased, please list her age at the time and the cause of death:     


BIRTHMOTHER’S FATHER (birth maternal grandfather):
Age     
Religion:     
Occupation:     
Marital Status:     
Nationality Descent:     
Type of Education:     

Personality/Temperament:     

Hair color:     
Eyes:     
Complexion:     
Height:     
Weight:     
If deceased, please list his age at the time and the cause of death:     



BIRTHMOTHER’S BROTHERS AND SISTERS:  (Please do not include their names)

List in order of birth and give sex, age, weight, height, hair, eye and complexion coloring, type and level of education, and occupation.  If deceased, also include the sibling’s age at the time of death as well as the cause of death.

BIRTHMOTHER’S OTHER CHILDREN:
 Full sibling to the adoptee

 Half sibling to the adoptee
 Knows about the adoptee

 Does not know about the adoptee
Sex:     Current Age:     
Hair color:     
Eyes:     
Complexion:     
Height:     
Weight:     
Occupation:     

and/or last grade completed in school:     
Special talents or interests:     
If deceased, age of death:     
Cause of Death:     


BIRTHMOTHER’S OTHER CHILDREN:
 Full sibling to the adoptee

 Half sibling to the adoptee
 Knows about the adoptee

 Does not know about the adoptee
Sex:     
Current Age:     
Hair color:     
Eyes:     
Complexion:     
Height:     Weight:     
Occupation:     

and/or last grade completed in school:     
Special talents or interests:     
If deceased, age of death:     
Cause of Death:     


BIRTHMOTHER’S OTHER CHILDREN:
 Full sibling to the adoptee

 Half sibling to the adoptee
 Knows about the adoptee

 Does not know about the adoptee
Sex:     
Current Age:     
Hair color:     
Eyes:     
Complexion:     
Height:     Weight:     
Occupation:     

and/or last grade completed in school:     
Special talents or interests:     
If deceased, age of death:     
Cause of Death:     

*Please use additional paper if necessary.

MEDICAL HISTORY INFORMATION
Please check “yes” or “no” to indicate whether or not YOU  or any GENETIC RELATIVE (i.e., your mother, father, sisters, brothers, grandparents, aunts, uncles, cousins, children born to you, etc.) now have or have ever had the medical conditions listed below.  If “yes” is checked, please give the following information:  relationship to you, age at onset, treatment, cause, and any other details which you feel may be helpful.  (Please use a separate sheet of paper if you need to elaborate.)
	
	YES
	NO
	Indicate Self or Other (If other—what is the relationship of this person to you?)

	Cancer: Breast
	
	
	

	Cancer: Ovarian
	
	
	

	Cancer: Colon
	
	
	

	Cancer: Lymphoma or Leukemia
	
	
	

	Cancer: (Other/Specify)
	
	
	

	Diabetes (juvenile or adult onset?)
	
	
	

	Allergies (Check those that apply

Asthma

Hay Fever

Eczema

Food or milk (specify)

Drugs (specify)

Other (specify)
	
	
	

	Respiratory problems
	
	
	

	Tuberculosis
	
	
	

	Thyroid Disorders
	
	
	

	Other Hormone Disorders
	
	
	

	Heart Attack
	
	
	

	Congenital Heart Disease
	
	
	

	Other Cardio-Vascular Problems
	
	
	

	Stroke
	
	
	

	Hypertension (High blood pressure)
	
	
	

	Hepatitis/Liver Disease
	
	
	

	Blood Disorder
	
	
	

	Hemophilia (“bleeder”)
	
	
	

	Multiple Sclerosis
	
	
	

	Muscular Dystrophy
	
	
	

	Cystic Fibrosis
	
	
	


	
	YES
	NO
	Indicate Self or Other (If other—what is the relationship of this person to you?)

	Huntington’s Chorea
	
	
	

	Other paralysis or crippling diseases
	
	
	

	Seizures, convulsions or epilepsy
	
	
	

	Kidney, bladder or bowel disorders
	
	
	

	Kidney or gall stones
	
	
	

	Rheumatoid Arthritis
	
	
	

	Ulcers  
	
	
	

	Obesity (extreme overweight)
	
	
	

	Sudden Infant Death
	
	
	

	Mental Retardation 
	
	
	

	Mental Illness (i.e., schizophrenia,

depression, bipolar disorder, etc.)
	
	
	

	Learning disability/developmental delays

(List type of education required)
	
	
	

	 Attention Deficit Disorder (ADD)
 Attention Deficit Disorder with Hyperactivity (ADHD)
	
	
	

	Eyes

Glasses

Crossed

Droopy Lids

Blindness

      Glaucoma

	
	
	

	Hearing or speech problems
	
	
	

	Serious dental problems
	
	
	

	Infertility
	
	
	

	Surgical Procedures
	
	
	

	Anesthetic Complications
	
	
	

	Fetal Alcohol Spectrum Disorders (FASD)
	
	
	

	Smoking
	
	
	

	Alcohol Abuse
	
	
	

	Anorexia
	
	
	

	Bulimia
	
	
	

	Drug Abuse
	
	
	


BIRTH MOTHER MENSTRUAL HISTORY:
Age at Onset:      
Frequency:     
Duration:     
Pain:     
Age at menopause, if applicable:     
Age at hysterectomy, if applicable:     
SUBSTANCE USE DURING PREGNANCY OF RELINQUISHED CHILD:
Tobacco (How much?  How often?):     
Alcohol (How much?  How often?):     
Marijuana (How much?  How often?):     
Cocaine/Crack (How much?  How often?):     
Methamphetamine (How much?  How often?):     
Heroin (How much?  How often?):     
Other substances (How much?  How often?):     
OTHER PREGNANCIES:
Number:     

Full Term:     Premature:     

Miscarriages:     Stillborn:     Multiple Births:     
Complications of pregnancy:



Reproductive and/or fertility disorders:

Breast disease (i.e., fibrocystic or other problems):
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