

Genetic Counseling Checklist:  Please submit this during signage of your logbook per patient

Patient ______________________			Date ________________________
Genetic Counseling Student ____________    Attending/Genetic Counselor _________________

____ 7:45 am meet at NIH               _____  MSGC badge               ____ Clinic outfit (dress, slacks)

Flow of Genetic Counseling Session:

____  Introduce yourself to the patient and other family members present at the visit
		“Hi, my name is _________ and I am a genetic counseling graduate student.”
                              Please introduce the faculty who is with you to the family
____  Explain the flow of the clinic visit
a) I will ask questions about the patient’s medical history and family history, as well as providing you with a background information about genetics
b) I will talk to the doctor/medical geneticists about the patient’s history
c) The doctor/medical geneticists will perform a physical exam and will ask additional questions
d) The doctor/medical geneticists will discuss the diagnosis or potential diagnosis
e) I will review this information at the end of your visit, and answer additional questions that you may have 
____  Obtain patient information using the “New/Follow-up Patient Encounter Sheet”
____  Obtain family history
____  Provide Genetics Education
a) Use your generated flip charts/binders to discuss chromosomes, genes, inheritance
____  Present the patient information to the Medical Genetics attending, preferably NOT in
front of the family
____  Join the Medical Genetics Attending during the physical examination and discussion of
diagnosis and follow-up plan.  
Please take notes so you may review the information with the family
____  At the end of the consultation visit
a) Ask the patient/family if they have any questions after the doctor’s explanation and ask them how they are feeling when hearing the information
b) Review the doctor’s/medical geneticists recommendations/follow-up plan
c) Review specifics about genetic inheritance
d) Ask the patient/family if they have more questions
a. Ask them to summarize what was discussed during today’s clinic visit  (e.g., diagnosis, inheritance, recommendations)
____  Present patient case at Tuesday’s class, if needed
____  Completed genetic counseling report due one week after the patient is seen in clinic. 
		Please email final draft to the clinical preceptor
NEW OR FOLLOW-UP PATIENT ENCOUNTER SHEET

Patient Name:_____________________			Genetic Counseling Student: ______________
Date of Birth:_____ Age/Gender ______			Clinical Preceptor: _______________________
Date:____________________________			Medical Genetics Attending/Fellow:
Diagnosis:________________________			_______________________________________
Case No.:_________________________			Patient Referred by or from which Department
Clinic:____________________________		_______________________________________
Informant:__________________________ Relationship to the Patient ___________________________
Occupations: Mother:___________________________ Father: _________________________________
Education attained: Mother: _____________________  Father: _________________________________

Patient/family questions about the referral or why they sought a consultation at the genetics clinic __________________________________________________________________________________________________________________________________________________________________________

Pregnancy:
G(gravida)______P(para)_____LC(living child)___ SAB (miscarriages)_____TAB (terminations)_________
1. When was the pregnancy diagnosed? ___________________________________________________
2. Fetal movement when? _________________________ How much?___________________________
3. Spotting, cramping, bleeding? _________________________________________________________
4. Medications (abortifacients, antibiotics, etc./Drugs (and dose):_______________________________
5. Maternal Illness? _______  Fever? ______ Exposure to radiation? _______ Diabetes? ____________
Hypertension? _________ Smoking? __________ Alcohol? _________ Skin rash? ____________
Exposure to viral infection? ___________ other infections? ______________ 
6. Any prenatal testing? ________________ if yes/ what are the results? ________________________
7. Prenatal ultrasounds? __________________if yes/ what are the results? ______________________
_____ oligohydramnios	     _________ polyhydramnios
8. Other Complications?________________________________________________________________ 

Labor and Delivery:
1. Age of mother at birth? _________________ Age of Father at birth? __________________________
2. Gestational Age: ________________________ No. of weeks early/late: _______________________
3. Delivery: Vaginal _____ Caesarean Section_______ if Caesarean, why? ________________________
4. Place of delivery: hospital _______ lying-in __________ home _________ other ________________
5. Birth attendant: OB/GYN______ General Practitioner ________ Midwife _____ other ____________
6. Delivery complications:  ______________________________________________________________

Neonatal Period:
1. Breathed Immediately? ___________ Cried Immediately? ____________ Oxygen? ______________
2. APGAR score: ____ (1 min.) and ____ (5 min.)     Length of stay in nursery? _____________________
3. Birth Weight: ______________ Birth length: ____________ Head Circumference:________________
4. Problems in the nursery: _____________________________________________________________ 

Patient Medical History:
_____________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Previous laboratory tests?  ______________ if yes, what is it and its results? ______________________
_____________________________________________________________________________________
Unusual Body Odors? ___________________________________________________________________
Unusual rashes/Skin Problems? ___________________________________________________________
Unusual Hair Findings/Alopecia? __________________________________________________________
Unusual Periods of Lethargy/Somnolence? __________________________________________________
The child gets [ not as sick / just as sick / sicker ] than the average child or sibling.
The child stays sick [ not as long / just as long / longer ] than the average child or sibling.
Immunization history: ___________________________________________________________________

Developmental History:				Feeding History, continuation:
When did the child…….

1. Roll over (front to back)________________
2. Roll over (back to front)________________
3. Sit alone ____________________________
4. Crawl _______________________________
5. Stand alone__________________________
6. Walk alone___________________________
7. Say “mama”/”dada”___________________
8. Say single words______________________
9. Use sentences________________________
10. Toilet training________________________
11. Feed him/herself______________________
12.  Dress him/herself____________________

School:
1. Current grade level: ________________________ Average grades: ___________________________
2. School: _____________________________Special Help for any subject/s?_____________________
3. OT/PT/SP:___________________________Frequency:_______________________________________________________________


Feeding History:
1. Significant nutrition history:_________________________________________________________________
2. Breastfeeding? _______________________ Amount: ____________________________
3. Formula type: ________________________
Amount: ____________________________
4. Food intake:_________________________ ____________________________________
5. Appetite:____________________________
6. Food group aversions/intolerances/cravings: ____________________________________
7. Problems with vomiting/reflex: ____________________________________
8. Feeding concerns: (G-tube, NG tube, etc.):____________________________________________________________________________________________________________________________
9. Vitamin/Mineral Supplementation: _____________________________________________________
10. Night-time feeding: ________________________________________________________________________

Philippine General Hospital 
Genetics Clinic

Patient Name:__________________________________________ Clinic:________________________ Date:__________________
Case No.:_____________________________   Date of Birth/Age/Gender: _________________________
Informant:____________________________  Relationship to the Patient: _________________________
Genetic Counseling Student/Genetic Counselor/Medical Genetics Fellow:__________________________
Physician/Genetic Counselor:_____________________________

Family History: (Pedigree)




















MR/genetic disease:__________________

Legend:




Ethnicity: _______________ Consanguinity: _______________ SAB’s/stillbirths/NND’s: _______________ 

PHYSICAL EXAMINATION: 
Performed by medical genetics attending or medical fellow
Obligatory:
Skin:___________________________________
Hair:___________________________________
Tanner Stage/Genitalia:_________________________
Neurological Examination: 
Cranial Nerves II-XII:______________________ _______________________________________
Deep Tendon Reflexes (upper):_______
	                           (lower):_______
Muscle strength:___________________
Tone:____________________________
Sensation:________________________
Plantar response:__________________
Balance:_________________________
Coordination:_____________________
Gait:____________________________
Romberg:________________________
Others:__________________________

Disease Specific:
Head and Neck: _________________________
Eyes: Lens:______________________________
          Fundi:_____________________________
Gums/teeth:____________________________
Chest:__________________________________
Cardiac Sounds:__________________________
         Pulses:_____________________________
         Others:_____________________________
Lungs: _________________________________
Abdomen:  Liver:_________________________
	      Spleen:________________________
	      Others:________________________
Upper Extremities: _______________________
Lower Extremities: _______________________
Spine:__________________________________
Dysmorphic features:_____________________
_______________________________________
Others:_________________________________
CR ______ RR ________ BP _____ Temp _________

Anthropometrics:
Present: 
Height:____(___%)  Weight:____(___%) Head Circumference (OC):____(___%) Ht./Wt. ratio:____(___%)
Last Measurement:
Height:____(___%)  Weight:____(___%) Head Circumference (OC):____(___%) Ht./Wt. ratio:____(___%)

IC _______ PFL _________ Philtrum _________ Mouth _______ NL _______ NW_____ EL __________
EW ______ CC _________ IND ________ Sternum ________ AC ________ PL __________ HL ________
MFL ______ Palm Length _______ Foot Length __________ Arm Length _________ Leg Length _______


Diagnosis/Impression: __________________________________________________________________

Discussion/Summary:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________

Plan/Labs Recommended:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
