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	CANCER FAMILY STUDY GROUP

FAMILIAL CANCER STUDY




We would be grateful if you could answer the following questions about yourself and your health.  Please try to answer every question as completely as you can - your answers will be treated as strictly confidential and will only be used for medical research.  If you have any queries please contact:

    Debra Frost
( Research Assistant) 

  (01223) 740617
Thank you for completing this questionnaire.  

MBQ VERSION 1.2
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SECTION A:  PERSONAL INFORMATION 
A

	1.  Today’s Date:
	
	
	
	
	
	
	
	
	





                 Day
         Month           Year

	A2.  Name:
	
	
	






              Surname


   First Name

 Other Names


	A3.  Birth Surname:
	






           
 Surname






	A4.  Other Surnames

      
	
	








           Surname




Surname

	A5.  Surname of paternal


  grandparents

	









Surname

	A6.  Surname of maternal


  grandparents

	









Surname

	A7.  NHS Number (on family 

       doctors registration card)
	


A

	8.  Date of Birth:
	
	
	
	
	
	
	
	
	





                 Day
         Month           Year

	A9.  Place of Birth:
	
	
	







City/Town


County


Country

A10.  We would like if possible to contact you again if we have any queries.  Are you happy if we recontact 


    you about your responses?

	
	NO  
	GO TO QUESTION A11

	
	
	

	
	YES
	PLEASE ANSWER THE QUESTION BELOW


       If yes, when would you prefer to be contacted? (Fill in all that apply).

	
	   Dialling Code
	                Phone Number

	a.  Daytime
	
	

	b.  Evening
	
	

	c.  Weekend
	
	


       Please enter your current address details for future correspondence:  

       .………………………………………………………………………………………….……….

       .……………………………………………………………………………………………….….

       ………………………………………………………………  Post Code ……….……………...

A11.  To which of these groups do you consider you belong?  PLEASE TICK ONE BOX

	White
	
	
	Bangladeshi
	
	
	

	
	
	
	
	
	
	

	Indian
	
	
	Pakistani
	
	
	

	
	
	
	
	
	
	

	Black, Caribbean
	
	
	Black, Other - SPECIFY
	
	
	

	
	
	
	
	
	
	

	Ashkenazi
	
	
	Chinese
	
	
	

	
	
	
	
	
	
	

	
	
	
	Other - SPECIFY
	
	
	


	A12.  What is your occupation?
	

	
	

	        If you are not currently employed or you are retired

        what was your last employed occupation?
	


A13.  What is your marital status:

	
	Single
	
	Married or Living

as Married
	
	Separated
	
	Widowed
	
	Divorced


	A14.  How old were you when you left school?
	
	
	years old


	A15.  Did you have any further education at college or university after you left school?


	
	NO  

	
	

	
	YES


A16.  Do you have any of the following qualifications?  (Tick ALL that apply)

	School Leaving 

Certificate
	
	
	Technical College Exams/City & Guilds
	
	
	Secretarial College Exams
	

	
	
	
	
	
	
	
	

	CSE / GCSE
	
	
	HND
	
	
	Teaching Diploma, HNC
	

	
	
	
	
	
	
	
	

	GCE “0” Level
	
	
	Completed Apprenticeship
	
	
	University Degree
	

	
	
	
	
	
	
	
	

	Matriculation
	
	
	Trade Certificates
	
	
	Post-Graduate University Degree
	

	
	
	
	
	

	“A” level, Highers
	
	
	Other (Specify)
	
	
	


	A17.  What is your height?
	
	
	Feet
	
	
	Inches


A18.  The following questions are about your weight at different times in your life.  If you do not know the    
    answers exactly, please write down your best guess.  

	What is your current weight?
	
	
	Stone
	
	
	Pounds

	How much did you weigh at age 18?
	
	
	Stone
	
	
	Pounds

	What is the most you have ever weighed 
	
	
	Stone
	
	
	Pounds


A19.  Please fill in your current measurements IN INCHES:

	
	
	Waist
	
	
	Chest


A20.  Have you ever smoked as much as one cigarette a day for as long as a year?

	
	NO      (non-smoker)
	

	
	
	

	
	YES
	PLEASE ANSWER THE QUESTIONS BELOW


	How old were you when you started smoking regularly?
	
	
	Years Old

	
	
	
	
	

	If you no longer smoke, at what age did you stop?
	
	
	Years Old

	
	
	
	
	

	If you currently smoke, on average, 

how many cigarettes do you smoke a day?
	
	
	
	Cigarettes per day




         On average, how many cigarettes did you smoke each day?

	As a teenager
	
	
	
	Cigarettes per day

	Age 20
	
	
	
	Cigarettes per day

	Age 30
	
	
	
	Cigarettes per day

	Age 40
	
	
	
	Cigarettes per day

	Age 50
	
	
	
	Cigarettes per day

	Age 60
	
	
	
	Cigarettes per day


A21.  At present, about how many alcoholic drinks do you have each week? (Put “0” if none)









        
Tick if less than






        Put “0” if none

        
one drink a week



	Beer, cider or lager
	
	
	pints each week
	
	
	

	Wine
	
	
	glasses each week
	
	
	

	Sherry or fortified wine
	
	
	glasses each week
	
	
	

	Spirits 

(whisky, brandy, liqueurs, etc.)
	
	
	glasses (singles) each week
	
	
	


A22.  When you were in your 20s, about how many alcoholic drinks did you have each week? (Put “0” if none)









        
Tick if less than






        Put “0” if none

        
one drink a week

	Beer, cider or lager
	
	
	pints each week
	
	
	

	Wine
	
	
	glasses each week
	
	
	

	Sherry or fortified wine
	
	
	glasses each week
	
	
	

	Spirits 

(whisky, brandy, liqueurs, etc.)
	
	
	glasses (singles) each week
	
	
	


SECTION B:  MEDICAL HISTORY

B1.  Approximately how many chest X-rays have you had in your lifetime?  (If you have had cancer, count 

       only those before you were diagnosed).

	
	Total Number of

Chest X-rays
	
	
	
	Age at first

Chest X-ray
	
	
	
	Age at last 

Chest X-ray


B2.  Have you ever had any other X-ray examinations including:


    (a) Barium Meal or Stomach X-Ray?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	
	

	Total Number
	

	
	
	
	
	
	
	
	
	
	
	
	

	Age(s)
	
	
	
	
	
	
	
	
	
	
	



    (b)  Abdominal X-rays? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	
	

	Total Number
	

	
	
	
	
	
	
	
	
	
	
	
	

	Age(s)
	
	
	
	
	
	
	
	
	
	
	



    (c)  Barium Enemas? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	
	

	Total Number
	

	
	
	
	
	
	
	
	
	
	
	
	

	Age(s)
	
	
	
	
	
	
	
	
	
	
	



    (d)  Other X-rays including CT scans?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW





      Age when    




        X-ray(s)




      were taken
    Type of X-ray Examination

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


B3.   Have you ever had thyroid disease?

	
	NO
	GO TO QUESTION B4

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	How old were you?
	
	


	Was your thyroid (tick one choice only)


	
	
	Overactive
	
	
	Underactive
	
	
	Other (please specify..)


B4.  Were you born with a hernia?  

	
	NO

	
	

	
	YES


B5.   Have you ever seen a doctor because of fertility problems?

	
	NO

	
	

	
	YES


B6.   Has a doctor ever told you that you are infertile?

	
	NO

	
	

	
	YES


B7.   Have you ever had a vasectomy?

	
	NO
	

	
	
	
	
	

	
	YES
	At what age?
	
	


B8.   Have you ever had an operation due to undescended testes? 

	
	NO
	

	
	
	
	
	

	
	YES
	At what age?
	
	


B9.   Have you ever had any other surgery performed on your reproductive organs?

	
	NO
	
	
	

	
	
	
	
	

	
	YES
	       Age
	What Operation Was Performed
	Reason For Operation

	
	
	
	
	
	

	
	
	
	
	
	


B10.  Other than the operation(s) previously listed, have you ever had any other operations?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW





        Age when




          treated
     What Operation Was Performed

     Reason for Operation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


B11.  Have you ever been diagnosed with any type of cancer?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW

	
	
	Age at

diagnosis
	Type of Cancer / 

Location of Cancer
	Hospital Where You Were Treated

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


B12.  Have you ever received radiotherapy treatment?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	Dates of Treatment
	Hospital Where Treated
	Reason for Treatment

	
	
	

	
	
	

	
	
	


B13.  Have you ever received chemotherapy treatment?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	Dates of Treatment
	Hospital Where Treated
	Reason for Treatment

	
	
	

	
	
	

	
	
	


B14.  Have you had any other serious medical problems, accidents or injuries, or required 

         hospitalisation for a medical condition?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW





              Age
    Illness / Injury

	
	
	

	
	
	

	
	
	

	
	
	


B15.   Are you currently taking any medications? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	

	

	


B16.  Have you taken any long term medications in the past (e.g. for longer than one month)?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	

	

	


You have now completed this questionnaire.  Please take a moment just to check and see if you have missed any questions.  Please try to answer all the questions that apply to you.

Thank you very much for your help


Please return the questionnaire, consent form and reply slip in the envelope attached.








