“Finding Genes for Fibroids” Study 

Phase Two Questionnaire (A)

Instructions:  The following questionnaire requests information about medical background and family history.  This information will become a confidential part of our study records, but will not become part of your medical record.  Please put an X in the box next to the correct response or write in the information requested. Call (617) 525-4434 or 1-800-722-5520 (ask operator for 525-4434) if you have any questions about the survey.  You may omit any questions that make you uncomfortable.

 GENERAL INFORMATION 
1. 
Name:  _____________________________________________


Address: ___________________________________________

                       ___________________________________________
 
Phone number:  _____________________________________


Email:   ____________________________________________
2. 
Please record your date of birth: 
_____________  ______ ,  19____


(Month)           (Day)    (Year)

3.   Please record your age in years:  ____ years

4. 
What category best describes your racial background?


African-American


Asian (including Far East Asian and Southeast Asian origins)


Hispanic or Latin


Native American


White (not of Hispanic origin)


Other (write in) ___________________________________

5. 
What category best describes ancestry on your father’s side of the family?


Unaware of ancestry on my



father’s side


African


Chinese


Danish, Swedish,



Norwegian, or Finnish


Dutch


English, Scottish, or Welsh


Filipino, Vietnamese, or 



Indochinese


French


German, Austrian, or Belgian


Greek


Haitian, Jamaican, or



West Indian


Indian or Pakistani


Irish


Israeli


Italian


Japanese or Polynesian


Lebanese, Syrian, or other


Middle Eastern 


Mexican or Central

      American


Native American


Polish, Czech, or Hungarian


Puerto Rican or Cuban


Russian or Ukrainian


South American


Spanish or Portuguese


Other, not listed:_____________________

6. 
What category best describes ancestry on your mother’s side of the family?


Unaware of ancestry on my



mother’s side



African



Chinese



Danish, Swedish,



Norwegian, or Finnish



Dutch



English, Scottish, or Welsh



Filipino, Vietnamese, or 



Indochinese



French



German, Austrian, or Belgian



Greek



Haitian, Jamaican, or



West Indian



Indian or Pakistani


Irish


Israeli


Italian


Japanese or Polynesian


Lebanese, Syrian, or other


Middle Eastern 


Mexican or Central

      American


Native American


Polish, Czech, or Hungarian


Puerto Rican or Cuban


Russian or Ukrainian


South American


Spanish or Portuguese


Other, not listed:

_____________________

7. 
What is the highest level of schooling you completed?


Grade School



High School



Vocational/ Technical School


College


Graduate/Professional School

 MENSTRUAL HISTORY 
Questions about regularity, flow, and length of your menstrual cycle should be answered based upon its general characteristics when you were not using birth control pills and prior to age 40.

8. 
How old were you when you had your first period?

 
Younger than 9



 9


 
10


 
11


 
12


 
13

 
14

 
15

 
16

 
17

 
18

 
Older than 18

9. 
Are (were) your cycles generally 


regular (predictable within 10 days)? .........……..   Yes
     No

10. How many days does (did) your period usually flow?

 
Fewer than 3



4



5



6



7


8


9


10

 
Greater than 10 

11. How many pads and/or tampons do (did) you use during the heaviest day of your period (i.e. the heaviest 24 hours)?  Check all that apply.


 
More than 24 pads


 
More than 24 tampons


 
20-24 pads


 
20-24 tampons


 
15-19 pads


 
15-19 tampons

 
10-14 pads

 
10-14 tampons

 
5-9 pads

 
5-9 tampons

 
Fewer than 5 pads

 
Fewer than 5 tampons

12. What is (was) the average number of days from the start of one period to the start of the next?

 
Fewer than 21


 
21


 
22


 
23


 
24


 
25



26


 
27


 
28

 
29

 
30

 
31

 
32

 
33

 
34

 
35

 
Greater than 35 

13. Which of the following best describes how much pain you usually have (had) with your periods:


No pain



Mild cramps, medication



seldom needed


Moderate cramps,


medication usually needed


Severe cramps, medication


and bedrest required

14. Is there any particular change you have noticed in your menstrual cycles over the past 


5 years (or, if you are no longer having periods, that you noticed in the 5 years before 


your periods stopped)?  Do not include changes due to birth control pills.  Write in:

__________________________________________________________________________


__________________________________________________________________________


__________________________________________________________________________

15. Are you still having periods?


 
Yes, I  am still having regular periods.


 
No, I am no longer having periods or are having them only as a result of 



hormone therapy.

If you answered “No”, ANSWER QUESTIONS #16 through #20.  If you answered “Yes”, SKIP TO QUESTION #21.

16. How old were you when you had


your last natural period? ............................ ____ years
17. How did your periods stop?


 
Naturally


 
Hysterectomy:
Reason for hysterectomy (Write in):   ______________________________




________________________________________________________________________


 
Other (including radiation or chemotherapy):
Please explain:  _______________________



________________________________________________________________________

18. Do (did) you use hormonal therapy


for menopausal symptoms?.........................  Yes
       No



If yes, ANSWER QUESTIONS #19 and #20.  If no, SKIP TO #21.


19. How many years did you use hormonal therapy?


 
Less than 1 year


 
1-2 years


 
2-3 years


 
3-4 years


 
5 or more years

20. What kind of hormonal therapy did you use?



Estrogen only (Premarin, Estrace, Ogen, or patch, etc.)



Progesterone only (Provera or norethindrone, etc.)



Estrogen and progesterone (Prempro or two separate pills)



Other:_________________________________________      



Don’t know

 MEDICAL HISTORY 
21. Check any medical conditions you have that were diagnosed by a doctor:




Adenomyosis 




(a type of endometriosis)




Atherosclerosis 




(hardening of the arteries)




Cancer (what type):




____________________




Cataract 




(clouding of the eye lens)

 


Depression requiring




medication or consultation




Diabetes requiring insulin or




oral medication




Endometrial polyps 




(benign growth in the uterus)


Endometriosis


Fibrocystic breast tissue


Gallbladder disease


Lactose intolerance


(problems after drinking milk)


Ovarian cyst(s)

 
Overactive thyroid 


Underactive thyroid


Uterine prolapse


(dropping of the uterus)


Hypertension


Other (describe):

        _________________________

     No known medical conditions

22. Have you ever had any of the following sexually transmitted diseases that 
 
 


were diagnosed by a doctor?



Chlamydia



Genital warts



Genital herpes



Gonorrhea

 

HIV (or AIDS)


Pelvic inflammatory disease (PID)


Syphilis


Other (describe):


___________________________        
_________________________

    No known sexually transmitted diseases

23. Please check below the number of abnormal PAP smears you have had that 
 

showed dysplasia or pre-cancerous changes and indicate your age(s):

 
None ( (Skip to Question #24)

1
(  How old were you? __ __


2  
(  Please indicate your ages:  1st  __ __
2nd __ ___ 

 
3   
(  Please indicate your ages:  1st  __ __
2nd __ ___
3rd __ __

4+ 
(  Please indicate your ages:  1st  __ __
2nd __ ___
Last __ __
Did any abnormal PAP(s) require treatment?..…..
 Yes    No
If so, please describe the treatment and your age when you received it: 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

24. Do you have keloid formation 


(excessive skin scarring)?............................………  Yes
    No      Don’t Know

25. Do you have any spots on your skin bigger


than the size of a dime 


that you have had from birth?..................……… Yes
 No
 Don’t Know

26. Have you ever had any type of surgery? ............
 Yes
 No


If yes, describe:


_____________________________________________________________________


_____________________________________________________________________

27. Do you take any medications?.....................…….
 Yes
 No


If yes, please specify the name and dose of each medication you take:


_____________________________________________________________________


_____________________________________________________________________


_____________________________________________________________________

28. Do (did) you use birth control pills?.........……… Yes
 No

If yes, ANSWER QUESTIONS #29 through #31.  If no, SKIP TO #32.

29. At what age did you first use 


birth control pills?..................................……….. ____ years
30. At what age did you last use birth


control pills? (current age, if still using)...….…..____ years
31. As best you can, estimate how long you used birth control pills during each of the following age categories.  

Mark “None” if an age category applies to you, but you never used birth control pills during that time.  Mark “Not applicable” for any age category that does not apply to you.
Before age 20

 Not applicable

 None

 Less than 1 year

 1-2 years

 2-3 years

 3-4 years

 4-5 years

 5-6 years

 6-7 years

 7-8 years

 8-9 years

 More than 9 years

Age 20 to 29

 Not applicable

 None

 Less than 1 year

 1-2 years

 2-3 years

 3-4 years

 4-5 years

 5-6 years

 6-7 years

 7-8 years

 8-9 years

Age 30 to 39

 Not applicable

 None

 Less than 1 year

 1-2 years

 2-3 years

 3-4 years

 4-5 years

 5-6 years

 6-7 years

 7-8 years

 8-9 years

After age 40

 Not applicable

 None

 Less than 1 year

 1-2 years

 2-3 years

 3-4 years

 4-5 years

 5-6 years

 6-7 years

 7-8 years

 8-9 years

 More than 9 years

32. Have you ever used an IUD 


(intrauterine device) for birth control? ..……...…
 Yes
 No

If you answered “Yes,” ANSWER QUESTION #33.  If you answered “No,” SKIP TO 

QUESTION #34.

33. What type(s) of IUD have you used?

 
Copper-containing (T Cu, Cu 7, Multiload, etc.)

 
Progestin-containing (Progestasert, Levo-norgestrel, Nova T, etc.)

 
Inert (Dalkon Shield, Lippes Loop, Saf-T-Coil, etc.)





Don’t know

34. Over your entire lifetime, about how many sexual partners have you had?
 
0

 
1

 
2-5

 
6-9


10-14

 
15 or more 

35. Have you had a tubal ligation?........................  Yes
  No


If yes, what was your age 


when you had the tubal ligation?.......................…____ years

36. Have you smoked more than 


100 cigarettes in your life?.......................…….  Yes


 No

If yes, ANSWER QUESTIONS #37 through #40.  If no, SKIP TO #41.

37. How old were you when you


first started smoking?..............................……. ____ years

38. Approximately how many years


have you smoked?.....................................……. ____ years
39. Over this period, what is the average number of cigarettes you smoked per day? 


(1 pack = 20 cigarettes)

 
Fewer than 5

 
5-10

 
11-20

 
21-30

 
31-40

 
41-50

 
51-60

 
61-70

 
71-80

 
Greater than 80

40. Are you still smoking cigarettes?...............…..  Yes
 No


If no, at what age did you quit?......................…. ____ years

41. Did your mother or father smoke any tobacco products when you were growing up?



Only mother smoked



Only father smoked

  Both smoked

  Neither smoked

42. Do you drink alcohol?...............................……  Yes
 No


If yes, how many drinks per week?


(1 drink= a 12 ounce beer OR a 4 ounce glass of wine OR a one ounce shot of liquor)


 
Fewer than 1


 
1-2


 
2-3


 
3-5

 
5-7

 
7-10

 
10-14

 
14-21

 
21-28

 
Greater than 28

43. Do you regularly engage in 


vigorous exercise?......................................…….  Yes

 No

If yes, ANSWER #44 through #46.  If no, GO TO #47.

44. What do you do for exercise? (Jogging, swimming, cycling, aerobics, etc.)


______________________________________________________________________


______________________________________________________________________

45. At what age did you begin


exercising on a regular basis?...................…… ____ years
46. How many hours per week do you exercise?



 Fewer than 1


 
1-2


 
2-3


 
3-5


 
5-7


 

7-10


 

10-14


 

Greater than 14

47. Please list:

Your current

height
     feet

     inches

 3
 0

 4
 1

 5
 2

 6
 3


 4


 5


 6


 7


 8


 9



 10



 11

     Your weight 

at age 18

(in pounds)
 Under 90

 90-100  

 100-110  

 110-120  

 120-130  

 130-140  

 140-150  

 150-160  

 160-170  

 170-180  

 180-190  

 190-200  

 Over 200  

Your current weight

(in pounds)
 Under 90  

 90-100  

 100-110  

 110-120  

 120-130  

 130-140  

 140-150  

 150-160  

 160-170  

 170-180  

 180-190  

 190-200  

 Over 200  

Your maximum NON-pregnant weight (in 

pounds)

 Under 90  

 90-100  

 100-110  

 110-120  

 120-130  

 130-140  

 140-150  

 150-160  

 160-170  

 170-180  

 180-190  

 190-200  

 Over 200  

48. How many of the following type of x-rays have you had?







None
1-4
5-9
More than 10


Chest x-rays






Dental x-rays





Mammograms




49. Have you ever had any of the following types of x-rays?














Yes

 No


Barium enema










Hystosalpingogram (x-ray of the uterus and tubes)




Pelvic bone x-ray for delivery








Upper G.I.











Lower G.I.








 

50. Have you ever worked at a job


requiring you to wear a radiation badge?...…………..  Yes     No
51. Do you take any of the following types of vitamins or minerals?











Yes

No


Beta carotene (separate from multivitamin)




Calcium (separate from multivitamin)




General multivitamin






Vitamin A (separate from multivitamin)




Vitamin D (separate from multivitamin)




Vitamin E (separate from multivitamin)




Zinc (separate from multivitamin)





Other  _____________________________



52. Do you regularly take (at least weekly) any of the following over-the-counter pain relievers?









Yes

No


Acetaminophen (Tylenol)




Aspirin






Ibuprofen (Advil, Motrin, etc.)


53. In this section please mark your usual consumption of beverages or foods listed below.



If you use a product daily, write the number of times per day in the final column.
Food Item

Never
Rarely
Monthly 
     Weekly
  Daily        Times per day:






1
2
3
4 or more

1 cup of skim or
















whole milk, or 


yogurt

1 cup of regular
















coffee

1 cup of decaf coffee















1 cup of tea
















1 can of beer















1/2 cup of red wine















1/2 cup of white wine















1 ounce of hard liquor















1/4 lb. red meat















1 egg

















1 serving fresh vegetable














1 serving fresh fruit















8 oz. chocolate-
















containing food

 PREGNANCY HISTORY 
54. Have you ever been pregnant?..................……
 Yes

 No

If yes, ANSWER #55 and #56.  If no, GO TO #57.

55. How many pregnancies have you had?


1  


2  


3  


4  


5  


6  


More than 6  

56. In the spaces provided, write in the number of pregnancies you have had of each type


of pregnancy:

Type of pregnancy
                 0             1
 2
 3
4
5
6 or more

Abortion







Liveborn 







Miscarriage







Stillbirth







Tubal or ectopic pregnancy







Twin or triplet pregnancy

  






57. Did you ever try for more than 2 years

to get pregnant, or have you had 

problems carrying a pregnancy?.……..............… 
 Yes

 No

If yes, ANSWER #58 and #59.  If no, GO TO #60.

58. Have you consulted a doctor

about your fertility problem?..........……..........…
 Yes
 No

If yes, what was the cause?

 
A problem with me: ______________

  
______________________________

 
A problem with my husband:  ______


______________________________

 
A problem with both of us:  ________

 

______________________________

 
Not found

59. Have you ever used a fertility drug

to stimulate ovulation?.............................……...… 
 Yes
 No

If yes, which drug(s)?


 Clomid (Serophene, Clomiphene, etc.)

 Pergonal (Human menopausal gonadotropins, etc.)

 Other: ___________________________________

 Don’t know

 FAMILY HISTORY 
60. Are there any twins in your family?.........………...
 Yes
 No

If yes: 

 
I am an identical twin





 
I am a fraternal twin





 
I have siblings who are identical twins





 
I have siblings who are fraternal twins





 
There are identical twins in my parents’ generation





 
There are fraternal twins in my parents’ generation





 
Other ______________________

Today’s date:     _____________    ______ ,    20 ____





          (Month)          (Day)
     (Year)

THANK YOU for completing this questionnaire.  If you have any additional information you would like us to know about, write it below.  

PAGE  
1

