Supplement  1:  Bleeding Questionnaire                                                                                                                

Patient Name: ____________________________________

       Date of Birth: ______________

This is a questionnaire to ask you about bleeding symptoms you may have experienced.  We are collecting information from female carriers in order to gain better knowledge about hemophilia carriers’ symptoms in order to improve treatment and preventative measures.  If you have any questions regarding these questions, please contact Meadow Heiman, the Genetic Counselor and Research Coordinator at IHTC, at 317-871-0011 x242 or 1-877-256-8837.
	General Medical History
	1. Please describe any previous or current medical conditions:
Cardiovascular ____________________________________________________________________
Respiratory _____________________________________________________________________
Gastrointestinal _____________________________________________________________________
Musculoskeletal _____________________________________________________________________
Neurological _____________________________________________________________________
Endocrine _____________________________________________________________________
Dermatological _____________________________________________________________________
Eyes, Ears, Nose, & Throat ______________________________________________________________________


	Medications
	1. Please list any medications that you take including prescription, over the counter, herbal     therapies, and birth control:
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________



	Tobacco  Use
	1. Do you now or have you ever smoked cigarettes?   

        □ yes(if yes, go to 2)   □ No(if no, go to next section)

	
	2.   How old were you when you started smoking?    __________

	
	3.  How old were you when you quit smoking?_____________ or Current Smoker  □

	
	4.  How many cigarettes did/do you smoke per day? ____________


	Bruising
	1.   Do you experience bruises larger than ½ inch in size or bruises that you do not know                 

       how you got them?         (Yes (If Yes, go to 2)         (No (If No, go to next section)

	
	2.   Have you ever had a bruise with a lump (called a hematoma)?    (Yes        (No

	
	3.   Have you ever needed to be treated for bruising?        (Yes        (No


	Nose Bleeds
	1.   How many nose bleeds have you had in the past 6 months? ______    Past Year? ______

	
	2a. Have you ever had a nose bleed that lasted longer than 10 minutes?  

      (Yes (If Yes, go to 2b)         (No (If No, go to 3)
          2b. How long does your average nose bleed last? ____________

	
	3.   Do your nose bleeds occur without injury?    (Yes 
(No

	
	4a. Have you ever needed to be treated for nose bleeds (ex. cautery, packing, ENT 

      evaluation)?      (Yes (If Yes, go to 4b)       (No

          4b. How were you treated? ___________________________________________


	Dental Work

If more than 3 times, please go to page6.
	1a. Have you ever had a tooth extracted (pulled)?   (Yes (If Yes, go to 1b.)   (No 
          1b. How many separate occasions have you had teeth extracted? __________
 Please answer the following for each occasion you had a tooth or teeth extracted:
1st 

1.   How many teeth? __________

2.   What kind of tooth/teeth (ex. baby teeth, molars, wisdom teeth)? __________________
3.   Were you treated in advance to prevent bleeding problems?   (Yes        (No

4a. Did you have abnormal Bleeding (lasting 4 or more hours)?  
      (Yes (If Yes, go to 4b)    (No

          4b. Were you treated for the bleeding?  (Yes (If Yes, go to 4c)    
(No

                    4c. How were you treated? ______________________________________
2nd  

1.   How many teeth? __________

2.   What kind of tooth/teeth (ex. baby teeth, molars, wisdom teeth)? __________________
3.   Were you treated in advance to prevent bleeding problems?   (Yes        (No

4a. Did you have abnormal Bleeding (lasting 4 or more hours)?  

      (Yes (If Yes, go to 4b)    (No

          4b. Were you treated for the bleeding?  (Yes (If Yes, go to 4c)    
(No

                    4c. How were you treated? ______________________________________
3rd 

1.   How many teeth? __________

2.   What kind of tooth/teeth (ex. baby teeth, molars, wisdom teeth)? __________________
3.   Were you treated in advance to prevent bleeding problems?   (Yes        (No

4a. Did you have abnormal Bleeding (lasting 4 or more hours)?  

      (Yes (If Yes, go to 4b)    (No

          4b. Were you treated for the bleeding?  (Yes (If Yes, go to 4c)    
(No

                    4c. How were you treated? __________________________________



	Surgery
If more than 2 surgeries, please go to page 6. 
	1a. Have you ever had surgery?    (Yes (If Yes, go to 1b)     (No (If No, go to next section)
          1b. How many surgeries? __________

 Please answer the following questions for each surgery:

1st 

1.   What kind of surgery? ____________________________________________

2.   Were you treated in advance to prevent bleeding problems?   (Yes      (No

3a. Did you experience bleeding problems during or after surgery?  (Yes      (No

If Yes, please explain (ex. anemia, transfusion, returned to surgery): _______________________       

      3b. Were you treated for the bleeding?   (Yes (If Yes, go to 3c)      (No   

             3c. How were you treated? _________________________________________
2nd  

1.   What kind of surgery? ____________________________________________

2.   Were you treated in advance to prevent bleeding problems?   (Yes      (No

3a. Did you experience bleeding problems during or after surgery?  (Yes      (No

If Yes, please explain (ex. anemia, transfusion, returned to surgery): _______________________       

      3b. Were you treated for the bleeding?   (Yes (If Yes, go to 3c)      (No   

             3c. How were you treated? _________________________________________




	Menstrual History
	1.   Have you experienced heavy or long periods?    (Yes      (No (If No, go to next section)

	
	2.   How old were you when you started having periods? _________

	
	If you no longer have periods, please answer the following questions based on when you did have periods:

3.   How many days does your period usually last? __________

	
	4.   How many days do you have heavy bleeding? __________

	
	5.   How many pads/tampons do you use in a day? __________

	
	6a. Have you ever been anemic, or had low iron in your blood due to your periods? 

      (Yes (If Yes, go to 6b)    (No (If No, go to 7a)
          6b. Have you ever been treated for anemia (ex. Iron pills, transfusion)?   (Yes       (No

	
	7a. Have you ever been treated for excessive bleeding during your period? 

      (Yes (If Yes, go to 7b)    (No

          7b. How were you treated? ___________________________________________


	Pregnancy

 
	1a. Have you had any pregnancies?   (Yes (If Yes, go to 1b)   (No (If No, go to next section)
       1b. How many pregnancies? _________
 Please answer the following questions for each pregnancy:

1st 

1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child
2.   What type of delivery did you have?   ( Vaginal         ( C-Section

3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? ______________________________________

4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During            ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ___________________________________




	2nd pregnancy 
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? ________________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ____________________________________________

	3rd  pregnancy 
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? ________________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ____________________________________________

	4th  pregnancy
If more 

than 4 pregnancies, please go to page6. 
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _______________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ____________________________________________


	Joint Bleeds
	1. Have you ever experienced bleeding into any of your joints?    

                (Yes (If Yes, go to 2)         (No (If No, go to next section)

	
	2. Which joint was involved?  

         (  Knee  # of times___________               (   Shoulder  # of times_________

         (  Ankle  # of times___________               (   Elbow  # of times___________

         (  Hip  # of times____________                 (   Wrist  #of times ____________

	
	3. How was it treated?

         ( Medical treatment               (    Surgery                   (    Antibiotics

         (  Other ___________________          (     No Treatment


	Trauma
	1.  Have you ever experienced prolonged bleeding after trauma (specifically wounds or cuts)?

     (Yes (If Yes, go to 2)     (No

	
	2.    When                        Cause                                         Treatment (Infusion, Amicar, etc.)
a. 

b.

c.

3.   Did you require blood transfusion due to bleeding after injuries or wounds?
                   □ Yes                                               □  No


	Other Treatment for bleeding problems
	1.  Have you ever been treated for bleeding problems or to prevent bleeding on other 

     occasions not already described in the previous questions? 

     (Yes (If Yes, go to 2)     (No

	
	2.    When                        Cause                                         Treatment (Infusion, Amicar, etc.)
a. 

b.

c.




	Family History
	1.  Do any members of your family suffer from a bleeding disorder?  (Yes        (No

      (  Hemophilia   (  Von Willebrand’s Disease     (  Other ___________________

	
	2. Do any other members of your family suffer from:

Heavy Menstrual Periods?       (Yes        (No

Nose Bleeds?         (Yes        (No

Other excessive bleeding (i.e. after injuries, surgeries)?  (Yes        (No


Dental Work (continued) 

For additional tooth extractions, please answer the following questions:
	4th  
	1.   How many teeth? __________

	
	2.   What kind of tooth/teeth (ex. Baby teeth, molars, wisdom teeth)? _____________________________

	
	3.   Were you treated in advance to prevent bleeding problems?   (Yes        (No

	
	4a. Did you have abnormal Bleeding (lasting 4 or more hours)?  (Yes (If Yes, go to 4b)   (No

          4b. Were you treated for the bleeding?  (Yes (If Yes, go to 4c)    
(No

                    4c. How were you treated? __________________________________


Surgery (continued) 

For additional surgeries please answer the following questions: 
	3rd  
	1.   What kind of surgery? ___________________________________________________________

	
	2.   Were you treated in advance to prevent bleeding problems?           (Yes           (No

	
	3a. Did you experience bleeding problems during or after surgery?       (Yes           (No

If Yes, please explain (ex. anemia, transfusion, returned to surgery): _________________________________       

      3b. Were you treated for the bleeding?      (Yes (If Yes, go to 3c)      (No   

             3c. How were you treated? ___________________________________________________


Pregnancy (continued) 

For additional pregnancies please answer the following questions: 
	5th pregnancy
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _____________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? __________________________________________

	6th  pregnancy
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _____________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

         4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? __________________________________________


	7th  pregnancy
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _______________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ___________________________________________

	8th pregnancy  
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _______________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ___________________________________________

	9th   pregnancy
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _______________________________________________

	
	4a. Did you have any bleeding problems during or after delivery? 

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ___________________________________________

	10th  pregnancy  
	1.   What type of delivery did this pregnancy result in? (Please mark all that apply)
      ( Full Term          ( Premature           ( Miscarriage            ( Living child

	
	2.   What type of delivery did you have?   ( Vaginal         ( C-Section

	
	3a. Were you treated in advance to prevent bleeding problems? 

      (Yes (If Yes, go to 3b)     (No (If No, go to 4a)
          3b. How were you treated? _______________________________________________

	
	4a. Did you have any bleeding problems during or after delivery?  

      (Yes (If Yes, go to 4b)     (No

          4b. During or after delivery?     ( During        ( After

          4c. Were you treated?   (Yes (If Yes, go to 4d)     (No

                 4d. How were you treated? ___________________________________________
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