




























































































































































































































































 

Capital University of Science and Technology, 
Department of Biosciences and Bioinformatics    

Disease Assessment Questionnaire  

In order to assess the association of microbiome and 

muscular dystrophy disease, we need to review your medical 

and family history, focusing on the history of Muscular 

Dystrophy.  

The first part of the questionnaire focuses on your personal and medical history, the 

second part on your family history. If you are uncertain about any information, please 

write in your best approximation or write unknown. You may decline to answer any 

or all of the questions at this time or at any later time.  

• Please take some time before you fill this form to gather as much of your family history 

information as possible.   

• We will not use the information you provide us to contact your family members.  

Names of family members are used only as a reference and to reduce our errors.  

• Your personal and family history will be kept confidential.  

• You may be contacted in the future about queries and further information.   

• You are free to leave at any time.  

• After completing the questionnaire, you may wish to make a copy of it for your record.  

• If you have any questions, please contact our office at (which number do add?) or email 

at taibasalamat88@gmail.co and aqdasiftikhar123@gmail.com. 

  

Please circle one:  

 

I do / do not agree to share my personal and family history information for research purposes 

and for deductions to be made and results to be published on the information that I provided.  

  

Name:                                           Signature:                                  Date:      
 
                                 
                                                     Personal History  

 



 

  

Name:                                            ,                                                     ,                                     

            First name                              Middle name                               Family name   

  
 What is your date of birth?  /  /         

  
 What is your occupation?                                        

  

Marital Status:   

  
Single/widowed:                           
  
Married:                                         
  
Divorced:                                        
     
Age:                                              
  
Please choose which ethnic/racial background best describes you and your biological  

mother and father.  

    

Self:                                                                     
  
Maternal side:                                                      
  
Paternal side:                                                        
  

 What is your religious affiliation?            
  
  

                                                     General Medical History  

  
  
How is your health in general?                                                                                                  
  
                                                                                                                                                       

 Do you have any other underlying health conditions?  Y / N / U  

If yes, what type(s) and at what age(s) were you diagnosed?  



 

  
                                                                                                                             

 Do you smoke or use tobacco products: Currently? Y N  Previously? Y / N   

  

If yes, what do you use and how much?                                                                                    

  

Do you drink alcohol beverages? Y / N If yes, how often?  

  

1-3/week                                 4-6/week                                >6/week                     other:           

  

Do you use other recreational drugs? Y / N   

  

If yes, what do you use and how often?                                                                                     

Do you have diabetes? Y / N  

  

Do you have any metabolic disorder? Y / N  

  

Have you used any antibiotics in previous 3 months? Y / N  

  

If yes, list please   

Name:                                                                         Reason:                                                    

  

Name:                                                                          Reason:                                                   

  

Name:                                                                          Reason:                                                    

    If you currently take medication daily or on a regular basis, please list medication and   

reason for taking it  

   

  Medication                                                  Reason   

     

                                                                                                                                                          

  



 

  

    Medication                                                   Reason   

     

                                                                                                                                                           

  

  

                                                                          Diet  

  

    What do you have in?  

  

     Breakfast:                                                                                                                                  

     Brunch:                                                                                                                                     

       

     Lunch:                                                                                                                                      

     Supper:                                                                                                                                      

     Dinner:                                                                                                                                      

      Do you have a special diet? Y / N  

  

      If yes please list  

  

                                                                                                                             

  

                                                                                                                             

                                                     Screening History  

  
 Have you ever been diagnosed with muscular dystrophy?  Y / N  

      

Type:                                                                

Age Diagnosed:                                             

Treatment used:                                                                                                                            

  

    If you currently take medication daily or on a regular basis, please list medication and       
reason for taking it ( for treatment of Muscular Dystrophy).  



 

      

    Medication                                                   Reason   

     

                                                                                                                                                          

    

  

    Medication                                                   Reason   

     

                                                                                                                                                          

  

  

     Medication                                                   Reason   

     

                                                                                                                                                          

  

     Duration of Treatment being used?                                                                                         

  

     Please check the following boxes if you have the following symptoms  

 

       
Symptom   Y/N  

Difficulty in walking    

Waddling gait    

Frequent falls and clumsiness    

  

Difficulty in getting up from sitting position    

Difficulty in climbing stairs    

Walking on toes    

Frequent falls    

Difficulty rising from the floor    

contractures    

Scoliosis (curved spine)    

Breathing and swallowing problems    

Shoulder deterioration     



 

Mild facial weakness    

Lordosis (inward curve of lumbar spine)    

Droopy eyes    

Poor vision    

Cataracts     

Double vision    

Problems with upper gaze    

Muscle weakness in face    

Difficulty in opening and close eyes    

Trouble smiling or puckering lips    

Difficulty in chewing     

Weight loss    

Cardiac irregularities    

  

                                                     Family Members/ Relatives  

  

     If you have any family members or Relatives who had or are suffering from muscular         
Dystrophy please list  

 

Name Sex    
Age  

  
 Relationship to 
you  

  
Deceased   

Muscular Dystrophy 
Type  

Age at  
Diagnosis  

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    



 

  
M / F  

    
Y / N / U  

    

  
M / F  

    
Y / N / U  

    

  

  

  

Reviewed by:                                                           Date:                                                       

  

  

  

  

  

  

  

  
         
   


