Thyroid Hormone Cell Transport Defect

Clinical Questionnaire

Please complete and return with sample

Name:







DOB  



Date 




(
Male

(
Female
Features

 Present:
Yes
No
         Features Present:    Yes        No      Not Known__           

Growth


IUGR



(
(

Failure to Thrive


(
(

Gestational Age

 wks

Birth weight


 gms


Birth length


 cm


OFC


 cm


Age at Exam

 yrs & mos


Height


 cm


Weight


 kg


OFC


 cm

Craniofacial


Long, narrow face


(
(


Motor Delay



(
(

Walking



(
(


Age Sat

            
Speech Delay



(
(

Speaking



(
( 


Any verbal communication

(
(

Other type of communication
(
(


Describe: ___________________________

Neurologic 

Seizures



(
(

Dystonia



(
(

Central hypotonia


(
(

Peripheral spasticity

(
(

Feeding difficulties


(
(

Poor head control


(
(

Hyperreflexia/clonus

(
(

Ataxia/awkward gait

(
(
Otolaryngologic


Hearing deficit


(
(
Ophthalmologic

Nystagmus



(
(

Other eye abnormalities

(
(


Describe: ___________________________

Skeletal

Scoliosis



(
(

Pectus excavatum


(
(

Contractures


(
(
Endocrine Abnormalities


Diabetes

  (
   (

Osteoporosis
  (
   (

Elevated T3
  (
   (
       (

Decreased T4
  (
   (
       (

Decreased reverse T3






  (
   (
       (

Increased TSH
  (
   (
       (


(please attach reports)
Additional findings:

Family history:

Medications (please list):

These data are from CETT-sponsored clinical diagnostic testing (www.CETTProgram.org) and do not require the informed consent of a research participant. As part of clinical care, patients agree to additional use of their HIPAA-compliant data. All patients in this program receive information on opting out of having their de-identified data shared beyond the clinical laboratory.
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