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Name: _______________________________________	Date: ______________________________
MRN: ________________________________________	Date of Birth: _______________________
Current Height (in.): ____________________________	Sex:          Female		Male
Weight (lb.): __________________________________	Referring Physician: __________________
Menopause Age: ______________________________	Ethnicity: ___________________________

Please circle answers to the following questions:
1. Have you taken Calcium in the last 24 hours?				YES		NO
2. Have you had a previous hip or vertebral fracture?				YES		NO
3. Have you had any fractures during your adult life which 
did not result from significant trauma (e.g. auto accident)?			YES		NO
4. Did either of your parents ever have a hip fracture?				YES		NO
5. Do you smoke?								YES		NO
6. Have you ever taken Steroids for more than 3 months at one time? 	 	YES		NO
(Prednisone, Cortisone) 						
7. Do you have Rheumatoid Arthritis?						YES		NO
8. Do you have Osteoporosis caused by medication?				YES		NO
a. If yes: What medication? _______________________________________________________
9. Do you drink 3 or more alcoholic drinks per day?				YES		NO
10.  Are you being treated for Osteoporosis?					YES		NO
a. If yes: What treatment? _________________________________________________________
11.  Have you had previous Bone Density Scans?				YES		NO
a. If yes: When and Where? _______________________________________________________
12.  Have you had hip or spine surgery?						YES		NO
a. If yes: When and Where? _______________________________________________________
13. Have you had an exam with CONTRAST in the last week?			YES		NO
14. Are you currently undergoing treatment for cancer?				YES		NO
a. If yes: What treatment? _________________________________________________________
Please list any Doctors you would like to receive a report of this scan: _________________________________
_________________________________________________________________________________________

Patient Signature: _______________________________________	Date: ________________________
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