CLINICAL RADIOLOGISTS

Bone Density Questionnaire

Name:  _________________________
Today’s Date: __ /___/___   Date of Birth: __/___/___

Social Security #: ___________Gender:  M or F


Ethnicity:Asian/Black/Hispanic/White/Other_________     Height:  ______  Weight:  ______


Build:  Small/Average/Large

Referring Physician’s Name:  _________________________________

Please answer the following questions by circling Yes or No.

1. Have you had this examination before?


Y or N

      If so, at which medical facility?  ______________________

2.   Are you right or left-handed?



RT or LT

      Have you ever broken an arm?       


Y or N
RT or LT

3.   Have you had a hip replacement surgery?


Y or N


      If so, which one?   





RT or LT

4.   Have you had surgery on your lower back?


Y or N

      If so, which procedure(s)?  Please list :  ______________________________________________

      ______________________________________________________________________________

5.   Do you have a known curvature (scoliosis) of the spine?
Y or N

6. Have you had any examinations in the last 7 days where you were injected or ingested a contrast medium, i.e. barium?  If so, which exam?  ___________________________________________

7. Do you have a family history of osteoporosis?

Y or N

8. Do you take any medications?  If so, please list: ______________________________________

_____________________________________________________________________________

 9.  Do you take calcium supplements?



Y or N  

10.  Are you on hormone replacement therapy?


Y or N

       If so, how many years on estrogen?  ____________

11.  Do you have a perceived height loss?


Y or N

12.  Do you or have you taken corticosteroids?


Y or N

13.  Do you exercise regularly?




Y or N

14.  Do you drink alcohol?




Y or N

15.  Do you smoke?





Y or N

16.  Do you drink caffeine?




Y or N

17.  Do you eat lots of chocolate?



Y or N

FEMALES ONLY

18.  Is there any chance you could be pregnant?


Y or N

19.  Are you post-menopausal?




Y or N


       At what age?  __________

20.  Have you had a hysterectomy?



Y or N

       If so, partial or complete?  ______________


21.  At what age? ______________

Patient Signature: ______________________________
 Date:  _________________

Technologist Signature:  ________________________
 Date:
_________________
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