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                                         BONE DENSITY HISTORY FORM

Patient Name: ________________________________________ Date: _______________ Age: ________

Patient Account #: ____________________________Referring Physician:________________________

Gender: (Circle One) M or F     Race: (Circle One) African American, Caucasian, Hispanic, Asian, Other

Height: _______ Weight: _______ Is there any chance that you may be pregnant? (Circle One) Yes or No

Have you had this examination before? (Circle One)  Yes or No

If YES, Name of Medical Facility? __________________________________________________________

Are you Right or Left handed? (Circle One)  RT or LT

Have you had hip replacement surgery? Yes or No 

     If yes, which hip? Right/Left/Both
Have you had surgery on your lower back? (Circle One) Yes or No

If YES, which procedure(s)? Please List: _____________________________________________________

______________________________________________________________________________________

Do you have a known curvature (scoliosis) of your spine? (Circle One) Yes or No

Have you had any examinations within the past 7 days where you were injected or ingested a contrast material, i.e. Barium?  If so, which exam?  ____________________________________________________

Do you have a family history of Osteoporosis? (Circle One)  Yes or No

Are you currently on any medications? (Circle One) Yes or No If YES, please list: ____________________

______________________________________________________________________________________

Are you post-menopausal? (Circle One) Yes or No     If YES, at what age did menopause occur? ________

Do you take calcium supplements? (Circle One) Yes or No               If YES, how often? _______________

Have you had a Hysterectomy? (Circle One)  Yes or No                                                                                      If YES, (Circle One)  Partial / Complete                                                  Year of surgery: ______________ 

Do you take hormones? (Circle One)  Yes or No                                       If YES, how long? ____________             

Do you have any perceived height loss? (Circle One)  Yes or No

Do you exercise regularly? (Circle One) Yes or No

 Tech: _______________________________

“Better Technology for Better Healthcare”

Ken H. Hager, M.D.- Board Certified Radiologist








