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Bone Density Patient History

Patient Name:__________________________________________   Date:______________
Is there a chance you might be pregnant?





Yes
No

Have you broken a bone?







Yes
No

If yes, which bones?_________________________________________________________
Do you have metal in your spine or hips?  





Yes      No
    

Do you take medication to control seizures, epilepsy, or convulsions?    

Yes   
No

Have you gone through menopause?  





Yes
No  
If yes, what age?__________

Do you take steroids for arthritis or 
chronic asthma (bronchitis)?






Yes      No

Do you have any kind of intestinal problems
such as Crohn’s Disease or Ulcerative Colitis?  




Yes   
No
Do you smoke?








Yes
No


Have you ever smoked?







Yes
No

Have you become shorter?







Yes
No

Do you take calcium supplements?






Yes 
No

Do you take vitamin D or a multivitamin? 





Yes      No
Do you take medications for thyroid problems?




Yes
No

Do you have a family history of osteoporosis?




Yes
No
Have you had a hysterectomy?  






Yes
No

(Circle One)   Partial (Uterus Only)   Complete 

Do you take birth control pills or any other type of estrogen?


Yes
No

Have you had renal failure?







Yes
No

If yes, are you on dialysis?







Yes
No

Have you ever had a DEXA/Bone Density Scan?




Yes
No

If yes, what is the approximate date?_______________________

