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BONE DENSITOMETRY 
 

Name:____________________________________ Today’s Date________ 
 
Date of Birth:___________Age____ Height: ________Weight:__________ 
 
Sex:  Female ____    Male ____       Referring Physician:_______________ 
 
Medical History:        Yes No 
 
1.  Have you ever taken any hormone replacements?  ___ ___ 
 What years?________________________________ 
 
2.  Have you ever had a bone density test?    ___ ___ 
 When and where?____________________________ 
 
3.  Have you ever been treated for osteoporosis or weak bones? ___ ___ 

What years?_________________________________ 
What medicines?_____________________________ 
 

4.  Have you had any x-ray studies with Barium or contrast ___ ___ 
  or nuclear medicine studies in the past week? 
 
5.  Have you taken any of the following medications for more than one year? 
 a.  Steroids (prednisone, cortisone, etc.)   ___ ___ 
 b.  Thyroid Medication      ___ ___ 
 
6.  Do you take calcium supplements?     ___ ___ 
 Have you had any in the past 48 hours?   ___ ___ 
 
7.  For female patients only: 

  Do you menstruate?      ___ ___ 
 If no: Because of menopause?   When? ________    ___ ___ 
  Because of removal of ovaries?   When?____ ___ ___ 
  Because of removal of just the uterus?   ___ ___ 
  Because of chemotherapy?   When?____  ___ ___ 
 
Technologist Notes:   ____Small Block  ____Medium Block ____Tall Block 


	Name: 
	Todays Date: 
	Date of Birth: 
	Age: 
	Height: 
	Weight: 
	Referring Physician: 
	What years: 
	When and where: 
	What years_2: 
	What medicines: 
	If no Because of menopause When: 
	Because of removal of ovaries When: 
	Because of chemotherapy When: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off


