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WerREYTARE IR ENLS

BONE DENSITY PATIENT HISTORY QUESTIONNAIRE

Name:

Corrent Fleight: (in) Weight (1h))

Menopause Ager

{yhor

Please wpecify:
3

Previous Bone Density: Where — .

U Have ever taken any of the followine medications:
0 Actonel

3 Estrogen

O Caleium

O T“osamax
O Fvista
A TForteo

Other - Please specity:

Today < Date:

Sex: O Female 0O Male

ate of Rirth-,

Referring Physician:

&
Fthuoieity

When e

OCortico Steroids (Prednisone, cte.)
O Miacalcin

b

At what age did your pertod start?

3. How many children do you hawve?

4. What was vour maximum height? (inches)

5. Do you have a family history ol osteoporosis?

6. Do you perform weight bearing exercises regularly?

7.0 you regularly consuwme dairy products?

O Yes ONo
O Yes ONo
O Yes N

8. Hiave you ever missed vour period Tor more than 6 months

in row (ool imcluding pregnancy or menopriuse)?

O Yes ONo

9. Have you had any fractures during vour adult life which dud

not result frony significant trauma {1.e.. auto accident?

10, Do you smoke?
[T, Do you drink more than 2 aleohol drinks daily?

12, Do you drink calleinated beverages?

[3. Do you have any of the following medical conditions?

O Eivperthyrotdism
O Hysterectomy
0O Cancer

O Hyperparathyroidism
O Asthma or Emphysema
O Anorexia or Bulimia

LI Yes UNo
OYes ONo
O Yes ONo
OYes ONo
O Yes ONo
O Rheumatoid Arthritis
O Any Scizure disorders
UlInflamatory Bowel Discases



