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Exclusive GE Lunar Distributors since 1985 


BMD Questionnaire
Patient Name: _____________________________

   
   Date: _________________          
Patient ID:      _____________________________          
 
Height: _________________    

Date of Birth:  ________________________      Female   Male 
Weight: _________________
	1. Have you had a previous bone mineral density exam here?

Have you had a previous scan at any other location?

If yes, when and where? ______________________________________

	( Yes  ( No

( Yes  ( No

	2. Have you had a barium enema or barium drink in the last 2 weeks?
	( Yes  ( No

	3. Have you had a nuclear medicine scan or x-ray dye in the last week?
	( Yes  ( No

	4. Have you had any surgery on your spine or hips?

If yes, when and where? ______________________________________

	( Yes  ( No

	5. Have you ever broken any bones?     If yes, please state:

Bone Broken

At Age

Cause of Broken Bone


	( Yes  ( No

	6. Have you been taking steroid pills (such as prednisone or cortisone) for more than 3 months in the last 12 months?

      If yes, are you currently taking steroid pills?

      Since when? ___________________  What is your current dose? ___________
      What is the reason you take steroid pills? __________________________
      Type of steroid?   ( cortisone  ( hydrocortisone  ( prednisone     

( prednisolone  ( triamcinolone  ( methylprednisolone      ( betamethasone  ( dexamethasone  ( fludrocortisone
	( Yes  ( No

( Yes  ( No

	7. Have you ever been treated with medication(s) for osteoporosis?

If yes, which medications and for how long?
( Denosumab (Prolia)
Start Date: _________  End Date: _________
( Alendronate (Fosamax)
Start Date: _________  End Date: _________        

( Risedronate (Actonel)           Start Date: _________  End Date: _________
( Zoledronic acid (Aclasta)      Start Date: _________  End Date: _________
( Teriparatide (Forteo)            Start Date: _________  End Date: _________
( Raloxifene (Evista)               Start Date: _________  End Date: _________
( Calcitonin (Miacalcin)           Start Date: _________  End Date: _________
( Etidronate (Didrocal)            Start Date: _________  End Date: _________

	( Yes  ( No

	8. Do you smoke?
	( Yes  ( No

	9. Do you take calcium supplements and vitamin D?
	( Yes  ( No

	10. Do you take hyperparathyroidism medication?
	( Yes  ( No

	11. Has anyone in your family had osteoporosis?

        If yes, who: (mother   (sister   (aunt    (other: _______________

	( Yes  ( No


Female Patients Only:

	12. Are you pregnant?
	( Yes  ( No

	13. Are you on hormone replacement therapy? If yes, what is the dosage? ______
	( Yes  ( No

	14. Are you post-menopausal (finished menses)? If yes, when? ________
	( Yes  ( No

	15. Have you had a hysterectomy?  If yes, when? __________________________             

        ( Ovaries & Uterus       ( Ovaries only       ( Uterus only
	( Yes  ( No
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