FIRST DEXA SCAN

NAME: DATE:
ADDRESS: SSN:
AGE: M or F
HOME PHONE: WORK PHONE:
PHY SICIAN:

PERSONAL HISTORY

What isyour ethnic background (check one)? [ Caucasian [ Other

Doyou exerciseregularly? 1Y [N
If yes, what activity?
How many minutes?
How many times per week?

Doyoudrink milk? Y [N If yes, how many 8 oz. glasses per day?

Do you take a calcium supplement? Y [N
If yes, what brand?
How many milligrams (mgs) per day?

Areyou currently on Hormone Replacement Therapy (HRT)? Y [N
If yes, for how long? Name: Dosage:

Doyou takeVitamin D? 1Y [N
If yes, how many IU’s per day?

Do you take a multivitamin? Y [N

Do you drink alcoholic beverages? 1Y [N
If yes, how many per week?

Doyou drink caffeinated beverages? (1Y [1 N
If yes, how many ounces per week?

Doyou smoke? (1Y [N

If yes, how many cigarettes per day?
For how many years?
If you have quit smoking, for how many years did you smoke?

MEDICAL HISTORY




Current weight:

Height at age 30:

Have you ever had any of the following illnesses?

“lalcoholism “Thyperparathyroidism [Jangina "Thypothyroid “lasthma
“Ikidney stone “1blood clots 1 lupus “Imalabsorption

"losteoarthritis
ldiabetes ichronic liver disease  [Istroke “lanorexia/ bulimia [Jheart attack
losteoporosis "1Cushing’s Disease Clulcer “Irheumatoid arthritis [Thiatal hernia
Cuterine cancer  [1Paget’s Disease “lbreast cancer [1high blood pressure

_lhyperthyroid [chronic kidney disease

Do you have chronic back pain? (1Y [N
If yes, what specific location?

Do you currently have symptoms of esophageal reflux (heartburn)? Y [N

Do you have a family history of osteoporosis? (1Y [N
If yes, who?

Pleaselist all surgeriesand give dates.

Pleaselist all current and / or past fractures
Location Date Cause

For Women Only

Date of your last menstrual period:

Haveyou ever had irregular or missed menstrual periods? 1Y [N
If yes, when?

Haveyou ever had a hysterectomy? 1Y [N
If yes, when?

Haveyour ovariesbeen removed? 1Y [IN
If yes, when?

Have you been through menopause? 1Y [N



If yes, age at menopause:

Doyou currently takeEstrogen? 1Y [N
If yes, for how long? Brand: Dosage:

Haveyou ever taken Estrogen? JY [N
If yes, for how long? Brand: Dosage:

Do you have a family history of breast cancer? (1Y [N
If yes, who?

MEDICATION HISTORY

Please list all medicationsto which you are alergic or intolerant and the reaction caused.

Please list all medications you are currently taking including dosage and number of times taken
daily. Include vitamins and over the counter medications.

Have you ever taken any of the following medications?

_lanticonvul sants IMiacalcin  [Ibirth control pills  [Isteroids _1Coumadin
“ITamoxifen "IDidromel  [1Theophylline "JFosamax  [thyroid
meds

If yes, how long?




