
 

 

Densitometry Questionnaire 
 
 
 

 
Patient’s Name:________________________________________________ 
             First     Last 
 
Date of Birth:______________     Age:_____     Sex:   Female 
             Last Menstrual Period________ 
 
Social Security #:_________________        Male 
 
Have You Had A Previous Bone Density Study?      Yes            No 
 
 
 
Referring Physician: 
 
 
 Name:___________________________________________________ 
 
 Address:_________________________________________________ 
 
 Patient Signature:_____________________      Date:_____________ 
 
 
 
 
 
 
*For Office Use Only:* 
 

 
Height/in._______      Weight/lbs._______      CM Abd._______ 

 
CM Hip._______      LMP_______ 
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