OSTEOPOROSIS CENTER OF ARTHRITIS CONSULTANTS OF TIDEWATER

(PLEASE PRINT)

Name: Refern.ng
Doctor:

Date of Birth: Prlmary Care
Doctor:

Sex: Race:

Social Security #:

Have you ever had a bone density study

before? Was it within 2 years? ves No
What was your maximum height? ft. in.
What is your weight? Ib.
Are you pregnant or do you suspect that you Yes NoO
are pregnant?
Have you been diagnosed with osteoporosis? Yes No
Has anyone in your family ever fractured a
hip? Yes No
Who?
Have you had a fracture?
Date of fracture? Yes No
What was fractured?
Have you had surgery on your back? Yes No
Have you had surgery on your hip? Yes No
Have you had surgery on your abdomen? Yes No
Do you have metal implants? Yes No
Where?

I?
Have you ever been a smoker Yes No

How many packs per day?




Quit Smoking?

How many caffeinated drinks do you drink per day?

Have you reached menopause?
At what age did you reach
menopause?

Have you had a hysterectomy?
Date?

Have both of your ovaries been removed?
Date?

Have you ever taken birth control pills?
How long?

Do you exercise regularly?
How many days per week?

Yes

How long per day?

Have you ever used steroid drugs?
How long?

Have you ever used any inhaled steroids?
What kind of inhaler?
How long?

Have you ever taken thyroid medications?
Which medication?
How long?

Are you allergic to any medications?
What?

Have you ever been diagnosed with
hyperparathyroidism?

Do you have an elevated calcium level?
Please list ALL current medications:

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No
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No
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