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DEXA screening Questionnaire 

Height: _____  | Weight: ______  

Which type of DEXA scan are you having? Please tick:                        Patient ID/Label:                                



Bone/Osteoporosis         Muscle/Body Composition 

Please select the ethnic group you most closely identify with. This information is used to ensure your bone density results are compared against the most accurate clinical reference data for your background:






White 	Black                 Hispanic              Asian               Other 


Please tick YES (if applicable) or NO (if not applicable):

	
	
	YES
	NO

	1
	Have you had a DEXA scan before?
If yes, please provide: date of scan: __/__/__ and location of scan: ______________________
	
	

	2
	Have you broken any bones in adulthood?

If yes, which bone(s) and when? 


	
	

	3
	Do you have a family history of osteoporosis/low bone density? 
	
	

	4
	Have either of your parents ever broken a hip?
	
	

	5
	If you have gone through the menopause, did it occur before the age of 45? 
If yes, what age were you?___ Were you given any hormone replacement therapy (HRT)?

	
	

	        Has a doctor ever diagnosed you with: 

	6
	· Rheumatoid arthritis
	
	

	7
	· Diabetes
	
	

	8
	· Hypo/hyperthyroidism
	
	

	9
	· Gastrointestinal problems eg. coeliac disease, inflammatory bowel disease
	
	

	10
	· Cancer (please state type____________ and treatment given___________________
	
	

	11
	· Liver disease eg. cirrhosis, primary sclerosing/biliary cholangitis
	
	

	12
	Are you currently taking steroid tablets? (eg prednisolone, dexamethasone)
	
	

	13
	Have you ever taken steroid tablets for 3 months or more?
Please state duration - started:__/__/__ and when stopped __/__/__
	
	

	14
	Do you or have you taken any of the following medications for your bones: Alendronate (Fosamax), Risedronate, Zoledronate, Teriparatide/PTH, Denosumab, Romosozumab, Raloxifine and Ibandronate?
	
	

	15 
	Are you currently taking any medications? If so, please list them:



	
	

	16
	Do you currently smoke (including e-cigarettes with nicotine)?
	
	

	17
	Do you drink more than 3 units of alcohol a day more than 5 days a week?
	
	

	18
	Do you have any metal work in your hips, pelvis and spine? (eg, total hip replacement(s), metal plates, metal rods)
	
	

	19
	Have you had barium study or injection of contrast dye for a scan in the last 4 weeks
	
	

	       Do any of the following apply to you:

	20
	· Have undergone hysterectomy 
	
	

	21
	· Eating disorders (anorexia or bulimia) 
	
	

	22
	· Weight loss surgery 
	
	

	23
	· Polycystic ovaries 
	
	

	24
	Do you have any other medical conditions or is there any other medical information you feel is relevant to your scan and would like to provide?







	
	




I take full responsibility for the information given and confirm that it is correct to the best of my knowledge. 

Patient signature:______________________                                Date: _____________________



Authorized Radiographer initials: ___________                             Date: _____________________           


         Sent to PACS:        



         Report Emailed:
  
         Dose: ________
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