
BONE DENSITY QUESTIONNAIRE 6/3/2020 

BONE DENSITOMETRY PATIENT QUESTIONNAIRE 

Patient Name: ___________________________________ Date of Birth: _____________ Age: ____ 

1 - Have you ever had a bone density exam?  Yes    No 

2- If yes, Where?________________________________,When__________________________________

3 - What is your current WEIGHT? Pounds________ What is your current HEIGHT?  Feet ______ Inches ______ 

4 - What is your ethnicity?       Asian     Black   Hispanic    White   Other 

5 - Have you lost any HEIGHT? If yes, how many inches: __________________________________ Yes No

6 - Any previous compression spine fractures? Which level? ______________________________ Yes    No
Have you ever had hip surgery?   Which hip?_________________________________________ Yes    No
Hip fractures?   Which hip? _ ______________________________________________________ Yes    No
Wrist fractures?  Which arm? ______________________________________________________ Yes No

7 - Do you take oral steroids (Glucocorticoids) or have you taken oral steroids longer than 3 months? 
 If yes, how long have you taken them?___________________________________________       Yes   No 

8 - Did your mother or father ever have a hip fracture? ___________________________________ Yes   No 

9 - Are you currently smoking cigarettes? _______________________________________________ Yes   No 

10 - Do you have a confirmed diagnosis of Rheumatoid Arthritis? __________________________ Yes   No 

11 - Do you have one of the following disorders strongly associated with secondary Osteoporosis? Type 1 
Diabetes, Osteogenesis Imperfecta, untreated Hyperthyroidism, Hypogonadism, premature menopause 
(<45), Chronic malnutrition, or malabsorption and chronic liver disease? ________________ Yes   No 

12 - Do you drink 3 or more glasses of alcohol a day? ____________________________________ Yes   No 

13 - Have you had surgery to your lower back?  If yes, what level? _________________________ Yes   No 

14 - Do you currently take any osteoporotic medication?  If yes, what is the name of the medication(s) and 
  how long have you been taking them? ______________________________________________ Yes   No 

15 - Do you take calcium supplements?   If yes, how long? ________________________________ Yes   No 

16 - Do you take hormone replacement?  If yes, how long? _______________________________ Yes   No 

17 - Any family history of osteoporosis?  If yes, who? _____________________________________ Yes   No 

FOR OFFICE USE ONLY 
LVA: > 65 and questions 5 – 7 

Last menstrual period: __________ 
Female patients only:  
Are you pregnant?        Y   /   N 



� Northeast 
�Radiology 

OUT-PATIENT FALL RISK ASSESSMENT 

PATIENT NAME: DATE: 
------------------- ---------

DATE OF BIRTH: _______ SITE NAME: _____________ _ 

INTERVIEWER NAME: CUSTOMER NUMBER: 
---------

Patient: The following questions are intended to identify patients who may be at risk of falling and to help 
avoid potential injury. This procedure has been implemented to ensure your safety and to enable us to 
provide you with the best possible patient care. 

Please circle the appropriate answer to each question below. Our staff will go over these questions with you 
prior to your examination to address any questions or concerns you may have. 

1. Have you fallen recently (within the last 3 months)? YES NO 

2. Do you use a cane, walker or other device to help you walk? YES NO 

3. Do you require assistance to stand up? YES NO 

4. Have you taken any medications today for anxiety or to relax you? YES NO 

If yes, what medication? Dosage Time 

5. Are you dizzy, lightheaded, weak in your legs or unable to see or hear clearly? YES NO 

Team Member: If the patient, patient's family member or caregiver answers "yes" to any of the above questions, transport the 

patient via wheelchair to the imaging system or exam/treatment room. 

All patients must be assessed for falls risk prior to transporting patients from the waiting area. The entire form 

must be completed signed and retained in the patient's medical record whenever a patient refuses a wheelchair. 

Mobile Units Only- The top portion of this document must be completed and retained in the patient's medical record whenever a 

mobile units lift or roll/slide door is inoperable and the units stairs must be utilized. If any "yes" answers are provided, the patient 

may not utilize the mobile unit stairs and must reschedule for a time when the lift/roll/slide door is operable. 

RELEASE OF LIABILITY 

Notwithstanding the evaluated risk of fall and Alliance's offer/recommendation to use a 
wheelchair for transport to/from the imaging system or exam/treatment room, I decline the use 
of a wheelchair. By declining the use of wheelchair for transport to/from the imaging system or 
exam/treatment room, I agree, acknowledge and assume all inherent risk including but not 
limited to the risk of falling, personal injury, damage to personal property, or otherwise. I, on 
behalf of myself, heirs and/or representatives, do hereby waive and agree to release and hold 
harmless Alliance HealthCare Services, Inc., its officers, agents, subsidiaries and employees from 
any and all liability for any damage, claim or injury to myself or my property or otherwise. 
PATIENT SIGNATURE: ________________________ _ 

WITNESS SIGNATURE: ____________ TITLE: _________ _ 

WORD/ALLIANCE/SAFETY/ PT FALL RISK ASSESSMENT 02/25/2019 
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