
 

 
 
DXA UNIT 

Patient Questionnaire 
 
Please complete questionnaire and have it with you for your appointment. 
 
Title  ……      Forename   ...........................  
 
Surname   ......................................... 
 
Date of Birth ................................................           Ethnic origin...................................... 
 

 
GPs name  ..................................................          Tel.   …………………………………. 
 
House Number or name .............................................. 
 
Address   ..................................................................... 
 
                ..................................................................... 
               
                ..................................................................... 
 
Postcode  ................................... 
 
Previous scans 
 
Have you had a previous scan for Osteoporosis          
 
Date of previous scan   ………………………………… 
 
Please bring any previous scans/reports with you if possible. 
 
 
Family History of Osteoporosis 

 
Mother                  Sister                   Other    
 
Have they broken their hip?               Have they broken their wrist?     
 
Developed a hunched back?     
 

 
Your Medical History 
 
Have you had an overactive thyroid?            
 
Have you had an overactive parathyroid?     
 
Have you ever had rheumatoid arthritis?       
 
Have you broken any bones as an adult?         
 
If so, what and when    .................................................................................................. 
 
...................................................................................................................................... 
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Treatments 
 
Have you ever taken oral Steroids?          
 
When?   ............................................ 

 
For what reason?  ...........................................      If so, for how long?     ...................... 
 
Date stopped   ....................................                  Current dose    ................................ 
 
 
 
Do you take any other tablets (including supplements)?    

 
If yes, please list   .......................................................................................................... 
  
....................................................................................................................................... 

 
Smoking 
 
Have you ever smoked?                        For how many years?   ........................ 
 
Do you smoke now?                                   How many per day? ............................ 
 
Alcohol 
 
How many units per week?    ........................................................................................ 
 
Diet     
 
Do you drink milk, how much per day?      .................................................................... 
 
Do you eat yoghurt, how much per week? .................................................................... 
 
Do you eat cheese, how much per week?   .................................................................. 
 
Exercise 
 
Do you do any weight-bearing exercises eg walking, running?       
 
How often per week?  ...................................      For how long?  .................................. 
 

 
For Females only 
  
Have you passed the menopause?           At what age? ..................................... 
 
Have you taken HRT?                                 For how long? ………………………... 
                   
Have you had a hysterectomy?                    If yes, date      .................................... 
 
Have you had your ovaries removed?                If yes, date      ………………………... 
 
Have your periods stopped for more than 6 months other than for pregnancy?  
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