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Bone Density Screening

Consent Form

Name: ________________________________________________________________



Last



  First



         M.I.

Address: ______________________________________________________________







             City                       State                  Zip Code

Date of Birth: ___/___/___    Age: _____     Phone: _____________________________  

E-mail: __________________________
     Physician or NP______________________


            (email will be sent to notify you of screening dates)
            (your email address will NOT be given out to anyone)
       (  Please ( if you’ve been tested by us before
Heard about screening from:Newspaper / Physician / Street Sign / Store Advertisement/

                                              Friend / Employer / E- mail / Prior Patient / Other________

You will be screened using the Achilles Express ultrasound bone assessment machine by GE Corporation.  This device has been approved by the Federal Drug Administration (FDA) to screen and monitor patients.  It is radiation-free and works by measuring sound waves as they pass across your heel.  There have been no reported risks.  The test will take approximately 1 minute.  NW Health & OsteoScreening™, Inc. personnel are not medical doctors and do not provide diagnosis or treatment.  It is important to see your doctor for regular care.  Results will be given to you immediately after the test. Insurance will not be billed; however receipts are available for possible reimbursement.  This screening will not be reimbursed under Medicare.

By signing this form, and on behalf of your heirs, executors, administrators and assigns, you agree to release NW Health & OsteoScreening™, Inc., and/or the institution where this screening is conducted and their respective officers, directors, employees, agents, servants and subcontractors from any liability, claim or damage for any injury suffered as a result of undergoing the aforementioned testing, for any liability, or damage suffered as a result of inaccurate or erroneous outcomes, actions, or inactions taken as a result of this test or of products sold.  

I have read this form and understand its contents.  I understand that the results will be released to me and that the responsibility of obtaining medical treatment after receiving the results of this test is solely my own.  I understand that confidentiality of this information will be maintained within legal limits.  This information may be used in the future for statistical evaluation and scientific literature; however, I will not individually be identified in any recognizable way.  I also allow NW Health & OsteoScreening™, Inc. to contact me at a later date regarding this or future testing.  

________________________________


____________________

Signature 






Date  
Please fill out questionnaire on reverse

Please make checks payable to: NW Health & OsteoScreening

Northwest OsteoScreening use only:
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Patient Questionnaire

Risk Factors for Osteoporosis

1)  Gender    
□ FEMALE     □ MALE
2)  Have you ever sustained a fracture as an adult? 





□YES     □NO

(other than motor vehicle accident or severe trauma)


( If yes, please indicate skeletal site and age when fracture occurred. __________________________

3) Do any of your close biological relatives suffer from osteoporosis? 


□YES     □NO
(i.e. parents, grandparents, siblings—circle which one(s))


4) If you are a woman, do you weigh less than 127 pounds? 



□YES     □NO
5) Are you peri- or post-menopausal? 






□YES     □NO
( If yes, did it occur before age 45?   □YES     □NO
( If yes, did you have your ovaries surgically removed?   □YES     □NO
6) Do you have LESS THAN 3 servings of dairy per day?




□YES     □NO
(i.e. milk, yogurt, cheese)

7) Do you have 3 OR MORE 8 oz. caffeinated drinks per day? 



□YES     □NO
8) Do you have 3 OR MORE alcoholic beverages per day? 




□YES     □NO
9) Do you smoke? 









□YES     □NO
10) Do you exercise LESS THAN 3 times a week? 





□YES     □NO
11) Have you ever had any of the following medications/procedures? (check if yes)

□ Depo-Provera Shot
…how long?________

□ Chemotherapy


□ Long-term Cortisone/Prednisone/Steroids

□ Heparin

 

□ Dilantin (anti-seizure meds)
 


□ Thyroid medications









□  Gastric Bypass
12) Do you take any of the following supplements/medications?  (check if yes)

□ Calcium supplements  #mg_____________

□ SERMs (Evista)


□ HRT/ERT (Hormone/Estrogen Replacement Therapy)  
□ Calcitonin (Miacalcin nasal spray)


□ Bisphosphonates (Fosamax; Actonel; Boniva; Forteo)



Please note that:
( A “YES” answer to at least one of questions 2 to 10 indicates an increased risk of fracture.

( The medications listed in question 11 are known to have a negative effect on bone, therefore use of one of these 

     medications increases the risk of fracture.

( Supplements/medications listed in question 12 are known to have a positive effect on bone, therefore use of one

     of these medications decreases the risk of fracture.

Compiled from risk factors info. from the International Osteoporosis Foundation, the US National Osteoporosis Foundation & the UK National Osteoporosis Society
Northwest Health & OsteoScreening, Inc. advises that the contents of this page are to be used as guidelines and are not to be construed as policies or diagnosis. Northwest OsteoScreening, Inc. specifically disclaims liability or responsibility for the results or consequences of any actions taken in reliance upon the statements, opinions, or suggestions in this questionnaire.







                 


  






Rev. 2/09
(circle ones that apply)





Re-check:  	(1mo	(2mo	(3mo	(6mo	(1yr	     Method of Payment:             Amount:


	


				Cash  $_____________





				Check $_____________


 				


				CC       $_____________





					Healthcare Professional: ____________	


EMAIL          Postcard				                          REV 2/10

















