
 

 

 

Patient's Name ________________________________________________________________ 

 

Address ______________________________________________________________________ 

 

_____________________________________________________________________________ 

 

Tel. No ________________________ D.O.B.__________________ 

 

Referring Doctor  _______________________________________ 

 

Address________________________________________________ 

 

_______________________________________________________ 

 

Tel No._________________________________________________ 

 

Email__________________________________________________ 

 

 

 

CLINICAL INFORMATION: 

 

 

 

 

 

 

 

 

 

REQUEST 

 

1) BONE DENSITY – PROXIMAL FEMUR AND LUMBAR SPINE    □ 
 

2)  LATERAL SPINE VIEW (IN PATIENTS WITH DEMONSTRABLE LOW 

 BONE DENSITY AT LUMBAR SPINE)      □ 
  

3)  TOTAL BODY BONE DENSITY (RARELY REQUIRED)    □ 
 

4)  PERCENTAGE BODY FAT AT VARIOUS SITES     □ 
 

 

 

 

 


