ADVANCED MRI AND IMAGING

2821 US HWY 27 North = Sebring, FL 33870
Phone; (B63) 385-8000 « Fax: (363) 385-8002

Diagnostic Study Registration Form (PAGE ) OF 2)

Patient Name Date

Dute of Birth Age Weight Sex: __ Male Female

HOME ADDRESS

MAILING ADDRESS

PRIMARY CARE PHYSICIAN

HOME PHONE CELL PHONE BLISINESS PHONE

SOCIAL SECURITY NUMBER

EMPLOYER - INFORMATION:
CURRENT EMPLOYER

EMPLOYER ADDRESS 7Y, STATE ZIF

EMPLOYER PHONE NUMBER

SPOUSE - INFORMATION:
SPOLISE’S NAME SPOUSE'S DATE OF BIRTH

ADDRESS CITY STATE i

SPOUSE'S EMPLOYER

SPOUSE'S EMPLOYER PHONE NUMBER

IRSURANCE INFORMATION:
PRIMARY {NSLIRANCE D% GAOIPH

PRIMARY INSLIRED NAME [IF OTHER THAN PATIENT) RELATIONSHI?

PRIMARY INSURED DOB: SOEIAL SECURITY NUMEER

ADDRESS Iy STATE 2P

SECONDARY INSURANCE 104 GROUPH

ADDRESS CiTY STATE Zip




ADVANCED MRi AND IMAGING

2821 US HWY 27 North » Sebring, FL 33870
Phone: (863) 385-8000 « Fax: (863) 395-8002

BONE DENSITY QUESTIONNAIRE
MName: Dater: . -0 -
Race: Asian  Whure Black Other__
Dste of Birth: ' Height Weight:
Personal History

Ia there any chance you may be pregnant? yes___. 00
Do you have any metal in spine and/or hipe? yea__ 020__
Have you ever broken (or fractured) abone? Yeg,  No__ Ifyes, at whatage?

Previous Bone Density Yes _ No___ When
Do you smoke? Yes___ No. _ Quantity
Do you drink aicohel? Yes_ No__ Quantity.

Have you lost height (become shortes)? Yes_ _ No__

Have you been diagnosed with Osteoporosis or Osteopenis? Yes. No___

Family history of Osteoporosis (mothet, grandmother, mister, aunf)? Yes_  No__
Family history of fractures? Yes_ No___

Medical Hiatory
Hysterectomy: No___ Partial (uterus only)___ Fall
What age did you go through menopause?

Do you teke hormones oz birth control pillsr Yes No__.. Ifyes, how longe
Do you take medicaton for thyroid problems? Yes No___ Medigation

Have you bad kidoey failure? Yes___ Mo__. Are you on diatysia® Yes_ No ___
Do you have Crohn’s Disease or Ulcerstive Colitis? Yea_ . No___

Do you have Rhenmatoid Arthritist Yes No___.

Do you have times when you fali for no specific reason? Yes No__

Do you take steroids now? Yes__ No__ If yes, for how long?
H:veyaucmt:kenaw:nids? Yes_ No___ Ifyu,ﬁx:hwbng?

Medication Yea No Duration

Boniva/Thandronate

Mizslci/ Caleimoni
Actonel /Risedronate

Evista/Reloxifene

Farteo/Teriparatide Injection

Fosgmax

Calciom

Vitamia [

Seizure Medication

P S

Medication to contrel corvulsions

Reclast Infusion




.
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ADVANCED MRI AND IMAGING

1891 US BwY 27 North » Sebring, FL. 33§70
Phone: (363) 355-3000 « Fxx: (863) 385-2002

PATIENT CONSENT FORM

Byigﬁngﬂﬂsﬁom,ymmgnnﬁngmmmrmﬁdvmwdmlmdimqhgmmmddhdm
ymn;mmmdhu]ﬂzhfomﬁmforth:pu:pounfmm;,plymmnmdhuhhmmms
. an well a5 a0y andered testing or imaging

Omm&unfpﬁqumcﬁmpmvﬁumdeﬂﬂﬂﬂhfmﬁmahﬂmhwwmyuumd
dinclose this protected health information. You hove 2 legal tight to review our notice of ptivacy
Chur notice of privacy practices is subject to change. 1f we change our notice, you may obtain & copy
of the revised notice from our office.

YmMaﬁ@nmmmmwﬂMw:wu&-M?Mmhﬁﬁm
ﬁt&ewﬁmm&mh&woﬂﬁkmnﬁwﬁmﬂhhﬁ
gmﬂywmqwtﬁmﬁwdudcdﬁmpmmmmmmdwmwt

Ymhwedmﬁghtmmkgﬁﬂmmthwﬁﬁng,wmﬁmemwalm&yhﬂemw

Patient name (pisase print above)

Witness pame (plesse print above)

Witness signatare Date
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| authorize the physician/seaft of Advanced MR! and imaging to send urtificial, prerecorded, or
automated calis and text messages and to relsase/lesve medical information, with the foliowing (please
check appicable):

Spouse
Significant other
Family Member {nama: o }
— Caregiver
Answering Machine
Send artificial, prerecorded, or automated cails and test messages.

| understand and acknowipdge that should { need tochange how | recaive my madical
Information or messages that ik will be necessary to fotify ny provider/office to these

changes.

Signature of Patient (of parent/guardian or minor] Dute




