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RISK FACTORS % N DETAILS

Parental hip fracture

Corticosteroid use

History of Fractures

Low BMI

Alcohol consumption > 4 units per day

Rheumatoid Arthritis / MS

Smoker

Referrer's Name: IMC No.: Date:

Address:

Contact Phone Number: Fax:

Email: Doctor's Signature:

REFERRING DETAILS

GP Name:

Phone: Email:

GP DETAILS

As Above [ ]

N.B. Please ensure that all referrals are fully completed.




