ARTHRITIS & SPORTS

Orthopaedics ® Physical Therapy ® Wellness

TOTAL BODY COMPOSITION REGISTRATION

Name: Last First Ml Marital Status
Home Address City State | Zip DOB Sex
Home Phone Mobile Phone Email Address

Height: Weight: Referred by:

The following boxes must be checked to receive the DEXA Total Body Composition:

o lunderstand that | will receive a small amount of ionizing radiation
0 |am under the 350-pound table weight limit

O |am not currently pregnant

O |am over 18 years of age

| understand that my insurance will not cover this procedure and agree to pay the following rates:

$104 First Scan
S87 Additional scans

Signature: Date:

21475 Ridgetop Circle, Suite 150 — Sterling, VA 20166
703.444.5000 — 703.444.4999 fax — 1.888.311.KNEE
www.arthritisandsports.com
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