
Name:  ______________________________________________  Date:  ______________ Age:   __________  Sex:  ______ 

DOB:  _________________________________ Height:  _____________ Weight:  __________ 

Please schedule the above client for a total body scan, via iDexa, to measure body composition. 

Physician’s Name (Print)  

Physician’s Address   

_ 

Schedule for Dexa scan:      yes no 

Physician’s Signature:  __________________________________________________________ 

Remit to: 

Teryn Bedell, M.S., R.D. Research Dietitian
 College of Education and Human Ecology Kinesiology 
PAES Bldg | 305 W. Annie and John Glenn Ave Columbus, OH 43210 
614-292-4788 Office | 614-688-3432 Fax
bedell.387@osu.edu
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