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ORTHOPEDICS &
/ / Knee Center




SHOULDER FORM
Name:_______________________________________________________________     Date: ___/___/____     
Date of Onset: ___/___/____




Referred By:___________________________

Is your pain in the right shoulder, left shoulder or both?___________________________________________

Briefly describe problem:______________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
Briefly describe any treatment done so far and by whom:_____________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Job Description:_______________________________
Is this a job related injury? (circle one):
YES
NO

List activities in which you participate:___________________________________________________________

PATIENT’S HISTORY

R
L    or   BOTH SHOULDERS

       DOCTOR’S HISTORY

Are you right or left handed?____________________________________
___________________________

How did your injury occur (i.e. I was throwing and felt a pop in the joint)?

___________________________________________________________
___________________________

Did you feel a shift or pop in your shoulder?

    YES
    NO

___________________________

Did you feel any tingling or numbness in arm?

    YES
    NO

___________________________

Did your shoulder dislocate? (Go out of place)

    YES
    NO

___________________________

Did you notice any bruising around shoulder?

    YES
    NO

___________________________

Were you forced to stop activity you were engaged in?
    YES
    NO

___________________________

Has this injury limited the motion of your shoulder?
    YES
    NO

___________________________

Has this injury hindered your ability to resume desired activities? YES     NO

___________________________
              If yes, how?___________________________________________ 

___________________________

Have you experienced grinding in your shoulder?                 YES     NO

___________________________

Have you experienced pain while sleeping?                           YES     NO

___________________________
Rate your pain:  1(min) 2       3       4       5(max)
   
___________________________

Additional history relating to your shoulder (eg. Previous trouble):

___________________________

____________________________________________________________

___________________________

____________________________________________________________

___________________________

Other health problems: _________________________________________

____________________________________________________________

___________________________

____________________________________________________________
___________________________
