[image: image1.jpg](S X 74 Fi

PENINSULA ORTHOPAEDICS

SPORTS MEDICINE & CARTILAGE RESTORATION




New Patient:  SHOULDER

Name:





Date:

Referring Doctor:

Age:

Dominant Hand: _____Right 
_____Left

Occupation:____________________________________________________________________
Which shoulder bothers you? 
_____Right
_____Left


Approximate date of pain onset:
__________

How did your injury occur? _______________________________________________________

_____________________________________________________________________________
Is this condition work related? _____Yes

_____No

Are you involved in litigation? _____Yes

_____No
SYMPTOMS

Describe the pain (0=no pain; 10=severe pain) circle one
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Where is the pain?
_____Front
_____Top
_____Outer side
_____Back




Other (describe)__________________________________

Is the pain:
_____Continuous
_____ Intermittent
Is the pain:
_____ Improving
_____Worsening
_____Unchanged

When does the pain occur?__________________________________________

How weak is it?
_____None
_____Mild
_____Moderate
_____Severe

How stiff is it?
_____None
_____Mild
_____Moderate
_____Severe

Does the pain radiate?
_____No
_____Neck
_____Elbow
_____Hand

Has your shoulder ever dislocated? _____Yes
_____No      If yes, How many times? _____
Does your pain keep you up at night?
_____Yes
_____No

TREATMENT

_____None (rest)     _____Medication     _____Injection (how many? ______)

_____ Physical Therapy    _____Surgery (Type:______________________________________)

What is your primary sport, hobby or interest?_________________________________________

How would you rate your shoulder prior to this injury: _____Normal  _____Abnormal
