SHOULDER QUESTIONNAIRE
Patient Name: 
________________________________________________________________________
DOB: 

________________________________________________________________________
Date: 

________________________________________________________________________
Please draw the location of your pain on the body outlines using the following key:

numbness/tingling xxxxx
pins & needles ooooo

aches /////
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1.   What happened to your shoulder?
____________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

2.   Which shoulder is it?
[  ] LEFT 
[  ] RIGHT

3.   Please give the date of your injury:
_____________________________________________

      Or is it :
[  ] ONGOING PAIN
4.   How long have you had this pain?

_____________________________________________
5.   What activities cause pain in your shoulder?
______________________________________

6.   Does your shoulder slip out of joint?
[  ] YES
[  ] NO
7.   What treatment have you had in the past?

______________________________________

____________________________________________________________________________________ 

8.   Are you:
[  ] BETTER
[  ] WORSE
[  ] SAME  since your treatment began?
9.   Do you have night pain?
[  ] YES
[  ] NO
10. What athletic activities do you participate in?
_______________________________________
_____________________________________________________________________________________
