Steadman Hawkins Clinic - Denver
Elbow/Shoulder

We appreciate you taking time to fill out the following
information. Your answers will help us provide you with
our best quality care. A computer reads the following
forms. Therefore, please follow the instructions carefully. If
you feel that you need to provide us with additional
information, please DO NOT write it on the forms. Instead,
feel free to discuss the information with the clinical staff
when you are called back to the examination room.

Some questions allow you to mark ALL appropriate
answers, and others ask for the ONE best answer. Please
pay careful attention to the instructions. We are glad you
have chosen us to take care of your orthopaedic needs.



. I Shoulder/Elbow Patient Histo © 2004, Sparrow Systems, Patent Pending .

oot Medical Record Number Date of Visit
LI T PTT I HEEENEEEE
First Name Middle Last NameOSsr. OJr. Ol OV ODDS OMD. OFPhD
crrrrrrrrrrrrrrjgy) e ettt efrtrttyq
Date of Birth Social Security Number Gender

HEpEEEEER HEEREESEEEE O Female O Male

Please Mark ALL Providers in this practice You have seen in the past:
[ Martin Boublik, M.D. [0 Thomas J. Noonan, M.D. [ Theodore Schiegel, M.D. [0 Douglas J. Wyland, M.D.

Please tell us who referred you to our office:

O Physician 0O Intemet

0 Self O Professional Sports Team
0 Patient [ High School

0 Friend O Employer

[0 Emergency Room [ Television

0O Insurance [ Banner

O Yellow Pages 0O Other {specify)

Referring Person’s Name

HENEEEEEEEEEEEEEEEEEEEEEEEEEEEE
Your Email Address

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEN

Physician Information: Please provide information regarding your primary care physician and the physician who referred you to our practice.

Primary Care/Family Physiclan po not write "Dr.” - write only first and tast name.

LI T T T T T T T TT T T I T T T TTTTTTTT T T T T JoNeeprimary care physician

Practice Name:

City: State: Zip:
[TTTTTTIII T T I T T T rrig
Phone Number Fax Number

(T TI-CT -1 11 (T T)-CTTI-C0 1T

Referring Physician Do not write "Dr.” - write only first and last name.

[TTTTTTTTTTTTTITTTTITTITITTTTT [T T T JoNoreferingphysician

Practice Name;
HEEEEEEEEEEEEENEN

HNNEENEEEEEEEEEEE

[ |
State:

[TTTTTTTTITTITTITTI T I TIT]

Phone Number Fax Number

CTT-CTT-CT 1T HERgEEEDEEEN
Please provide darne of one of the following:

O Spouse/Significant Other dame | | [ | [ [ J TP T I VAT T TTTTTITTIIT]
S Frena” oer 2= painaprone s [T 1 ]~ ] 1 ]-CT 1 1]

WE WILL FILE YOUR INSURANCE. HOWEVER, WE ASK THATYGU PAY CO-INSURANCE/CO-PAY AT THE TIME OF VISIT,

Bithdate of Insured Social Security Number of Insured Relationship to Insured

/ety it -ti -t PPy PP rT]

Where is the insurance claim to be mailed? O Home © Employer O Insurance Company

Height Weight

- Please tell us your height and weight [ g [ ] Jiches [ | | |pounds .
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Location of Problem If you have more than one problem, which ONE is the worst?

O Right shoulder O Right elbow O Left shoulder O Left elbow O Right shoulder O Right elbow O Left shoulder O Left elbow

What are yo ain symptoms?_(check all that ly) Please flil in the circle below your worst symptom (only circle one).
OPain {0 Stiffness [0 Weakness [ Unstable or slipping sensation O Dislocation [ Popping 0O Tearing [ Numbness/Tingling [ Swelling
(o] o] (o] o] (o] o] o] (o] O

Date probiem an _(approximate if unsure If this a re-injury: Date of ORIGINAL injury
HEEREERN HE NN EEER

month day year month day year
What do you think caused your symptoms: [ Spontaneous [J Over use [ Specific injury O Accident O Unknown [ Other (specify)

If your problem is the result of an injury, where did it occur? (check one answer onl
OHome O Work O Sport Competition O Exercise O Weight liting O Motor vehicle accident O Other (specify)

What type of movement were you doing at the time your problem started? (check all that apply)

O Lifting O Throwing [JReaching [JPuling [ Fall [ Twisting [ Collision/Contact [J Other (specify)

What were you doing specifically when your problem started (ex. running up a flight of stairs, moving a box, skiing...}?

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEREEN

Check any of the following that happened at the time of your injury

O Feltpain [J] Heard popping [J Had swelling [ Dislocation [J Fracture [J Other (specify)
If you play an organized sport, what sport? What position do you play?

HNEEEEEEEEEEEEEEEEEN EEEEEENEEEEEEEREN

Level O Pro ([ Amateur []College [ Recreational O High School [J Junior High [ Litle League [J other,
Please check all other sports and activities in which you participate:

0 Skiin [J Swimming 0 Golf O Lacrosse
0 sr rding 0 Football O Tennis O Valleyball
3 Hiki [ Baseball )] Hock%v 0 Wrestling
O Bicycling [ Basketball [ Cheerleading

O Running O Soccer 0O Gymnastics

Have you ever had any other significant injury to this same area in the past? # yes, give details:

ONo OYes If yes, did you recover fully? O Yes O No
Have you talked to a lawyer about today's problem? O Yes O No Did your problem start atwork? O Yes O No

Are you receiving or have vou applied for workers compensation concerning your problem? O Yes O No
CaseManager’sName:l|||||||||| ||||||||||||||||

Have you previously had today's problem evaluated by {Check all that apply): Date of ER Visit
0O Primary care physician O Another orthopaedic surgeon [0 Emergency room visit | | I/ | | I/ I | | | |

HospitalofERVisi:| | [ [ | [ | [ | [T [ [T T T TTTTI
Treatment in ER 00 X-Rays [ oral medicine [ splint [1brace [sling [Jcrutches [ fracture set [J other.

Have you received pravious treatment (other than Emergency Room) for vour current problam? O Yes © No
If yes, please specify treatment type (check all that apply) and provide the # of the procedures or weeks of physical therapy

you have had for the specific problem you are seeing the doctor for today # surqeries
O pain medicine O better O no effect O worse O surgery O better O no effect O worse ED
0O anti-inflammatory O better O no efiect O worse #weeks PT L[] massage therapy O better O no effect O worse
O physical therapy O better O no effect O worse l:D 0O cast O better O no effect O worse
O manipulation O better O no effect O worse # injactions O immobilization/sling O better O no effect O worse
O injections O better O no effect O worse |_____D O rest O better O no effect O worse
O chiropractic O better O no effect O worse 0O ice application O better O no effect O worse
0O acupuncture O better O no eflect O worse 0O other (specify) O better O no effect O worse

O uttrasound O better O no effect O worse

Which Pain Medications have you taken for today's problem? Please provide the dosage How often?

I I I | | I I | | l I I | | | || | | | I | l lOonoeadayOtwiceadayOevery46hoursOasneeded

| I | I I | I | | I | I I I I I I | I I I I I I O onceaday O twice aday O every 4-6 hours O as needed
Anti-Inflammatories taken for teday's problem? Please provide the dosage  How often?

I—I—I—-I | I I I | | O once aday O twice aday Q every 4-6 hours O as needed
| ' |_| | | I I | | O onceaday O twice aday O every 4-6 hours Q as needed
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Review of Systems

Please check all problems you currently experience - You must check AT LEAST one answer for each category, marking

“none of the above" if you experience no problems in that area.

Overall General Health
O recent weight gain

O recent weight loss

O appetite change

O difficulty sleeping

O none of the above
Endocrine & Metabolic
0O sugar diabetes

0O goiter

3 thyroid problem

O3 cholesterol / lipid problem
O none of the above

Blood {(Hematopoietic / Lymphatic / Immune)

0O anemia

O lymph node enlargement
O bleeding problem

O frequent infections

0O none of the above

Psychiatric
0O anxiety

O depression

O been seen by a psychiatrist
O none of the above
Skin and/or Breast
O rash

O lesions on skin

O lump in breast

O dischage from nipple
O none of the above
Eyes

O change in vision

0O red eye

O eye pain

O glaucoma

O none of the above

Ears, Nose, Throat, Mouth (ENT)

0O earaches 0 nose bleeds

0 buzzing in ears 0O hoarseness

O hearing loss O taste change

0 sinusitis / nasal stuffiness O none of the above

RECENT TESTS (within 6 months)

Have you had racent blood tests? O No O Yes
If yes, give details:

Have you had arecent EKG? ONo O Yes
K yes, give detais:

Have you had a recent Chest X-Ray? O No O Yes
If yes, give delails:

Kidney, Bladder, Reproductive (Genitourinary)

[ buming on urination O bloody urine

3 frequency of urination O sexual difficulties
0O difficulty starting urine O none of the above
O wetting pants or bed

Are you pregnant? OYes O No
{Must answer for X-Ray purposes)?

Lungs {Respiratory / Aller

O allergies O bronchitis

0O cough O shortness of breath
O sputum O night sweats

0O asthma 0O none of the above

Heart & Blood Vessels (Cardiovascular)

0O chest pain DO palpitations (irregular heart beat)
O heart attack D edema (leg swelling)
0 heart failure [ leg cramps with walking

O high blood pressure

Abdomen (Gastrointestinal)

O heartbum / indigestion
O difficulty swallowing
O stomach pains

O3 none of the above

O black bowe! movements
O change in bowel habits
0O constipation

O ulcers [ frequent laxative use
O nausea / vomiting 0O jaundice or hepaiitis
O diarrhea O liver trouble

O hemorrhoids O gallbladder problems

O rectal bleeding O none of the above

Brain, Nerves, Spinal Cord (Neurologic)

0 headaches 3 paralysis

0O dizziness O convulsions / seizures
O blackouts O coordination trouble
O numbness and tingling 3 none of the above

Bone & Joint (Musculoskeletal)

0O joint pain O weakness
O joint swelling or warmth O back pain
O joint stiffness O joint deformity

O muscle pain [0 none of the above

X-Rays/Tests for problem: Date of test

O Plain X-Rays I I |/| Ijll l
O MR HEEENE
D CT Scan L/ /0
|
I

LI L]

O Bone Scan |__| |/| |7/|

0 Arthrogram l |/| I—I/I

| [ ]
O Other (specify) I | |/ I | ” L[

Did you bring the X-Rays or study with you today? O Yes O No

IN ORDER TO INSURE PROPER AND COMPREHENSIVE CARE, YOU MUST FOLLOW-UP WITH YOUR

- PRIMARY CARE PHYSICIAN FOR ANY AND ALL MEDICAL PROBLEMS AND CONCERNS CHECKED HERE.

paces [}



-Please check any of the following conditions you have or have had in the past.
-If you are unsure, please ask a staff member to assist you in filling out this form.

63961 You may check more than one condition.
Medical Condition Histo Check this box if you have no medical problems ——0O no medical problems
0O Alcoholism {J Depression
[ Anemia 0O Fibromyalgia
O Anxiety OO0 GERD
3 Asthma O Gout

{3 Arthritis - rheumatoid (verified with blood test)
0 Arthritis - osteo, degenerative
[0 Blood Clot Year
(0 Blood Transfusion Year
[0 Bowel disease

O Cancer (specify)
0O Cardiac Arrhythmia (Abnormal heart rate)

O Congestive Heart Failure

[ Coronary Artery Disease (Angina)

0 Cerebrovascular Disease (Stroke)

(O COPD (Chronic Obstructive Pulmonary Disease)
(O Diabetes

O Heart Attack Year
3 Hypertension (High Blood Pressure)

O Hypercholesterolemia (Elevated Cholesterol)

O Hypothyroidism
O Kidney Disease
O Liver Disorder - Cirrhosis
O3 Liver Disorder - Hepatitis
O Lung Disease

O Osteomyelitis

O Parkinson's

0O Ulcer Disease

[ Other (specify all other)

Surgery/ Procedures These are non-orthopaedic procedures. Please check any procedures you have had and give the year.

Have you ever had surgery? OYes ONO ygar

Ear, Nose, Throat Surgeries
O Deviated Septum  ------ - - -

0 Sinus Repair

O Tonsillectomy ________ . _.

O Tracheostomy - .. -

0O Vocal Cord Surgery

Gastrointestinal Surgeries
O Appendectomy .. _.______.

(O Cholecystectomy (Gallbladder removed) - Dj:[l

OColonResection -----------

O Exploratory Laproscopy - - - - - - - -

i O
O Femoral Q Incisional O Inguinal O Umbilical

0O Liver Resection
{3 Small Bowel Obstruction Repair
O Splenectomy - -..

Gynecologic Surgeries
O Hysterectomy- - ----------- -

0O Oophorectomy - - - -~

DO Ruptured ectopic - - - - - - - - - - - - -

0O Laprascopy

OC-Section- - - - - - - - - - - - ..

Urologic Surgeries
O Bladder Suspension - ------- - -

0 Bladder Removed - ----- - - - - -

O Lithotripsy (Stone Machine) -~

O Prostatectomy (Prostate Removed)

0O vasectomy

General Surgeries
[0 Breast Biopsy . O Right O Left O Bilateral _

0O Mastectomy - ORight O Left O Bilateral
O Thyroid Surgery _ _ . _ __ __
O Whipple

Heart (Cardiac) Surgeries

OCABG #arneresO1 020304 04+ -

OValve 0O Aocrtic OJMitral O Tricuspid
O Angioplasty - - . ....______.

O Defibrillator . =~ _ .. .
OPaceMaker - .. ... _______

Vascular Surgeries
O Bypass Graft - Legs

0O Vascular Access - .
oaaA
O Thoracic Aneurysm - - -

Thoracic Surgeries
OChestTube - - - -------- .

OPulmonary - - - -~ - - - - -
OPectus -

Neurosurgeries
O Brain Tumor

[J Brain Aneurysm - - -

0O Chiari Decompression

0 Spinal Cord Tumor O Malignant © Benign
O Epidural Injection
O Abcess - ,
Ostent . __________.

O Malignant O Benign

Year

PAGE 4 .



Orthopaedic Surqery/ Procedures Please check any procedures you have had and give the year.

Check this box if the procedure
was for today’s problem

Most Recent Year Previous Surgery Year
(if same surgery performed more than once)

63961

Brokon Bones/Fracture RepairSurgeries. % i emem LT 1] [TTT]
O Fracture Repair - Hand O ORight OLeft O Bilateral ====—'|

O Fracture Repair - Wrist - - - 00 ORight O Left O Bilateral

O Fracture Repair-Arm -~~~ -~~~ O ORight O Left O Bilateral

O Fracture Repair - Elbow - - - - O ORght OLett OBiateral | _1 [ | |

O Fracture Repair - Shoulder O ORignt OlLeft O Bilateral

O Fracture Repair - Hip/Pelvis 0O ORight Oleft O Bilateral

O Fracture Repair - Femur - - - - - - O ORight OLeft O Bilateral

0 Fracture Repair - Knee - - - - O ORight Oleft O Bilateral

O Fracture Repair - Lower Leg O Oright O Left O Biateral

O Fracture Repair - Ankle/Foot - O OnRight OLeft O Bilateral :EI:D
AnklelFoot Surgeries '

O Ankle Arthroscopy  ------ - - O ORight O Left O Bilateral

0O Ankle Fusion - O ORight OLet O Bilateral

O Tendon Surgery . _______. O ORight O Left O Bilateral

O Toe Surgery specify - O ORight OLeit O Bilateral

Elbow, Wrist, Hand Surgeries

OBicepsRepair - - .. - O ORight OLeft O Bilateral

O Carpal Tunnel Surgery ----- - - O ORight OLet O Bilateral

O Elbow Arthroscopy - -~ - - O ORight OlLeft O Bilateral | |
{1 Elbow Ligament Reconstruction O ORight OlLeft O Bilateral

O Elbow Replacement -~ O ORight OLeft O Bilateral

J Hand Tendon Repair --- - -- 00 ORright OLeft O Bilateral

O Nail Bed Surgery - - - - O ORight OLeft O Bilateral

0O Tennis Elbow Surgery ------ O ORight O Left O Bilateral

O Trigger Finger Surgery O ORight OtLeft O Bilateral

O Wrist Ligament Reconstruction O ORight O Left O Bilateral

Knee Surgeries

O Knee Arthroscopy ---------- O ©ORight O Left O Bilateral

0O Cartilage surgery/meniscus surgery - O ORight OLeft O Bilateral

OO Knee replacement _____ . . - O ORight O Left O Bilateral

O Ligament reconstruction - ACL O ORright OLeft O Bilateral

0 Ligament reconstruction - other O ORight O Lett O Bilateral ===ﬁ I=|===
Hip Surgeries

OHipreplacement . , O ORight OLeft O Bilateral [ ]

O AVN Surgery O Core Decompression O Fibular Graft [J O Right O Left O Bilateral L l
Shoulder Surgeries

O Shoulder Arthroscopy - - - - - - O ORight OLeft O Bilateral

O Rotator cuff surgery  ----- - - 0O ORight OLeft O Bilateral

O Shoulder reptacement O ORight OLet O Bilateral

O Shoulder stabilization - - O ORight OLett O Bilateral [ |

Spine Surgeries

O Laminectomy - - - ---------- 0 O Cervical O Lumbar [ Theracic

O Anterior Fusion - - - - -~ -~ O 0O Cervical O Lumbar [J Thoracic

O Posterior Fusion . .. . O 3 cervical [0 Lumbar [J Thoracic

[ Posterior Discectomy 0O 3 cenvical [J Lumbar O Thoracicl I :ED:I

. Other (List all other surgeries)

PAGE 5 .
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Drug Allerqy and Medication Information

Have you ever had problems with anesthesia? O Yes O WNo [f yes, describe
Are you allergic to latex?O Yes O No

. If yes, please write the name of the drug in the boxes below and check the
Are you allergic to any medications? O Yes O NO roaction you experienced. Please write only one drug in each space provided.
Specify Drug: if you have more than 3 drug allergies list the others in the space provided.

(T T I T T T T T T T I T I T T T I I T T TITITITITITIT1]

Describe:[ shock [ breathing problems [rash [Onausea [ other
Specify Drug:

(LTI T T T T T T T T I T I I I T ITITTIT0]

Describe:[J shock [ breathing problems [rash [Onausea [ other
Specify Drug:

HNEEEEEEEEEEEEENEEEEEEEEEEEERE

Describe:[J shock [ breathing problems [drash [Onausea [ other
Please list additional drug allergles here:

Please list the medications you are currently taking - Please include prescription and non-prescription medication

Please check any anti-inflammatory medication listed below which you have taken in the past. pease incud

O Advil O Naprelan

O Arthrotec O Naproxen

I Bextra J Oruval/Orudis

O Celebrex 0O Tylenol

0 Daypro O Ultram

O Ibuprofen 0 Vioxx

0 Indocin O Other (specify)________
0 Lodine

Please check any of the following side effects vou experienced while taking any of the above_anti-inflammatory medications.
O nausea [ldiarrhea [gastriculcers [upsetstomach O vomiting [ other

Please check any of the following medications you take on a regular hasis.
0 Aspirin [ Coumadin [ Heparin [J Maalox [ Mylanta [ Pepcid [ Prevacid [J Prilosec [ Tagamet [J Zantac

Family Medical History
Please check all diseases for which you have a family history:

O Cancer - Breast O Rheumatoid Arthritis O Family health history is unknown
O Cancer - Prostate O Arthritis - osteo, degenerative
O Cancer - Other O High Blood Pressure
0O Diabetes O Spine Problems
0O Heart Disease a Gout
O Stroke Q Lupus
If you know your parents’ heaith history please provide the information below. Otherwise, please leave blank.
Father O alive O deceased Aqataugent age or sgo decrased Health Problems: O cancer O rheumatoid arthritis
[ heart disease O osteoarthritis
O high bleod pressure [ gout
O stroke 0 lupus
O diabetes
Mother O alive O deceased Ase (cureniage ot a6 deceasea) D:Ij Health Problems: OJ cancer 0 rheumatoid arthritis
O heart disease [ osteoarthritis
DO high blood pressure [ gout
O stroke O lupus
O diabetes

B races [}
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63861 Current Employment (Check only ONE answer) Level of Education (Check only ONE answer)
O full time O paid leave O grade school
O part time O unpaid leave O high school/equivalent
Social Histo O retired O disabled by today’s problem O some college
20cia’ Hstory O student O disabled NOT by today's problem O college degree
Job Title O unemployed O graduate degree
(PP P PP I T TTTTTIT]
Race

O African American O Asian O Caucasian O Hispanic O Native American O Other
Marital Status
O Single O Married O Live with significant other O Divorced O Separated O Widowed

Alcohol If you drink alcohol, how frequentiy?
O | drink alcohol O rarely (less than 1 drink a month) O frequently (3-5 drinks per week)
O | do not drink alcohol, but | used to drink alcohol O occasionally (1-4 drinks per menth) O daily (at least one drink a day)
O 1 never drank alcohol O socially (1-2 drinks per week)
Tobacco If you use or used to use tobacco, cigarette packs per day
O | use tobacco 0 1/2 [ 2 and 1/2 pipebowls/day cigarsiweek  snuff, dip, chew packsiwesk
O | do not use tobacco, but | used to use tobacco 01 o3 [ I | l l | | | |
O | have never used tobacco O 1and 1/2 O3 and 172
o2 004 ormore Years of tobacco use EI:'
Drugs — e
O l use drugs if vou use or used to use drugs es of drugs:

O | do not use drugs, but | used to use drugs
O | have never used drugs

Do you exercise requiarly? If you exercise, how often?
OYes ONo O daily O 3times perweek O weekly O at least once every other week

Symptoms and Pain Survey
Are your symptoms (orthopaedic problems) getting better or worse? Over fast: D:I (write in number)

O much worse O a little worse O same O a little better O much better O hours Odays O weeks O months

Are you having pain today? Oyes O no Is your pain today - O occasional O continuous/constant
How bad is your pain at the following times on a scale of 0-10 (with 10 being the worst pain imaginable)?
No Pain Very Bad Pain
Today: o0 01 02 ©3 04 O5 O6 O0O7 o8 ©0g O10
Atitsworst: O0 O1 02 03 04 Oo5 06 07 o8 09 0©10
Please check the lacation of your shoulder pain: Please check the location of your elbow pain:
O no pain QO side Onopain O back
O front O deep Q inner O deep
O top O generalized pain throughout O outer D generalized pain throughout
0O back Q front
Does the pain awaken you from sleep? Does the pain keep you from sleaping?
O never O cccasionally O frequently O never O occasionally © frequently

Check the words that best describe the character of the pain vou are having today.
O aching O burning

DOsharp O worse with certain activities
Otender O radiating pain radiates to:
0O down your atm [ up into your neck [J in the front of your chest area [ into your upper back/shoulder blade area

What time of day is your pain worst (CHECK ONLY ONE)? Do you experience pain when the weather changes?

O moming O aftemoon O evening O all the time Ono Oyes

What makes your pain better? What makes your pain worse?

O heat O walking O sitting O exercising

O sitting D standing O standing 0 activity in general
. . O lying down 0 stooping/bending

O lying down O other (specify) O walking O other (specify)

- PAGE 7 .
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Hand Dominance: O Right O Left O Use both equally

Please place an X on the areas where you feel the sensations described below. Include all affected areas.
_ aching o numbness [Pins and Needles () Burning

~ O O []1Neck Front View — O 0O [)Neck

— © 0O (] Shoulder area — O 0O [ | Shoulder area

v

— O 0O [ ) Elbow/forearm — O 0O | | Elbow/iorearm

- O 0O [)wiristhand — O 0O [ | Wristthand

-0 0O I[lHp

—O0O IlHip

- O 0O []Thigh -~ O 0O (] Thigh

— O 0O [)Kneearea — O O [ 1Knee area

— O O IlCalfarea l\—}m; = - O 0 [)Calf area

— O O [1]AnkiefFoot — O O [ ] Ankle/Foot

— O O [)Neck Back View — O 0O I)Neck

<

— © 0O [ Shoulder area I | Shoulder area

— O 0O [ Elbow/forearm | | Elbow/forearm

- O 0O [1Wrsthand ( 1 Wristhand
—O 0O IlHp ( 1 Hip

— O O I[)Thigh { ) Thigh

— O O I[1Kneearea [ ) Knee area
— O 0O IIcCalfarea [ ) Calf area

- O O [)Ankle/Foot [ ] Ankle/Foot

PAGE 8 .
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Current Shoulder or Elbow Function Score

These questions provide us with scores regarding your shoulder or elbow function. By answering these questions you will provide us
with a better idea of the current state of your shoulder or elbow condition as well as the outcome of any treatment cptions.

Check the location of your worst problem and each question below for that area:

O Elbow O Shoulder

How would you rate your upper extremity today as a percentage of normal (0% - 100%, with 100% being normai)? D]:] %

Do vou have mechanical symptoms {catching, locking or grinding) in your joint? O No O Yes

rience: [ catching

If yes, check all that you ex,

Are you having pain in your shoulder (elbow)?
Do you have pain in your shoulder {albow) at night?

Do you take pain medication {aspirin, Advil, Tylenol, etc.)?
Do you take narcotic pain medication (codeine or stronger)?

How many pills do vou take each day for your pain (average)?

Does your shoulder {elbow) feel unstable (as it is going to dislocate)?
How unstable is your shoulder (elbow)? (PLEASE MARK A NUMBER)

O Yes
O Yes

O Yes
O Yes

1]

O Yes

o0 01 02 03 04 05 06

very stable

o7

(o X}

0O grinding

O No
O No

O No
O No

O No

09

Olocking [ popping

o 10

very unstable

Please note your ability to do the following daily activities, or if you were to try such activities (Best Guess):

1 = Unable to do, 2 = Very difficult to do, 3 = Somewhat difficult, 4 = Normal (Check ONLY ONE answer for each arm)

Right Arm Left Arm

1. Do usual work Describe usual work: 01 02 O3 04 o1 02 03 04

HEENEEEEEEEEEEEEEENEEEEEEREEEN
2. Do usual Describe usual sport: 01 02 O3 04 O1 02 03 04

(T T T T I T T I T T I T T I T I T I T T T I1]
3. Put on coat 01 02 03 04 o1 02 O3 04
4. Sleep on Your Side 01 02 03 04 O1 02 03 Q4
5. Wash Your Back / Fasten 01t 02 03 04 01 02 03 04
6. Manage 01 02 03 04 01 02 03 04
1. Place Hand Behind Your Head With Elbow Out to 01 02 03 04 01 02 03 04
é.' ﬁlace Coin on Shelf at Leve! of Shoulder Without Bending 01 02 03 04 01 02 03 04
9. Lift 10 Pounds to the Level of Shoulder Without Bending 01 02 03 04 01 02 03 04
10. Toss a Softball Overhand 20 Yards 01 02 03 04 01 02 03 04
11. Do usual daily 01 02 03 04 01 02 03 04
12. Do usual school 01 02 03 04 01 02 03 04

Please note your ability to reach or move your shoulder in any of the following directions:

1= Unable to do, 2 = Very difficult to do, 3 = Somewhat difficult, 4 = Normal (Check ONLY ONE answer for each arm)

13. Overhead 01 02 03 04 o1 02 03 04
14. Out to side 01 02 03 04 O1 02 03 04
15. Across your chest O1 02 03 04 o1 02 03 04
16. Behind your back O1 02 03 04 o1 02 03 ©O4
17. Forward 01 02 03 04 01 02 03 04
At what level can you use your arm for painless reasonably strong activities?
O Overhead O UptotopofHead O UptoNeck O UpioNippleLine © Up to Waist
If you have had surqery, please answer the following questions. Otherwise, please leave them blank.
Daes your operated arm feel numb in any region? O Yes O No
Does your operated arm feel weaker to any activity now than before? O Yes O No
. Does your operated arm feel more painful now than before surgery? O Yes O No PAGE 9 .
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63961

Instructions: This survey asks for your views about your health. This information will help keep track
of how you feel and how well you are able to do your usual activities. Please answer every question
by marking one box. If you are unsure about how to answer, please give the best answer you can.
1. In general, would you say your health is:
O 1 Excellent O 2 Very good O 3 Good O 4 Fair O 5 Poor

(#2 and #3) The following items are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?

Yes, Yes, No, Not
Limited Limited Limited
A Lot A Little At All
2. Moderate activities, such as moving a table, pushing a o1 02 03
vacuum cleaner, bowling, or playing golf
3. Climbing several flights of stairs o1 02 03

(#4 and #5) During the past 4 weeks, have you had any of the following problems with your work or other regular
daily activities as a result of your physical health?

Yes No
4. Accomplished less than you would like o1 02
5. Were limited in the kind of work or other activities o1 02

(#6 and #7) During the past 4 weeks, have you had any of the following problems with your work or other regular daily
activities as a result of any emotional problems (such as feeling depressed or anxious)?

Yes No
6. Accomplished less than you would like 01 o2
7. Didn't do work or perform other activities as carefully as usual 01 02

8. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and housework)?
O 1 Not at all O 2 Alittle bit O 3 Moderately O 4 Quite a bit O 5 Extremely

(#9, #10 and #11) These questions are about how you feel and how things have been with you during the past 4 weeks.
For each question, please give the one answer that comes closest to the way you have been feeling.
How much of the time during the past 4 weeks

All Most A good Some A little None

of the of the bit of of the of the of the

time time time time time time
9. Have you felt calm and peaceful? 01 02 03 04 OS5 06
10. Did you have a lot of energy? o1 02 03 04 05 06
11. Have you felt downhearted and biue? 01 02 03 04 05 06

12. During the past 4 weeks, how much of the time has your physical or emotional problems interfered with your
social activities (like visiting with friends, relatives, etc)?

All Most Some A little None
of the of the of the of the of the
time time time time time
o1 02 03 04 05

B - x x N
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