
Dr. HensHaw
sHOULDer MeDICaL HIsTOrY FOrM

Name:                  Date of Birth:   Date:

Orthopedic History:                reason for Visit:

Is this problem a result of:  o  MVa      o  Liability         o  work related        o  Trauma 

Date of Injury:      Description of Injury:

side:   o  right          o  Left                               Dominant:    o   right-Handed         o  Left-Handed

History of Present Injury or Complaint:

How long have you had shoulder pain?

Do you have pain in your shoulder at night?   o Yes     o no

Do you take any medications for your shoulder?   o Yes     o no

what medications do you take for your shoulder?

Does your shoulder feel unstable (as if it’s going to dislocate)?   o Yes     o no

Do you have pain with daily activities?   o Yes     o no

Does it hurt to lift your arm above your head?  o Yes     o no

Do you have pain while throwing?   o Yes     o no

Have you ever had an injury to your shoulder?   o Yes     o no

Do you have any numbness or tingling?   o Yes     o no     where:

Do you now have or have you ever had:

COnsTITUTIOnaL:
recent weight changes  o Yes     o no
recent fever, weakness or fatigue o Yes     o no

eYes:
wear glasses or contact lenses o Yes     o no
Glaucoma   o Yes     o no Family History  o Yes  o no   Member:
Cataracts   o Yes     o no Family History  o Yes  o no   Member:

ears, nOse, THrOaT:
Hearing Problems   o Yes     o no
Dizziness   o Yes     o no
recent cold or sinus pain  o Yes     o no
recent sore throat   o Yes     o no

CarDIOVasCULar:
Chest pain   o Yes     o no
Heart attack   o Yes     o no Family History  o Yes  o no   Member:
stroke    o Yes     o no Family History  o Yes  o no   Member:
Heart failure   o Yes     o no Family History  o Yes  o no   Member:
High blood presure  o Yes     o no Family History  o Yes  o no   Member:
Irregular heartbeat  o Yes     o no Family History  o Yes  o no   Member:
swelling of hands or feet  o Yes     o no 
Blood clots   o Yes     o no Family History  o Yes  o no   Member:
High cholesterol   o Yes     o no Family History  o Yes  o no   Member:
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resPIraTOrY:
asthma    o Yes     o no Family History  o Yes  o no   Member:
emphysema   o Yes     o no Family History  o Yes  o no   Member:
Bronchitis   o Yes     o no Family History  o Yes  o no   Member:
Pneumonia   o Yes     o no Family History  o Yes  o no   Member:

GasTrOInTesTInaL:
recent changes in bowel habits o Yes     o no
rectal bleeding   o Yes     o no
Liver disease   o Yes     o no Family History  o Yes  o no   Member:

UrInarY:
Problems with urination  o Yes     o no
Urinary tract infections  o Yes     o no 
Kidney disease   o Yes     o no Family History  o Yes  o no   Member:

sKIn:
recent or current rashes or eruptions o Yes     o no where:

neUrOLOGICaL:
seizures    o Yes     o no Family History  o Yes  o no   Member:
Paralysis    o Yes     o no where:
numbness or tingling  o Yes     o no where:
Depression/mental illness  o Yes     o no when:
anxiety disorders   o Yes     o no when:

enDOCrIne:
Thyroid    o Yes     o no Family History  o Yes  o no   Member:
Diabetes    o Yes     o no Family History  o Yes  o no   Member:
      Treatment: o Diet    o Oral Meds   o Insulin
           Medical complications: o Vascular   o renal   o neuropathy  o Other:

HeMaTOLOGIC/LYMPHaTIC:
anemia    o Yes     o no Family History  o Yes  o no   Member:
Transfusions   o Yes     o no Family History  o Yes  o no   Member:

CanCer/TUMOr:  o Yes     o no Family History  o Yes  o no   Member:
Type:    Location:          Treatment:

OTHer MeDICaL PrOBLeMs:

HIsTOrY OF OPeraTIOns: o Yes     o no
Type:

DO YOU HaVe aLLerGIes, sensITIVITIes Or HaVe YOU an aDVerse reaCTIOn TO MeDICaTIOns? o Yes     o no
Please List:
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CUrrenT MeDICaTIOns:

 

when did you last use aspirin in any form?

PersOnaL HIsTOrY:
Cigarettes  o Yes     o no   amount:
alcohol   o Yes     o no    amount:

OCCUPaTIOn:

TesTs DOne reLaTeD TO PresenT InjUrY Or COMPLaInT:
 o X-rays       o MrI       o CT scan      o eMG      o Bone scan      o Bone Density      o Bloodwork
Tests performed at:

PrIOr TreaTMenT (Best recollection – Check and explain):

 o anti-Inflammatories:   

 o Injections (dates & number):

 o Chiropractic:

 o surgery:

Physical Therapy:   o Ulttrasound        o Massage      o strengthening  o rOM stretching     
 o Cybex Machines      o Cryotherapy      o Cortisone Cream  o Manipulation
 o electrical stimulation

YOUr MeDICaL DOCTOr:  name:

    address:

    Phone:

YOUr reFerrInG DOCTOr: name:

    address:

    Phone:

PaTIenT sIGnaTUre:

MD sIGnaTUre/DaTe:
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TO Be FILLeD OUT BY THe PHYsICIan
 

CerVICaL rOM  o Flexion
   o extension
   o Lateral bending
   o Lateral rotation

GeneraL  o Deformity
   o Contusion
   o atrophy

TenDerness  o anterior
   o Posterior
   o Lateral

ranGe OF MOTIOn o Forward elevation
   o Internal rotation
   o external rotation

sTrenGTH  o supraspinatus
   o Deltoid

InsTaBILITY  o anterior apprehension
   o Posterior apprehension
   o Inferior apprehension

rOTaTOr CUFF  o Impingement sign
   o Hawkin’s sign
   o Yergason test

sLaP   o O’Brien’s test

aC jOInT  o adduction stress test

seaPULa  o scapulothoracic crepitus

neUrO eXaM  o C5-T1

wrIsT/eLBOw


