Paul J. Favorito, MD

Shoulder Assessment Form

Name Date / /

Age Sex: M F Shoulder Injured R L Both  Hand Dominance R L
Date of Onset or Injury

Were you injured playingasport? Y N If yes, what sport?

Were you injuredatwork Y N If employed, what is your occupation?

Primary Shoulder Problem (please number 1-4 in order of severity)

Pain _ Weakness ___ Limited Motion ____ Feeling that shoulder is loose or unstable
How often do you have symptoms (circle all that apply)

All the time Occasionally Rarely Never

Do you have painatnight Y N

Previous Treatment

Medication

<
=

List medications for shoulder only

Physical Therapy Y N Approximate # of visits

Injections

<
=

Approximate # of injections

Do you have any other information to share about your shoulder?

How would you rate your shoulder today as a percentage of normal?

(0-100% scale; 100% is normal)



Instructions: This questionnaire 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.

Answer every question by marking the answer as indicated. If you are unsure how to answer a question, please give the best
answer you can.

(Circle one number on each line)

1. In general, would you say your health is:

EXCELLENT VERY GOOD GOOD FAIR POOR
1 2 3 4 5
2. The following questions are about activities you might do during a typical day. YES, YES, NO,
.. . L o M
Does your health now limit you in these activities? If so, how much’ LIMITED LIMITED NOT
LIMITED
ALOT A LITTLE
AT ALL
a. Moderate activities, such as moving a table, pushing a vacuum cleaner,
bowling, or playing golf? 1 2 3
b. Climbing several flights of stairs?
1 2 3

3. 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?

NO, YES, YES, YES, YES,
NONE A LITTLE SOME MOST ALL
OF THE OF THE OF THE OF THE OF THE
TIME TIME TIME TIME TIME
a. Accomplished less than you would like. 1 2 3 4 5

b. Were limited in the kind of work or other
activities. 1 2 3 4 5




4. 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)?

NO, YES, YES, YES, YES,
NONE ALITTLE SOME MOST ALL
OF THE OF THE OF THE OF THE OF THE
TIME TIME TIME TIME TIME
a. Accomplished less than you would like. 1 2 3 4 5

b. Didn't do work or other activities as carefully as
usual. 1 2 3 4 5




5. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and house
work)?

NOT AT ALL A LITTLE BIT MODERATELY QUITE A BIT EXTREMELY

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.

6. How much of the time during the past 4 weeks:

ALLOF MOSTOF AGOODBIT SOME OF A LITTLE NONE OF
OF OF
THE THE TIME THE TIME THE TIME
TIME THE TIME THE TIME
a. Have you felt calm and
peaceful? 1 2 3 4 5 6
b. Did you have a lot of
energy? 1 2 3 4 5 6
c. Have you felt downhearted
and blue? 1 2 3 4 5 6

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

ALL OF THE TIME MOST OF THE TIME = SOME OF THE TIME A LITTLE OF THE NONE OF THE TIME
TIME




Now, we'd like to ask you some questions about how your health may have changed.

8. Compared to one year ago, how would you rate your physical health

MUCH BETTER SLIGHTLY BETTER

ABOUT THE SAME

in general now?

SLIGHTLY WORSE

9. Compared to one year ago, how would you rate your emotional problems (such as feeling anxious, depressed or irritable) now?

MUCH BETTER SLIGHTLY BETTER  ABOUT THE SAME  SLIGHTLY WORSE MUCH WORSE
1 2 3 4 5
How bad is your pain today (mark line)?
0y ] ] | | 1 1 1 ! | 10
No pain at all Pain as bad as it can be

Circle the number in the box that indicates your ability to do the following activities:

0 = Unable to do; 1 = Very difficult to do; 2 = Somewhat difficult; 3 = Not difficult

ACTIVITY RIGHT ARM LEFT ARM
1. Put on a coat 0123 0123
2. Sleep on your painful or affected side 0123 0123
3. Wash back/do up bra in back 0123 0123
4. Manage toiletting 0123 0123
5. Comb hair 0123 0123
6. Reach a high shelf 0123 0123
7. Lift 10 Ibs. above shoulder 0123 0123
8. Thraow a ball overhand 0123 0123
9. Do usual work - List: 0123 0123
10. Do usual sport - List: 0123 0123 |

MUCH WORSE




Please rate your ability to do the following activities in the last week by circling the number below the appropriate response:

NO MILD MODERATE SEVERE
DIFFICULTY | DIFFICULTY | DIFFICULTY | DIFFICULTY UNABLE
1. Open atight or new jar, 1 2 3 4 5
2. Do heavy household chores (e.g. wash walls, floors) 1 2 3 4 5
3. Carry ashopping bag or briefcase 1 2 3 4 5
4. Wash your back 1 2 3 4 5
5. Use a knife to cut food. 1 2 3 4 5
6. Recreational activities in which you take some force
or impact through your arm, shoulder or hand (e.g. 1 2 3 4 5
golf, hammering, tennis, etc)
NOT AT ALL SLIGHTLY MODERATELY | QUITEABIT | EXTREMELY
7. During the past week, to what extent has your arm,
shoulder or hand problem interfered with your 1 2 3 4 5
normal social activities with family, friends,
neighbors or groups?
NOT LIMITED SLIGHTLY MODERATELY VERY UNABLE
AT ALL LIMITED LIMITED LIMITED
8. During the past week, were you limited in your work
or other regular daily activities as a result of your 1 2 3 4 5
arm, shoulder or hand problem?
Please rate the severity of the following symptoms in
the last week. (circle number) NONE MILD MODERATE SEVERE EXTREME
9. Arm, shoulder or hand pain 5
1 2 3 4
10. Tingling (pins and needles) in your arm, shoulder or
hand. 1 2 3 4 5
SO MUCH
olrrrc%m MILD MODERATE | SEVERE | DIFFICULTY
DIFFICULTY | DIFFICULTY | DIFFICULTY | THATI
CAN'T SLEEP
11. During the past week, how much difficulty have you
had sleeping because of the pain in your arm, 1 2 3 4 5

shoulder or hand? {circle number)




Please indicate with an “X” how often you performed each activity in your healthiest
and most active state, in the past year.

Never or less than
once a month

Once a
month

Once a
week

More than
once a week

Daily

Carrying objects 8 pounds or
heavier by hand (such as a bag
of groceries)

Handling objects overhead

Weight lifting or weight training
with arms

Swinging motion {(as in hitting a
tennis ball, golf ball, baseball,
or similar object)

Lifting objects 25 pounds or
heavier {(such as 3 galions of
water) NOT INCLUDING
WEIGHT LIFTING

For each of the following questions, please circle the letter that best describes your
participation in that particular activity.

1)} Do you participate in contact sports (such as, but not limited to, American football,
rugby, soccer, basketball, wrestling, boxing, lacrosse, martial arts, etc)?

A No

B Yes, without organized officiating
C Yes, with organized officiating
D Yes, at a professional level (ie, paid to play)

2) Do you participate in sports that involve hard overhand throwing (such as baseball,
cricket, or quarterback in American football), overhead serving (such as tenms or
volleyball), or lap/distance swimming? >

A No

B Yes, without organized officiating
C Yes, with organized officiating
D Yes, at a professional level (ie, paid o play)




