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MRI Questionnaire
Have you had any surgery on this shoulder/arm?  Y / N: If yes, when? ______________

What facility? __________________________ Do you know what was done? Y / N
If yes, please explain: ______________________________________________________

________________________________________________________________________

________________________________________________________________________
Symptoms
______Pain (if yes please mark where the pain is below)

______Front of Shoulder


______Front of Arm

______Back of Shoulder


______Back of Arm

______Top of Shoulder


______Inside of Arm

______Outside of Shoulder


______Outside of Arm

______History of trauma________________________________________

______Painful clicking sensation___________________________________

______Pain with overhead activities________________________________

______Decreased strength________________________________________

______Decreased range of motion__________________________________

______Numbing/Burning sensation_________________________________

______Mass___________________________________________________

______Cortisone/Pain Injections___________________________________

How long have you had the above symptoms? ________________________

History on patient only: 

History of medical disease (Parkinson’s, Arthritis) Y/ N

_____________________________________________________________

History of Cancer (If yes, please indicate primary cancer) Y/ N 

_____________________________________________________________









