NAME:  
        DOB:             
PHONE:          
DATE OF SERVICE:         Time:        
MR #         

EXAM/ REASON:          

DR            

INSURANCE:                                                                                                 

                                                                                       FACILITY:  IDI – 25th Street    
                                                                             CT                                                                                                                                                                                                                                             
                                                                            Elbow Questionnaire    
Have you had any surgery on your elbow?  Y / N- If yes, when? __________________

What facility? ____________________ Do you know what was done?  Y / N – If so,

Explain:_________________________________________________________________________________________________________________________________________________________________________________________________________________

Symptoms
______Pain (if yes please mark where the pain is below)
______Top of hand


_____Little finger side of forearm

______Palm of hand


_____Thumb side of forearm
______Front of Shoulder
    
_____Front of arm

______Back of shoulder
    
_____Back of Arm

______Top of Shoulder
    
_____Inside of Arm
______Outside of shoulder

_____Outside of arm
______Swelling________________________________________________

______Bruising________________________________________________

______Decreased strength (describe) _____________________________

______Numbness (describe) __________________________________

______Shooting/Burning sensation_________________________________

______Clicking/popping sensation_________________________________

______Pain with specific activities_________________________________

______Mass___________________________________________________

______Fever/chills______________________________________________

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 

_____________________________________________________________


