POSM / OFALS Medical Record #
SHOULDER SUBJECTIVE FOLLOW- UP

Name:
Physician: OKP O EB O OTHER / /
Injured Shoulder: O Right O Left O Both
Previous Surgery: o Right O Left O Both
Follow-up period: O3mts O6émts O lyearly O 2yearly / /

Exam Date

Surgery Date

Answer the following since your last visit to the clinic or the last time you
‘ TREATMENT H|STORY‘ completed a follow-up form on your shoulder.

Has your shoulder been injected?0 Yes O No
If yes, how many times? Oonce Otwice O3to5 O 6 orgreater

Thirty minutes after the latest injection, how much improvement did you have?

O Worse O 0-25% O 26-50% O 51-75% O 76-100%

What was the long-term effect of the injection?

O Worse O 0-25% O 26-50% O 51-75% O 76-100%

Have you had a reinjury requiring medical attention sinceyour last visit or since you last completed a shoulder
evaluation form? O vyves O No

Have you had any further surgery on your affected shoulder since your last visit to Plancher Orthopedics that was
performed elsewhere?

If yes, please fill out the following: Date: / /
Operation 1:
Operation 2: Date: / /

PAIN EVALUATION

How bad is your pain at the following times on a scale of 0 to 10 ?
No Pain Very Bad Pain
Today: 00 O1 02 O3 O 4 O5 06 07 08 09 O 10
Atitsworst: O o0 01 02 03 O4 05 06 07 O8 09 010
Rate your Pain O No Pain O Getting Better O Staying the Same O Getting worse
Do you take narcotic pain medications? O Yes O No
If yes, are they benificial? O Yes O No How many pills/day? ©O1 O2 O3to5 O 6 orgreater
Do you take anti-inflammatories? O Yes O No If yes, are they beneficial? O Yes O No
How does your pain affect:

your activities of daily living? O None O Mid O Moderate O Severe how would you rate your
your function at work? - ONone  OMild O Moderate O Severe current level of function during
your recreational sporting activities? O None O Mild O Moderate O Severe

your usual activities of daily
living from 0O to 100, with 100
being your level of function
prior to your shoulder problem

your sleep? O None O Mild O Moderate O Severe
How much pain do you have with your arm at rest by your
ONone O Mid O Moderate O Severe
With regard to your sport, how does pain affect:

your endurance ONone OMid O Moderate O Severe and o being the inability to
your speed O None O Mild O Moderate O Severe perform an yof your usual
your accuracy or agility ONone O Mild O Moderate O Severe daily activites.

How does your pain affect your ability to compete?
O No pain with competition O Moderate pain with competition
O Pain only after competition O Severe pain with competition
O Mild pain with competition O Pain prevents competition

SHOULDER INSTABILITY |

Since your last visit, have you had a shoulder dislocation that someone else had to put backin? OvYes O No

Ifyes,howmany? O1 O2 O3to5 O 6orgreater

How often does your shoulder feel like it will go out? O Never O Rarely O Occaisonally O Frequently
Answer the following only if you feel like your shoulder will go out:

Does this instability occur with: O Sports O Activities of Daily Living O Sleep

Which direction does it go out: O Front O Back O Bottom O All O Unknown
How does your shoulder go back in? O By ltself O I pull on my arm O Someone else assists

How many time does this occur each month? O 0-2 O35 O6e6-10 O 11-15 O more than 15

How is your shoulder instability changing with time: O improving O Unchanged 57705

. O Getting Worse E .




B PAGE2 |l

How does your shoulder instability affect your ability to compete in sports?

O No problems during competition O | occasionally have to stop competing
O I have instability, but can continue to compete O | frequently have instability and have to stop competing
O I rarely have to stop competing O | cannot compete due to instability

Does a certain position of your arm interfere with your performance?

© No O Yes, with my arm above my head O Yes, with my arm in front of my body

FUNCTIONAL EVALUATION

ACTIVITY Please fill out both RIGHT ARM LEFT ARM
Right and Left Unable  Very Somewhat Normal Unable  Very Somewhat Normal
Diffcult Diffcult Diffcult Diffcult
Your Usual Work O1 O2 O3 Oa O1 O2 Os O 4
Your Usual Recreational Activities O1 O2 Os Oa O1 Oz Os O
Your Usual Sports O1 O2 O3 O O1 O2 Os O 4
Put on Coat O1 O2 O3 O O1 O2 O3 O 4
Sleep on Your Side 01 O2 O3 Oa O1r O2 Os O4
Wash Your Back\Fasten Bra Or O2 O3 Oa O1 O2 Os O 4
Manage Toileting O1 O2 Os O4 O1 O2 Os Oa
Tuck in Your Shirt O1 Oz2 Os Oa O1 OF: Os O 4
Place Hand Behind Your Head With Elbow Out to Side O1 O 2 Os Oa O1 Oz Os O 4
Place Coin on Shelf at Level of Shoulder Without Bending Elbow O1 O 2 O3 Oa O1 O 2 O3 O 4

Lift 1 Pound to the Level of Shoulder without Bending Elbow O1 Oz O3 O« 8 : %22 %z %‘;
Lift 10 Pounds to the level of Shoulder Without Bending Elbow O1 2 O O4

Carry 20 Pounds at your Side O1 OF: Os O O1 02 Os O
Toss a Softball Underhand 10 Yards O1 O2 Os Qa4 O1 Q2 Os O
Toss a Softball Overhand 20 Yards O1 O2 Os O 4 O1 O2 O3 O a
Wash the Back of the Opposite Shoulder O1 O2 Os O 4 O1 O2 Os O
At what level can you use your arm for painless reasonably strong activities?

O Overhead O Up to top of Head O Up to Neck O Up to Nipple Line O Up to Waist

Answer the following 3 questions, only if you participate in sports :

With regards to your shoulder, at what grade can you now participate in Sports (ie, National, Local, Semi-Pro, Pro,

O Equal to or above my pre-injury level O Significantly below my pre-injury level
O Slightly below my pre-injury level O | cannot compete in my usual sport
O Moderately below my pre-injury level O | cannot compete in any sports

Describe your current strength or endurance of your shoulder when competing or participating in you usual sport:
O I have no weakness or fatigue O I have severe weakness or fatigue
O I have mild weakness or fatigue O Weakness or fatigue prevents competition in my usual sport
O I have moderate weakness or fatigue O Weakness or fatigue prevents competition in all sports

With regards to your shoulder, at what intensity effort do you now compete or participate in your usual sport compared to
your pre-injury level?

O Same or better than my pre-injury intensityO 25-49% of my pre-injury intensity

O 75-99% of my pre-injury intensity O <25% of my pre-injury intensity
O 50-74% of my pre-injury intensity O | can no longer compete at any intensity
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Have you had a reinjury requiring medical attention, since your last visit or since you last completed
a shoulder evaluation form? O Yes O No

'RETURN TO WORK:]

Have you returned to work? O Yes O No O NA (retired, student, etc.)
If yes, how long were you out of work due to your latest surgery at the SHC?

O No days missed O 3-5weeks O 5 - 8 months
O Less than 1 week O 6 - 8 weeks O 9 - 12 months
O 1-2weeks O 2 - 4 months O Greater than 1 year
If no, choose one of the following reasons:
O Doctor instructions O Other complications O Can't perform work or sport

O Other injury or surgery O Pain and/or unstable shoulder O Not because of shoulder
| REHAB ASSESSMENT;|

Have you had supervised physical therapy since your last visit or the last time you completed a shoulder
evaluation form? ONo O Yes
Did you try other treatments since your last visit such as:
O Ultrasound O Tens O Electical Stimulation O Other
What rehabilitation program are you currently using?

O 1 Home therapy program perscribed by your Doctor

(i.e. Sport Cord, Body Lines, cycling, aquajogger, swimming, etc.)
O 2 |see aPhysical Therapist frequently (2 times a week or more)
O3 |seeaPhysical Therapist occasionally (once a week or less)

O4 NONE
O5 OTHER
Currently, what other type of activities have you been doing for rehabiltation?
O Stretching O Weight Lifting O Aerobics O Bike Outside (Road or Mtn) © Skiing
O Pool Workouts & Manual Labor O Stationary Bike O Running O Skating
© Cybex O Stair Stepper O Jogging O Tennis
© ROM Exercises O Treadmill O Hiking O Golf
O Pilates O Rowing Machine O Walking O Other
O Yoga O Swimming
Currently, are you back to your original fitness program? OYes ONo O NotApplicable © Somewhat
| SATISFACTION: |
Rate the following on a scale from 10 to 1. Very Very
Unsatisfied Neutral Satisfied
How satisfied are you with yourcurrent MEDICAL
treatment at Planc);ler Orth)(;pedice and Sports 0l ©2 03 04 OS5 06 O7 ©O8 09 010
Medicine?
How satisfied are you with your 01 02 O3 04 O5 06 O7 08 09 010

current OUTCOME?

Would you have surgery again? © Yes ONo  Would you have an injection again? OYes O No
Would you recommend your treatment to a relative or close friend with the same problem? OYes O No

Thank you for completing this questionnaire. If you have surgery, we will mail you a questionnaire each year following your surgery. Even if

you feel great, we would like you to complete the form. If you would like to receive your questionnaires via e-mail please enter your e-mail
address here:

By completing this form, you agree to allow the Orthopaedic Foundation for Active Lifestyles & Plancher Orthopaedics and Sports
Medicine to use this data and future questionnaire data for research and contact purposes only. All data is kept anonymous. It is our

goal to monitor patient outcomes in an effort to improve quality of care.Your input is crucial to our mission. If you have any questions or would
like more information about the foundation or clinic, please contact us . 57705
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