
 

 

 

 

                       
 

 MEDICAL HISTORY QUESTIONNAIRE   

 

Name ………………………………………………………….Date……………………………. 

          

Reason for Visit 

Shoulder 

  L      R 

Elbow  

L     R  

Wrist 

 L   R 

Hand 

 L   R 

Neck Back 

 

␣ Left Handed                              ␣  Right Handed 

 

Date of onset  ………/.………/…….  

How?   ␣ TRAUMATIC              ␣  NON-Traumatic 

……………...................................................................................................................................... 

Occupation:   ␣Manual Labour     ␣Desk Job     ␣Overheard   ␣Sedentary       ␣Active 

Other Disease............................................................................................................................… 

___________________________________________________________________________________ 

␣Medication…..……………………………………………………………………………………………………………. 

…..……………………………………………………………………………………………………………………………… 

␣ Physiotherapy …………………………………… Improvement: Yes ␣ NO ␣ 

Number of sessions ………………… when? ……………… Acupunture…… Shockwave…….. 

␣Steroid injection     ␣ ………… Number ……   Better……Temporary……None………….. 

 

Pain  Weakness Stiffness Instability  

Swelling Bruise Locking/Clicking Redness  

Kind of pain 

Stabbing Throbbing Aching Burning Sharp Dull Excruciating 

 

Constant 
 

Intermittent At Rest 
During 

Exercise 
After exercise 

 

DISTRIBUTION 

- Pain: Location ……………………………… Pain 1-10 .………………………….. 

 

- Numbness and Tingling………………………………………………………………..………… 

 

- Neck_____________________________________________________________________________ 

 

- Radiating Pain Area ____________________________________________________________ 

Difficult activities  

Dressing 

Sleeping 

Able to work 

…………………………………………………………

……………………………………………….. 

   

 



 

                                         

 
CURRENT THERAPY 

 

␣Anticoagulant Therapy (Coumadin – Plavix) ………………………………………………… 

 

Peacemaker      ␣ Y     ␣  N     Smoke     ␣ Y   (………../die)            ␣ N         ␣ EX   

 

Do your other joints have:  ␣ Morning stiffness lasting over 30 minutes  

         ␣ Joint pain or swelling?                

Previous fracture (which bone)/Joint Problems: …………………………………………… 

………………………………………………………………………………………………………………… 

 

PAST SHOULDER/ELBOW  PROCEDURES ……………………………………………………………….. 

 

ANAMNESIS 

Cardiac 

Pathology 

Thyroid 

disorders 
Diabetes High blood pressure 

Peripheral Vascular 

disease 

Depression 

Anxiety 

Bleeding 

Disorders 

Infections 
Cancer  

FAMILY HISTORY 

Thyroid disorders Diabetes 

Bleeding  

disorder 

Reumathoid Arthritis 

 

EXPECTED OUTCOME AFTER SURGERY:  

PAIN REDUCTION...………………   

RECOVER OF MOVEMENT………… 

REGAIN INDEPENDENCE………………………….. 

     

  

 

 

 

X-Rays MRI CT Scan Bone Scan 

ALLERGIES 

………...………………………………………………… 

......………………………………………………………… 

 

Sports 

………………………………………………………………

………………………………………….. 

Professional athlete ␣    Leisure ␣   

 



 

Appointments 

    

     

    Berkshire Independent Hospital, 

Swallows Croft, Wensley Road, 

Reading 

RG16UZ 

Tel: 01189 028109 

 

 

Dunedin Hospital 

16 Bath Road, 

Reading, 

Berkshire 

RG1 6NS 

Tel: 01189 553486 

Email: infoReading@giuseppesforza.com 

 

 

Wellington Shoulder & Elbow Unit, 

The Platinum Centre, 

Wellington Place, St John’s Wood, 

London 

NW8 9LE 

 

Highgate Hospital 

17-19 View Road, 

Highgate, 

London 

N6 4DJ 

Tel: 0207 4835406 

Email:  infoLondon@giuseppesforza.com 
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