ADVANCED ¢, IMAGING

Texarkana
MRI - Shoulder

Patient Name: Date:
Affected shoulder? O Right O Left U Both
Symptoms: Yes No
Pain in front of Shoulder Q Q
Pain in back of Shoulder Q Q
Pain on top of Shoulder Q Q
Pain with raising arm Q Q
Limited motion with raising arm Q Q
Locking of shoulder joint Q Q
Lump or mass Q Q

If yes, where?
Previous dislocation of shoulder Q Q

If yes, when?
Recent injection of shoulder Q Q

If yes, when?

Do you feel your symptoms are related to a particular sport? Yes / No
If yes, which one?

Have you had a recent shoulder injury? Yes / No
If yes, when?

Have you had surgery on this shoulder? Yes /No
If yes, what type?

Have you had a previous MRI of your shoulder? Yes / No
If yes, when? Where?

Do you have a return appointment with your physician? Yes / No
If yes, when?
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