The 10 Point Shoulder Referral Form

Ashvin Pimpalnerkar,
MS(ORTH), MSc(TRAUMA), DNB(ORTH), FRCS(ORTH), MCh(ORTH),

Consultant Shoulder Knee and Sports Surgeon
Secretary Details: Sarah Morris 07731138900

Patient’s Name:

Date of Birth:

Sporting Level (Please tick):  |Nil Pro

Symptoms (please tick one or more): Pain
Weakness
Stiffness
Instability
Catching

Are the symptoms injury related ? : | / N

Does overhead activity make the pain worse ?

Y |/ N

Please mark the site of maximum pain & / or tenderness on the diagram

Do your symptoms interfere with sport or activities of daily living or both ? Y /N

Score your shoulder out of 10 (0 is the worst and 10 is the best possible

Clinical Impression:




