
Name: _________________________________ Date: ____ / ____ / ____

OVERALL SHOULDER STATUS
Please make a slash on the line that best answers the following questions:

1. How bad is the pain in your shoulder TODAY?

2. With respect to your overall shoulder function, how much disability are you having?

3. With respect to sporting or recreational activities, how much of a problem is your shoulder?

4. With respect to your work / job, how much of a problem is your shoulder?

SPECIFIC FUNCTIONAL STATUS / ACTIVITIES OF DAILY LIVING
Circle the number in the box that indicates your ability to do the following activities. Please use the
following scale.

0 = Unable To Do; 1 = Very Difficult; 2 = Somewhat Difficult; 3 = Not Difficult

No pain at all As bad as it can be

Normal Totally disabled

No problem Unable to do activities

No problem Unable to do work


