Patient Follow-Up Form

Bruce E. Ellison, M.D.

Before your visit, please take 5-10 minutes to answer the following questions.  

Name: __________________________________________ 
Age: ______________ 
Date: ___________

	This visit is mainly to evaluate:
	___Shoulder 
	___Wrist/hand 

	
	___Knee 
	___ Back 

	
	___Neck 
	___ Other ________


1. Please rate your pain on a scale from one to ten by circling the one number that best describes your pain at its worst in the past week.

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


No 








     
Pain as bad as 
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        you can imagine
2. Did the medication(s) / surgery that Dr. Ellison provided improve your symptoms ? 

If yes, which ones _____________________________________________________________

3. Did the Physical Therapy / splinting that Dr. Ellison recommended help you ? 

If yes, how did it help __________________________________________________________

4. What are four things that you can do today because of your treatment ?

______________________________________________________

______________________________________________________

____________________________________________________________________________________________________________

5. What MEDICATIONS are you taking for your symptoms ? (Maximum dose taken)

	1.
	4.
	7.

	2.
	5.
	8.

	3.
	6.
	9.


6. What are the most important questions Dr. Ellison can answer for you today?

______________________________________________________

______________________________________________________

____________________________________________________________________________________________________________

THANK YOU FOR FILLING OUT THIS QUESTIONNAIRE!!
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