
A. C. Chiropractic Clinic

NAME__________________________________  DATE_________  CASE#___________PRIVATE 


ELBOW EXAM
Left__________          Right__________

Patient complaint:_____________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Palpation:_____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
RANGE OF MOTION [ROM]:

MOTION:         NORMAL/ ACTIVE / PASSIVE      PAIN /  NO PAIN 


FLEXION          1600 / ______ / ______         P  /     NP

EXTENSION          0O / ______ / ______         P  /     NP

SUPINATION        900 / ______ / ______         P  /     NP
     PRONATION         90O / ______ / ______         P  /     NP       
ORTHOPEDIC TESTS:                                 COMMENTS:

MILLS'S:               POS   /   NEG


COZEN'S:               POS   /   NEG


LIFT'S:                POS   /   NEG


VARUS LIG STAB:        POS   /   NEG

     VALGUS LIG STAB:       POS   /   NEG                              
MOTOR EVALUATION:

ACTION         PRIMARY MUSCLE                   NORMAL/WEAK/ABSENT

FLEXION        BICEPS/BRACHIALIS                  N  / W  /  A

EXTENSION      TRICEPS                            N  / W  /  A

SUPINATION     BICEPS/SUPINATOR                   N  / W  /  A
     PRONATION      PRONATOR TERES/PRON QUADRATUS      N  / W  /  A    
CIRCUMFERENCE: (4" above and below the epicondyles)

Left__________"          Right__________"

SENSORY EVALUATION:

DERMATOMAL DEFICIT-______________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________


PERIPHERAL NERVE DEFICIT-_______________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
RADIOGRAPHIC EVALUATION:

VIEWS-__________________________________________________________

______________________________________________________________________

______________________________________________________________________


OBSERVATIONS-___________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________


IMPRESSION-_____________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

