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Post-concussion symptom checklist

Name Date
Please have the patient fill out this form based on symptoms over the last 24 hours.

Symptoms None
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©
Physica| Headache 00 01 02 03 04 05 6
Nausea oo 01 02 03 04 a5 6
Vomiting 0 1 2 3 4 I'5 (6
Balance problems 0 1 2 3 4 | 5 ne6
Dizziness o 1 b2 3 4 05 16
Vision problems o 1 12 13 14 5 [16
Fatigue 0 1 2 3 4 5 06
Sensitivity to light 0 1 2 3 4 I'5 16
Sensitivity to noise 0 1 2 3 4 | 5 106
Numbness/tingling 0 1 2 3 4 |5 6
Pain other than a headache 70 01 02 13 4 s 06
Thinking Feeling mentally foggy 0o 01 02 03 4 05 (6
Feeling slowed down o 01 02 03 04 s 06
Difficulty concentrating 7o 01 02 3 04 05 (6
Difficulty remembering 70 01 02 03 04 s 06
Sleep Drowsiness 70 01 02 73 04 s 6
Sleeping less than usual 70 01 2 13 4 s 06
Sleeping more than usual 0 1 2 3 4 5 06
Trouble falling asleep 0 1 2 3 4 5 e
Emotional Irritability 0 1 2 3 4 s (16
Sadness 0 1 2 3 4 s 6
Nervousness D0 01 02 03 04 05 06
Feeling more emotional 0 1 2 3 4 5 M6
Exertion Do any of the symptoms above get worse with:
Physical activity [lyes [Ino [ have not tried
Thinking [lyes [Ino [ have not tried
Overall rating  How different do you feel compared to before your injury?
Sameasusual 11 [12 (13 14 15 [16 Verydifferent
Over the past 24 hours, | feel % of my usual self. 100% is how you felt before your injury.

If you'd like to schedule an appointment or have questions, please call 682-885-4405 or email
athletictrainingservices@cookchildrens.org.



