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Concussion Clinic History Form
How did you get this injury?

What symptoms did you experience immediately after the injury?

Describe as best you can what happened right before and after the injury?

Did you lose consciousness after the injury?

Did you have seizures?

Have you experienced nausea or vomiting since the injury?

Have you had a headache? How soon after the injury did it start? Describe location, nature, severity, and duration. What can make the headache worse or better?  

Have you noticed any changes with physical coordination or balance since the injury?

Have you noticed any difficulty with memory or concentration since the injury?  How are you holding up in school?

Have you noticed any sensitivity or problems with your vision or hearing?
Have you had any mood changes, including feeling irritable, anxious or depressed?

Have you felt lethargic (low energy) or easily fatigued since the injury?

Are you having change in your sleep, such as sleeping more than usual or having trouble falling asleep?  

Have you noticed changes in your sense of smell or taste?

Do you have any dizziness or vertigo?

What other signs or symptoms are you concerned about?

Have you had any previous head injuries, diagnosed with a concussion or hit your head hard enough where you felt like you had your bell rung?

Do you have any specific questions or concerns that you would like to ask the doctors?
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