Initial Concussion Intake Form
Demographics:
Patient Name

Date of Consultation

DOB


Sex


Age


Handedness:



L
R 
Both
Ht:
Wt

Who referred you to our clinic?
Primary Care Physician:

Have you seen a physician, Athletic Trainer, or physical therapist for your injury?
If Yes, please explain:


Yes
No

Pharmacy Name/Address:
Your E-mail Address:

Preferred Phone #:
Can we leave a message regarding your care on your voice mail/answering machine?

School:____________________________________________
Grade: ______
Sports:  Current: __________________________
Position: ______________

Other sports: _____________________________________________

Yes
No

Post Concussion Symptom Scale

The following scale is to assess the symptoms which are due to your concussion. Please    circle    the symptoms you experienced at the time of your concussion AND use the check marks  on the right circles to describe ONLY those symptoms you are still experiencing in the past 24 hours.

Circle    initial symptoms




Symptoms felt in past 24 hours
None
Mild
Moderate
Severe
Headache Pressure in head Neck Pain

Balance problem or dizziness

Nausea or vomiting


0 
1 
2 
3 
4 
5 
6
0 
1 
2 
3 
4 
5 
6
0 
1 
2 
3 
4 
5 
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0 
1 
2 
3 
4 
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6
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1 
2 
3 
4 
5 
6
Vision problems
0 
1 
2
Hearing problems / ringing
0 
1 
2
“Don’t feel right”
0 
1 
2
Feeling “dinged” or “dazed”
0 
1 
2
Confusion
0 
1 
2
Feeling slowed down
0 
1 
2
Feeling like “in a fog”
0 
1 
2
Drowsiness
0 
1 
2
Fatigue or low energy
0 
1 
2
More emotional than usual
0 
1 
2
Irritable
0 
1 
2
Difficulty concentrating
0 
1 
2
Difficulty remembering
0 
1 
2
Sadness
0 
1 
2
Nervous or anxious
0 
1 
2
Trouble falling asleep
0 
1 
2
Sleeping more than usual
0 
1 
2
Sensitivity to light
0 
1 
2
Sensitivity to noise
0 
1 
2
Other
0 
1 
2
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4 
5 
6
3 
4 
5 
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In order for us to help you recover from your brain injury it is important to know as much as we can about how you were injured and what problems you've had since your injury. The questions below help doctors treat your concussion.

On what day did you sustain your most recent concussion?

(mm/dd/yyyy)
During which sport did you sustain your most recent concussion?
Which position were you playing at the time?

On the day you sustained your injury, did you continue to play after the injury?
Yes
No

If yes, how long did you continue to play for?
0‐1 min.


1‐5 min.


5‐15 min.
15‐30 min.


30‐60 min.
>60 min.

Were you wearing a helmet when you fell?

Have you continued to exercise since your injury? Did your injury occur during practice or a game?

Did you lose consciousness (get knocked out) at the time of your concussion?


Yes
No

Yes
No

Practice
Game

Yes
No
If yes, for how long, approximately, were you unconscious?
0‐10 sec.


10‐30 sec


30-60 sec
1‐3 min.



3‐5 min.


5‐10 min.
10-15 min



>15 min.

Have you lost your memory of events which occurred before your concussion?


Yes
No
If yes, how many minutes, approximately, are you unable to remember?
0 - 1 min
1‐3 min.

3‐5 min.

5‐10 min.
10-15 min



>15 min.
Have you lost your memory of events which occurred after your concussion?

If yes, how many minutes, approximately, are you unable to remember?

Yes
No

0 - 1 min
1‐3 min.

3‐5 min.

5‐10 min.
10-15 min



>15 min.
If you are no longer having symptoms from your concussion, on what day did you last have symptoms?
Date


(mm/dd/yyyy)
Have you been diagnosed with a sport‐related concussion in the past?
How many sport‐related concussions have you had in the past?

Yes
No (If no, please skip this section)

1
2
3
4



5
6
7
8



9
10


>10

During which months/years (approximately) did you sustain your concussion(s)?
During which sport(s) did you sustain your concussion(s)?
Who diagnosed you with your previous concussions? (Please circle all that apply)
Athletic trainer
Coach
Doctor
Parent
School nurse
Other

Who managed your previous concussion(s) including your return to athletics? (circle all that apply)
Athletic trainer
Coach
Doctor
Parent
School nurse
Other

Have you ever had a concussion which was not related to sports

(for example: motor vehicle accident, fall from a height, etc…)?
If yes, how many?


Yes
No

1
2
3
4



5
6
7
8
9



10
>10

Have you ever sustained a blow to the head which was NOT diagnosed as a concussion but was followed by one or more of the signs or symptoms listed in the Post Concussion Symptom Scale? (The Post‐Concussion Symptom Scale is on the first page of this questionnaire)
Yes
No

If yes, during which sport(s) did this occur?

Have you ever had a major injury of the brain other than concussion? (for example: subdural hemorrhage, subarachnoid hemorrhage, epidural hemorrhage, bleeding into the brain, skull fracture, etc…)
Yes
No
Have you ever had computerized neuropsychological testing done (ImPact, CogSport, Head Minder), before the start of
an athletic season, in case you sustain a concussion?

If yes, please name the school/organization which administered this testing:

Yes
No

Did you have imaging studies done at the time of your injury?
Yes
No
(If yes,)  What Facility?

Past Medical History(You will be asked about your concussion history on the next page):
Please circle any of the conditions below that you have and list those for which you are followed by a physician: Attention deficit hyperactivity disorder (ADHD)
Motion sickness (ex. Car or plane rides) Seizures
A learning disability

Frequent headaches
Complex regional pain syndrome

Developmental delay
Special education classes

Dyslexia
Meningitis Migraines
Depression Bipolar disorder
Anxiety Post-traumatic stress disorder

Past Surgical History(include procedure, date, and surgeon/hospital)
Medication(prescription and over-the-counter.  Please include name, dose, frequency)
Allergies to Medications, Foods, Contrast Agents (include reaction)
Supplements (include dietary, homeopathic, ergogenic aids)
Family History:
If any of your family is being treated for the following conditions, please circle and state who:

Migraines

Concussion

Post-traumatic stress disorder



Bipolar disorder Depression Anxiety

Social History:
I am (check all
that


Student
School/College/University

Working

Stay-at-home parent
Unemployed


Grade/Level

Occupation

Date of last employement
apply)

Currently receiving Disability Benefits
Retired
Do you smoke?

Do you drink alcohol?

Do you use illicit drugs, including marijuana?



No
Yes

No
Yes

No
Yes



Packs per day

Drinks per week

If yes, how frequently?
Sports/Athletic Activities:
Hours per week

Level of Participation:



Professional
Collegiate
High School
Recreational


Other:

Review of Systems:
Recently, have you experienced any of the following:

Fever/chills
Vision changes

Back pain Nausea/vomiting
Fatigue
 Joint pain Diarrhea/constipation/abdominal pain
Weakness/Numbness
 Rashes

Chest pain
Weight loss
Shortness of breath
Cough
Weight gain

Headache/dizziness/loss of conscience
Night pain

Sore throat/Earache
Urinary Frequency


Other

Other
Are your immunizations up to date?


Yes
No

Patient Signature

Date
Thank you for completing this questionnaire.  It will help us to serve you better.
Physician Signature

Date

Thank you for completing this intake form.
