JHS Daily Concussion Symptom Evaluation
NAME: ______________________________ 


DATE OF INJURY ___________________
TODAY’S DATE: ________________


TIME FILLED OUT __________________



How do you feel at this moment?

You should score yourself on the following symptoms, based on how you feel now and only on those that you can say are because of getting hit in the head.
	Headache
	0
	1
	2
	3
	4
	5
	6

	“Pressure in head”
	0
	1
	2
	3
	4
	5
	6

	Neck Pain
	0
	1
	2
	3
	4
	5
	6

	Nausea or vomiting
	0
	1
	2
	3
	4
	5
	6

	Dizziness
	0
	1
	2
	3
	4
	5
	6

	Blurred vision
	0
	1
	2
	3
	4
	5
	6

	Balance problems
	0
	1
	2
	3
	4
	5
	6

	Sensitivity to light
	0
	1
	2
	3
	4
	5
	6

	Sensitivity to noise
	0
	1
	2
	3
	4
	5
	6

	Feeling slowed down 
	0
	1
	2
	3
	4
	5
	6

	Feeling like “in a fog” 
	0
	1
	2
	3
	4
	5
	6

	“Don’t feel right”
	0
	1
	2
	3
	4
	5
	6

	Difficulty concentrating
	0
	1
	2
	3
	4
	5
	6

	Difficulty remembering/forgetfulness
	0
	1
	2
	3
	4
	5
	6

	Fatigue or low energy
	0
	1
	2
	3
	4
	5
	6

	Confusion
	0
	1
	2
	3
	4
	5
	6

	Drowsiness
	0
	1
	2
	3
	4
	5
	6

	Trouble falling asleep
	0
	1
	2
	3
	4
	5
	6

	More emotional 
	0
	1
	2
	3
	4
	5
	6

	Irritability
	0
	1
	2
	3
	4
	5
	6

	Sadness
	0
	1
	2
	3
	4
	5
	6

	Nervous or Anxious
	0
	1
	2
	3
	4
	5
	6


Do the symptoms get worse with physical activity?
 Y
 N

Do the symptoms get worse with mental activity?
 Y
 N

If 100% is feeling perfectly normal, what percent of normal do you feel? 

If not 100%, why?
Total number of symptoms (Maximum possible 22)  __________________
Symptom severity score  



      __________________
(Add all scores in table, maximum possible: 22 x 6 = 132
