
 FOR OFFICE USE ONLY 
Name _____________________________________ 
DOB ____/_____/______  DOS _____/_____/______ 

 TOTAL 
SCORE 
               _________ 

 

Please have the athlete fill out based on what symptoms they have had TODAY only 

 

CIRCLE ONE FOR EACH LISTED NONE  MILD  MODERATE  SEVERE 

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 

Sensitive to Light 0 1 2 3 4 5 6 

Sensitive to Noise 0 1 2 3 4 5 6 

Feeling Slowed Down 0 1 2 3 4 5 6 

Feeling “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 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 



 


