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— Last name* First name/s*
g Date of birth* Date
% => For each item, tick one box only, to indicate how much the symptom has bothered you over the past 2 days
—— SYMPTOMS none mild moderate severe
—_— Headache oo 01 02 03 04 as 06
= Nausea Oo |01 |d2 |O3 |O4 |05 |06
E Vomiting ao 01 02 O3 04 a5 06
o — Balance problems oo 01 02 03 04 as 06
8 Dizziness ao 01 02 O3 04 a5 06
(7)) Visual problems oo 01 02 O3 04 as 06
E Fatigue ao 01 02 O3 04 a5 06
o Sensitivity to light ao 01 02 O3 04 a5 06
Sensitivity to noise oo 01 02 03 04 as 06
Numbness / Tingling oo 1 o2 O3 04 o5 o6
Pain other than headache ao 01 a2 03 04 as Oe6
o Feeling mentally foggy oo 1 o2 O3 04 o5 o6
-E Feeling slowed down oo 1 o2 O3 04 o5 o6
= Difficulty concentrating 0o 01 02 O3 04 as o6
|'E Difficulty remembering oo 1 o2 O3 04 o5 o6
Drowsiness ao 01 02 03 04 as Oe6
% Sleeping less than usual oo 1 o2 O3 04 o5 o6
% Sleeping more than usual oo 1 o2 O3 04 o5 o6
Trouble falling asleep oo 1 o2 O3 04 o5 o6
- Irritability oo 01 02 O3 O4 s o6
S | Sadness 0o 01 02 O3 04 o5 06
:'3 Nervousness oo 01 02 03 04 as 06
uEJ Feeling more emotional oo 1 02 O3 O4 as e

Exertion: Do these symptoms worsen with
Physical activity OYes | ONo [0 Not applicable

Thinking / cognitive activity OYes | ONo [0 Not applicable

Overall rating:  How different is the person acting compared to their usual self?
Same asusual | OO0 01 02 03 04 as 06 Very different

Activity level: Over the past two days, compared to what | would typically do, my level of
activity has been % (eg, 1-100%) of what it would be normally

Reference: This assessment is publicly available and adapted from the work of Lovell and Collins (1998). Lovell, Mark R., and Michael W.
Collins. “Neuropsychological assessment of the college football player.” The Journal of Head Trauma Rehabilitation, 13(2), 9—-26.
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IMPACTS OF CONCUSSION

Last name* First name/s*

Date of injury

Brief description of
concussion event
and history of any
previous concussions

Has the concussion affected your

If yes, describe how you have been affected

Work or study OYes | ONo

Driving OYes | ONo

Exercise / sport | OYes | [1No

Sleep OYes | ONo

Mood O Yes | ONo

Other: e.g. any other
significant impacts on
your life, because of the
concussion

Return completed checklist to: concussion@alfred.org.au

Thank you for your time to complete this checklist

EMR: Assessments_Health Assessment Questionnaire
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