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MidAmerica
Orthopaedics

CONCUSSION HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

Name (lLasi, First, M.1): LNAME, 'FNAME OMm OF |DOB: YDOB

Level of O Professional O Collegiate O High School O Middle School O Grade School O Recreational
Competition:

Team/Organization: Date and time of injury:

How did you sustain this current concussion?

PERSONAL HEALTH HISTORY

List any medical problems that other doctors have diagnosed

Surgeries

Year Reason Hospital

Other hospitalizations

Did you have a brain CT or MRI performed after your current injury? O Yes |0 No

Have you taken a baseline concussion test (i.e. IMPACT, AXON, King-Devick, etc)? O Yes |0 No

Please turn to next page
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List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

Name the Drug Strength Frequency Taken

Allergies to medications

Name the Drug Reaction You Had

HEALTH HABITS AND PERSONAL SAFETY

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Level of O Sedentary (No exercise)

Usual Activity |0 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

O Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

O Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

Diet Are you currently dieting? O Yes |0 No
If yes, are you on a physician prescribed medical diet? O Yes [0 No
Are you on a special diet? If so, briefly explain:

Alcohol Do you drink alcohol? ||:| Yes ||:| No

If yes, what kind?

How many drinks per week?

Have you ever felt you needed to cut down on your drinking? O Yes |0 No
Have people annoyed you by criticizing your drinking? O Yes |0 No
Have you ever felt guilty about drinking? O Yes |0 No
Have you ever felt you needed a drink first thing in the morning (eye-opener) to steady O Yes (O No
your nerves or to get rid of a hangover?
Do you drive after drinking? O Yes |0 No
Tobacco Do you use tobacco? O Yes [0 No
Usage O Cigarettes - pks/day: ||:| Chew - #/day: O Pipe - #/day: O Cigars - #/day:
O # of years: ||:| Or year quit:
Illicit Drug Do you currently use recreational or street drugs? O Yes |0 No
Usage Have you ever given yourself street drugs with a needle? O Yes |0 No
Have you ever abused prescription narcotics? O Yes |0 No

Please turn to next page
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Personal Do you wear glasses or contact lens? O Yes |0 No
History Do you use a hearing aid? O Yes |0 No
Have you been diagnosed with a learning disability? O Yes |0 No
Have you been diagnosed with an attention deficit disorder? O Yes |0 No
Have you been diagnosed with anxiety and/or depression disorder in the past? O Yes |0 No
Do you have a history of headaches requiring treatment by a doctor? O Yes |0 No

FAMILY HEALTH HISTORY

AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Father Children oM
oF
O m
Mother OF
Sibling am oM
OF OF
O m O m
OF OF
O m Grandmother
OF Maternal
O m Grandfather
OF Maternal
O m Grandmother
OF Paternal
O m Grandfather
OF Paternal
CONCUSSION HISTORY AND SYMPTOMS
Have you ever been diagnosed with a concussion in the past? O ves |O No
Did you lose consciousness with this most recent incident? O ves |O No
Are you having new problems with your vision? O ves |0 No
Are you having headaches? O Yes |O No
Are you having trouble sleeping? O Yes |0 No
Are you having problems with eating or your appetite? O Yes |0 No
Are you having problems with your short term memory? O Yes |0 No
Are you having problems concentrating? O Yes |0 No
Does it take you longer to think? O Yes |0 No
Are you having trouble speaking? O Yes |0 No
Are you having increased sensitivity to noise or light? O ves |O No
Have you ever had a seizure? O Yes |0 No
Are you feeling fatigued? O Yes |0 No
Do you feel dizzy or does the room seem to spin when you get up? O ves |O No
Do you hear ringing in your ears? O Yes |0 No
Are you experiencing numbness or tingling in your face or body? O Yes |0 No
Do you feel sad or down? O Yes |0 No
Do you cry frequently? O Yes |0 No
Are you easily angered or irritated? O Yes |0 No
Have you ever seriously thought about hurting yourself? O ves [0 No

Patient Signature: Physician Signature:







