Ascension Medical Group-Orthopaedics & Sports Medicine
CONCUSSION INTAKE FORM

Appointment Date:

Name: DOB: Age: BMI:
Primary Care Doctor: Referring Doctor:

Primary Care Doctor Last Visit:

Red Flag Symptoms reported: Please see below:

e Seizure/Burning Pain/Tingling OYes or ONo
e Severe Headache OYes or ONo
e Focal Neurologic Deficits on Exam OYes or ONo
e Unequal pupils and Double Vision OYes or ONo
e Significant Drowsiness OYes or ONo
e Slurred Speech OYes or ONo
e Poor orientation OYes or ONo
e Neck Pain OYes or ONo
e Repeated Vomiting_ OYes or ONo

CONCUSSION HISTORY/HEAD INJURY HISTORY

Date of Injury: Time of Injury: 0AM oPM

How did it happen:

Mechanism of Injury is result of: 0Car Accident OWork Accident OAccident OSports Injury

Loss of Consciousness: 0Yes or ©No

Duration of Loss of Consciousness: (min/hours) oNot Applicable

Did you seek medical attention immediately:

Did you complete the game / activity: ©Yes or ©No

\Amnesia Afterwards (couldn’t remember): O0Yes or O©No

Do you have any baseline concussion testing from your school or team: ©Yes or ©No

Are you claiming Woker’s Compensation, if work related? oYes or ©No

PREVIOUS CONCUSSION HISTORY

O Not Applicable

How many have you had:

What years did they happen:

How did they occur:

Longest symptom duration: days/weeks/years

Pattern of less force causing concussion: ©Yes or O©No

IAmnesia afterwards: 0Yes or ©No

ARE YOU BEING TREATED FOR THE FOLLOWING

History of Migraines: OYes or ONo

Learning Disability: ©Yes or ©No

IADHD: ©Yes or O9No

Developmental Delay: ©Yes or ©No

Anxiety/Depression: OYes or O©No

Diagnosed Sleep Disorder: 0Yes or ©No

School Grade:




Ascension Medical Group-Orthopaedics & Sports Medicine
CONCUSSION INTAKE FORM

Patient Name: Date Completed: (AM / PM)
Date of Injury: Post Injury Day Number: #
Symptom None Mild Mild | Moderate | Moderate Severe Severe
0 1 2 3 4 5 6
Headache

Pressure in Head

Neck Pain

Nausea/Vomiting

Dizziness

Blurred Vision

Balance Issues

Light Sensitivity

Noise Sensitivity

Feeling Slowed Down

Feeling “in a fog”

Don’t Feel Right

Difficulty Concentrating

Difficulty Remembering

Fatigue / Low Energy

Confusion

Drowsiness

More Emotional

Irritability

Sadness

Nervous / Anxious

Trouble falling asleep

Total Number of Symptoms __of22
Symptom Severity Score __ of132
‘Worse with physical activity Yes or No
‘Worse with mental activity Yes or No
If 100% is feeling perfectly

normal, what do % do you feel? %




Ascension Medical Group-Orthopaedics & Sports Medicine
CONCUSSION INTAKE FORM

HISTORY OF PRESENTING ILLNESS

Timing of Symptoms: OMorning, O©Evening, ONight Time, OSNone/NA

Imaging of Injury within last 2 months: oXR oUltrasound oCT oMRI cMRI-Arthrogram SNone

Physical Therapy: oCurrently Enrolled, oNot Enrolled, oCompleted Already, if so Date:

'What Makes it Better: oTylenol, ©Motrin, 9Opioid, OPhysical Therapy, ©Rest, Olce, OHeat,
OBracing, OSteroid Injections, if so how many times in the past: , ONone

'What makes it worse: OBending, OSquatting, OStairs, ©Running, 0Jumping, OTwisting, OLifting,
oWalking, ©OPhysical Therapy Exercises, ©None/NA

GENERAL REVIEW OF SYSTEMS

Constitutional: oFevers, © Chills, ONight Sweats, ONone
Head/Ears/Nose/Throat: oMigraines, ©Nosebleeds, ©Visual Disturbances, ONone
Neck: OSwollen Glands, OPain, OStiffness, ONone
Respiratory: ©Cough, 0Chest Pain, OShortness of Breath, ONone
Cardiovascular: oChest pain, O0Syncope, OPalpitations, ONone
Gastrointestinal: oNausea, 0©Vomiting, OConstipation, ODiarrhea, OReflux, dlncontinence, ©None
Genitourinary: OUrinary Frequency, oBurning, ©oPain, SHematuria/Blood, 9Retention, oNone
Hematological: ©°Anemia, OSLow Blood Counts, ©Bleeding Problems, ©9Blood Clots, ONone
Dermatological: 0Rash, ©OBruising, 9Abnormal Moles, ONone
Musculoskeletal: oSwelling, ©Pain, 0Aches, ODeformity, 0Decreased Range of Motion, OFracture,
oJoint Pain, 0As per HPI, ONone
Neurological: OHeadaches, = ONumbness, = OTingling, ©Weakness, ONone
PAST MEDICAL HISTORY
Check if you have history of: oHeart Disease, OHeart Attack/MI, ©High Blood Pressure, oHigh
Cholesterol, oStroke, OTIA, oEpilepsy, ©Cancer, 0Bleeding Disorders, OClotting Disorder, ©DVT,
OHIV/AIDS, oHepC, oHepatitis B, OAnemia, ODiabetes, Last A1C: , OKidney Disease, 0Thyroid

Disease, 0Asthma, ©COPD, cPulmonary Embolism, oFrequent Infections, ORecurrent Urinary Tract
Infection, ODepression, OAnxiety, OEating Disorder, ORheumatoid Arthritis, 0Osteoarthritis, OLupus,
OPolio 0Ulcerative Colitis, ©Crohn's Disease, OGastric Ulcer, 0Migraines, OFibromyalgia, 0Other:
ONone/NA

PAST SURGICAL & HOSPITALIZATION HISTORY

ODenies Surgeries oDenies Hospitalizations ODenies Admissions

Major Surgeries: 0Cardiac, OBariatric, ©Pulmonary (PE), ONeuro, ©Abdominal, SDVT

Surgeries or Year Reason for Surgery or Complications
Hospitalized/Admitted (MM/DD/YYYY) Hospitalization (if any occurred)
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CONCUSSION INTAKE FORM

FAMILY PAST MEDICAL HISTORY

Father: OAlive, ODeceased, 2Unknown
Father Medical History: SHTN, ocHLD, oDM, oStroke, ©MI, 0TIA, oOther, ONone

Mother: OAlive, ©Deceased, ©OUnknown
Mother Medical History: ©HTN, cHLD, cDM, oStroke, oMI, oTIA, ©Other, ©None

Sibling: OAlive, ODeceased, ©Unknown
Sibling Medical History: °HTN, cHLD, 0DM, oStroke, oMI, 0TIA, oOther, ©None

Maternal Grandmother: ©Alive, ©Deceased, ©Unknown
Past Medical History: OHTN, cHLD, cDM, oStroke, ©MI, 0TIA, 0Other, ©None

Maternal Grandfather OAlive, ©Deceased, ©Unknown
Medical History: SHTN, oHLD, ©DM, oStroke, ©MI, 0TIA, oOther, ONone

Paternal Grandmother: 0Alive, SDeceased, 2Unknown
Past Medical History: SOHTN, cHLD, cDM, oStroke, ©MI, 0TIA, 0Other, ©None

Paternal Grandfather 0Alive, ©Deceased, ©Unknown

Medical History: SHTN, oHLD, ©DM, oStroke, ©MI, 0TIA, oOther, ONone

SOCIAL HISTORY
'Work History: cEmployed, oUnemployed, ON/A
Current/Previous Occupation if applicable: oN/A
If off work, date you last worked: ON/A
Do you Live Alone: 0Yes, ©No, ©N/A  Can you care for yourself at home:oYes, ONo, ON/A

IAre you housebound: ©Yes, 0No

Can you complete activities of daily living unassisted, (eat, bathe, dress, groceries): ©Yes, cNo

Can you do heavy/strenuous activities (moving furniture, shoveling snow, mowing grass):0Yes ©No

Do you have children: OYes, oNo, ©N/A How many:

Type of exercise you do or sports played: ORunning, oElliptical, °Rower, 0Bike, oWeight Lifting
ORecreational Gym, 9Golf, ©Organized Sports (9Football, ©Soccer, ©Hockey, 0XC, ©VB, 0Baseball,
oSoftball, oTrack, oBasketball, oWrestling, 5Swim, 0Dance 0Golf), ONone

Special Diet: o0Yes, 0No, ON/A, If So Describe:

Do you live in a threatening environment: o0Yes, 0No, oN/A, If Yes Explain:

Do you have history of abuse: oYes, ©No, 0N/A, If Yes Explain:

Do you currently Smoke: oYes, ©No, ON/A, Frequency:

If you smoke or used to, How many packs per day: and for how long:

Do you Chew, Dip, Rub, or Use E-Cigarette: 0Yes, ©No, ON/A, oChew, 0Dip, oRub, 0E-cigarette

Alcohol Consumption: (Wine, Beer, Liquor): ODaily, ©1-2 per week, ©1-2 per month, 01-2 per year,
Psocially/holidays, ONever/NA

lAny problems with reading or eye sight: ©Yes, ©No, If Yes Explain:

\Any hearing problems: ©Yes, No, If Yes Explain:

[llicit Drug Use: 0Yes, ©No, ©N/A, If Yes Explain:

Controlled Substance agreement with PCP or Pain Clinic: oYes, ©No, ON/A

If on an agreement please elaborate (what medication, for what condition, and for how long):
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CONCUSSION INTAKE FORM

ALLERGIES

Medication Allergy: OYes, ©No, If Yes what medication and what happens:

Metal Allergy: 0Yes, ©No, If Yes what medication and what happens:

Seasonal Allergy: ©Yes, ®No, If Yes Explain:

MEDICATIONS

/Are you on Blood thinners: OYes, ©No, ON/A, If Yes Explain:

Examples of Blood Thinners/Antiplatelets: 0Aspirin, ©Coumadin/Warfarin, oEliquis, ©Xarelto,
OHeparin, 0Lovenox, OArixtra, OPlavix, OPradaxa, oEffient, OBrilinta

Controlled Substances: ©Norco, 9Vicodin, ©Morphine, OFentanyl, ©Dilaudid, ©Percocet

OAmbien, OGabapentin, OLyrica, OTramadol, ©Xanax, SAmphetamines

List all your medications to the best of your ability:




