APPENDIX 2A. |

MATGH DAY HEAD INJURY =[]

ASSESSMENT & REFERRAL FORM | AGES 13 & ABOVE

PI.AVER anM (to be completed on the day of the suspected concussion)

PLAYER NAME

CLUB AGE

How many concussions have you had in the past?

When was the most recent concussion?

How long was the recovery (time to being cleared to play) for the most recent concussion?
(approximate number of weeks)

SCORE YOURSELF ON THE FOLLOWING SYMPTOMS, BASED ON HOW YOU FEEL RIGHT NOW.

NONE MILD MODERATE SEVERE

Headache

“Pressure in head”
Neck Pain

Nausea or vomiting
Dizziness

Blurred vision
Balance problems
Sensitivity to light
Sensitivity to noise
Feeling slowed down
Feeling like “in a fog"
“Don't feel right”
Difficulty concentrating
Difficulty remembering
Fatigue or low energy
Confusion
Drowsiness

Trouble falling asleep
More emational
Irritability

Sadness

Nervous or Anxious
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PLAYER SIGNATURE DATE

(Please take a copy of both the sideline and player form with you to your visit to the doctor)



