
Patient Name: ____________________________________________________ 

Today’s Date: ______________   Date of Injury: ________________ 

Please complete the following questionnaire indicating the severity of your 
symptoms within the last 24 hours. 

Post-Concussion Symptom Scale (no Symptoms, 0; Moderate, 3; Severe, 6) 
Headache 0 1 2 3 4 5 6 
Nausea 0 1 2 3 4 5 6 
Vomiting 0 1 2 3 4 5 6 
Balance problems 0 1 2 3 4 5 6 
Dizziness 0 1 2 3 4 5 6 
Fatigue 0 1 2 3 4 5 6 
Trouble falling asleep 0 1 2 3 4 5 6 
Excessive sleep 0 1 2 3 4 5 6 
Loss of sleep 0 1 2 3 4 5 6 
Drowsiness 0 1 2 3 4 5 6 
Light sensitivity 0 1 2 3 4 5 6 
Noise sensitivity 0 1 2 3 4 5 6 
Irritability 0 1 2 3 4 5 6 
Sadness 0 1 2 3 4 5 6 
Nervousness 0 1 2 3 4 5 6 
More emotional 0 1 2 3 4 5 6 
Numbness 0 1 2 3 4 5 6 
Feeling “slow” 0 1 2 3 4 5 6 
Feeling “foggy” 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 
Visual problems 0 1 2 3 4 5 6 
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