NYSCSH Sample TBI/Concussion Signs and Symptoms Monitoring Form
	
Student: ____________________________________   Grade ________   Date of Injury ___________________
Who is completing this form?     Parent/or Guardian    Student     Other ___________________________
  Staff Name _____________________________________   Class/Subject _____________________________  
Time of Day ______  am  ______ pm
Directions:  Make a check in the column only if you notice the signs or symptoms indicated below. If symptoms are noted send student with form to nurse. If no nurse is present follow District Concussion Plan. 



	# DAYS POST INJURY  
	
	
	
	
	
	

	Date
	
	
	
	
	
	

	OBSERVED SIGNS

	Appears dazed or stunned/confused
	
	
	
	
	
	

	Repeats questions
	
	
	
	
	
	

	Answers questions slowly
	
	
	
	
	
	

	Can’t recall events prior to the hit, bump, or fall
	
	
	
	
	
	

	Can’t recall events after the hit, bump, or fall
	
	
	
	
	
	

	Loses consciousness (even briefly)
	
	
	
	
	
	

	Behavior or personality changes
	
	
	
	
	
	

	Forgets  class  schedule  or  assignments
	
	
	
	
	
	

	PHYSICAL SYMPTOMS
	
	
	
	
	
	

	Headache or “pressure” in head
	
	
	
	
	
	

	Nausea  or vomiting
	
	
	
	
	
	

	Balance problems or dizziness
	
	
	
	
	
	

	Fatigue or feeling tired
	
	
	
	
	
	

	Blurry or double vision
	
	
	
	
	
	

	Sensitivity to light
	
	
	
	
	
	

	Sensitivity to noise
	
	
	
	
	
	

	Numbness or tingling
	
	
	
	
	
	

	Does not “feel  right”
	
	
	
	
	
	

	COGNITIVE SYMPTOMS
	
	
	
	
	
	

	Difficulty thinking clearly
	
	
	
	
	
	

	Difficulty concentrating
	
	
	
	
	
	

	Difficulty remembering
	
	
	
	
	
	

	Feeling  sluggish, hazy, foggy, or groggy
	
	
	
	
	
	

	EMOTIONAL SYMPTOMS
	
	
	
	
	
	

	Irritable/Nervous
	
	
	
	
	
	

	Sad
	
	
	
	
	
	

	More emotional than usual
	
	
	
	
	
	

	Return this form to:
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