
Concussion Interview and Planning Form

Name:						Date:							

Date of Injury:______________

Brief Description of Injury (what event was happening at the time; describe how injury occurred; was there a loss of consciousness, and if so, for how long; events before injury that cannot be recalled):
	




Initial Medical Care Received:
	None
	Athletic Trainer
	Campus Nurse
	Campus Physician
	Concussion Clinic
	Other

	
	
	
	
	
	



Continuing Medical Care Received/Scheduled:
	None
	Athletic Trainer
	Campus Nurse
	Campus Physician
	Concussion Clinic
	Other

	
	
	
	
	
	



Name of Medical Provider:____________________________________________________

Contact Information of Medical Provider:________________________________________

Prior Medical/Diagnostic History (check all that apply):
	ADHD/ADD
	Anxiety
	Depression
	Seizures
	Migraines
	Vision Change or Disturbance

	
	
	
	
	
	



What are your primary concerns? 
	


History of Concussions (If more room is needed, use additional paper)
	Previous Concussions
	Date
	Brief Description (location of impact, how it occurred, loss of consciousness?, and duration of loss of consciousness)
	Key Symptoms
	Recovery Time

	
	
	



	
	

	
	
	



	
	

	
	
	



	
	

	
	
	



	
	





Current Course Enrollment:
	Course Name
	Course Number
	Instructor Name
	Days of Week/Time Course Meets
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