Post-Concussion Symptom Scale

Name:

Date:

instructions: For each item indicate how much the symptom has bothered you over the past 2 days

_ Symptoms none mild moderate severe \

‘Headache 0 1 2 3 4 5 6

Nausea 0 1 2 3 4 5 6

\Y% omifing e 1 2 3 4 5 6

. ‘Balance Problems 0 1 2 3 4 5 6

g IS e N - 2 13_'_ :4._.__ 5 :

£ | Visual Problems B T R B

Fatigue 0 1 2 3 4 5 6

Sen51t1v1fy to nghL I Y 3 4 ” 5 6

Sensitivity to Noise © | o | 1 2 34| s s

Numbness/nglmgmWM e o 4 it

w | Feeling Mentally Foggy 0 1 2 ! 4 5 6

E Feeling Slowed Down e m 1 2 . 3 4] s 6

:::5 Difficulty Concentrating e 1 2 5 . 5 6

- Dif flculty Remembermgm . o 1 2 3 4 .» 5 6

DIOWSII‘IESS 0 1 2 3 4 5 6

> Sleeping Less than Usual ) S '“:3 R s 6

é -,_Slee_ng More than Usual 0 1 2 y " 5 6

Trouble Falling Asleep |~ 00 | 1 .2 | 3+ 4 |5

= Irritability 0. I 2 g 4 5 6

._S Sacnes: 0 ; : 3 o e

g Newousness e I s 4 . .
7 eeling more Emotlonal 0o | 1 2 3 | s 6J
( Pain other than Headache 0 1 2 3 4 5 6 j

Exerticn: Do these symptoms worsen with:

Physical Activity CYes [No [J not applicable
Thinking/Cognitive Activity [JYes [No [J not applicable

Over the past two days, my daily activity level has been

Adapted from Lovell and Collins, journal of Head Treuma and Rehabilitation 1998;

% of normal.

13

=)
\
e




