Baylor Scott & White Family Medicine Keller Concussion Program

Clinical Protocol and Health History

Name:

Age:

Date of Evaluation:

Referral Source:

History of current injury:

Date of concussion:

Sport played, practice or game:

Position:

Mechanism of injury: __ Head-head ___Head-ground___Head-body part___Other:

Region of head: R/L Front R/L temp: R/L Parietal___ R/L Occip
Injury description:

Returned to play? Y/N

Hospital? Y/N CT/MRI? Y/N Pos/ Neg When? Where?




Immediate Sympioms Present Symptoms
Yas No Duration/Description Yes  {No Description
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