
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? __________________________ 

 

 



 

 

 

 


