Brain Injury Patient Questionnaire

Patient’s Name________________________________ Date of Birth: _____ Today’s Date:________
Preferred Name and Pronouns_______________________________________________________________

Occupation________________________________________________________________________________

Parents names, if minor: ____________________________________________________________________

EMAIL address to receive your report of the evaluation: ________________________________________
Who referred you to our office?  _______________________________________________________________
What date did the accident, injury, or stroke occur?________________________________________________
How did the brain injury occur?  ______________________________________________________________
_________________________________________________________________________________________
Any previous concussions?  Yes? ___ No? ___If yes, how many & when?______________________________
_________________________________________________________________________________________
What part of the head was injured or affected? (check all that apply):

                  _____ Forehead           _____ Right side        _____ Left side     _____ Whiplash/Neck

                  _____ Back of head     _____ Top of head     _____ Face

 Is there a lawsuit/workman’s compensation case as a result of the injury?    Yes ___   No ___


What were the symptoms immediately following the accident or injury: (check all that apply)
_____ Double vision  
_____ Headache                           _____ Blurred Vision
_____ Pain in or around eyes          _____ Dizziness                            _____Vomiting 
_____ Flashes of light 
_____ Disorientation/Fogginess   _____ Loss of balance
_____ Neck pain/whiplash              _____ Loss of memory                 _____ Restricted field of view  
_____ Restricted motion                 _____ Loss of consciousness        _____ Coma  
Other:   ________________________________________________________________________
VISUAL HISTORY
Has there been a previous vision evaluation for this injury?  Yes  ___   No  ___
If yes, doctor’s name:  _________________________________Date of last evaluation:  __________

What are the main visual symptoms being experienced now?  _______________________________________
__________________________________________________________________________________________________________________________________________________________________Are glasses worn?    Yes ___  No ___      Contact lenses?
Yes ___  No ___


Bifocals or progressive lenses?     Yes ___  No ___ 

Who is your current eye doctor? _______________________________________________________________

Do the glasses work as well now as before the injury? 
Yes ___   No ___


Were new glasses, contact lenses or vision therapy recommended after the injury?  Yes ___   No ___  

            If yes, what?  ________________________________________________________________________  
PLEASE CHECK ANY SYMPTOMS CURRENTLY BEING EXPERIENCED:

_____  Blurred  Distance Vision             _____ Blurred Near Vision                     _____Eyes ache           
_____  Pain in or around eyes                 _____ Pain with movement of eyes        _____Headaches            _____  Eye redness                                  _____Watery eyes                                  _____ Itchy eyes              

_____  Difficulty moving or turning eyes               _____  Difficulty changing focus far to near 
_____  Eyes twitch                                                   _____ Motion sickness/car sickness  

_____  Double vision                                              _____  Light sensitivity 
_____  Movement of objects in the environment is bothersome 
_____ One eye turns in, out, up or down                  _____ See overlapping images or shadowed image _____  Squinting, covering or closing one eye         _____ Head moves when reading 
_____  Lose place often when reading                      _____ Words jump or move around when reading 
_____  Short attention span for reading or writing    _____ Skip words frequently when reading 
            
_____  Discomfort when reading                               _____ Have difficulty following moving targets 
_____  Use a finger or an underliner when reading 
_____  Orients writing/drawing poorly on page       _____  Head tilts during desk work
_____  Hold books too close                                     _____  Avoid reading or writing 
_____  Difficulty with peripheral vision                   _____  Objects jump in and out of field of view _____  Reduced depth perception                             _____  Tunnel vision / Loss of visual field
_____  Flashes of light                                              _____  Bump into things, objects, chairs, or walls _____  Trip or fall/Poor balance                               _____  Trouble seeing at night
_____  Often knock things over                                _____  Clumsiness                                                            _____  Portions of objects or pages ever missing     _____  Startled by people or objects
_____  Difficulty with dressing                                 _____  Dizziness 
_____  Hold onto things, walls, or people when you walk 

_____  Difficulty with bathing / personal hygiene          _____  Difficulty following a series of directions
            _____  Get lost often
          _____  Confusion / disorientation
             _____ Bothered by noises                                               _____  Difficulty remembering things seen                      
_____  Difficulty using both sides of the body together  _____  Difficulty with numbers
_____  Difficulty remembering things heard                   _____  Difficulty with time management

_____
Difficulty remembering name of objects      _____ Difficulty remembering people’s names _____
Difficulty recalling information known in the past 

_____  Difficulty remembering formerly familiar people / objects    
_____  Difficulty performing tasks that were formerly easy / routine
Please list any of these symptoms that occurred before the injury: _______________________________
________________________________________________________________________________________
SCHOOL HISTORY  (if currently enrolled in school)

1) School ____________________________________                         Grade _____________

2) In school full day?  _____   ½ day _____   home study only ____  on complete cognitive rest _____
3) Any other accommodations in place in school?    _______________________________________________

________________________________________________________________________________________

4) Any learning issues before the injury? _______________________________________________________
TREATMENT HISTORY

Are there any treatments ongoing now for this injury? (physical, vestibular, cognitive, speech therapy, etc.) 

_______________________________________________________________________________________

With whom? ____________________________________________________________________________

Any recently completed treatments for this injury? ______________________________________________

_______________________________________________________________________________________

With whom? ____________________________________________________________________________

MEDICAL HISTORY

 1) Any severe illnesses, hospitalizations, injuries, or physical impairment?  ___ Yes   ___ No
     If yes, please describe: ____________________________________________________________________
 2) Taking any medications? Yes ____ No ____  
      If yes, list drugs and doctor that has prescribed them: ___________________________________________
 3) Who is the primary doctor? ________________________________________________________________
 4) Any significant allergies?  Yes ____ No ____ 
        If yes, please describe:___________________________________________________________________
FAMILY HISTORY

 1) Does anyone in the family have any of the following? 

                                                                         Relationship 
___ strabismus (crossed eyes)                        _______________                              

___ amblyopia (lazy eye)
   _______________

___  high nearsightedness, farsightedness, 
   _______________


        or astigmatism                                        _______________
___  learning or reading problems
   _______________

___  blindness
   _______________

___ eye disease (please list) 
   _______________

Please list the names, fax number, or email address of doctors or therapists who you would like to receive a report of today’s evaluation

1)  Name:  _________________________________
2)  Name:  _________________________________
3)  Name:  _________________________________
4)  Name:  _________________________________
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