
Post-Concussion Symptom Checklist 
Name:_____________________________       
Date:___________________                                                                         

Please indicate how much each symptom has bothered you over the past 2 days. 

 Symptoms None Mild Moderate Severe 
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Headache 0 1 2 3 4 5 6 
Nausea 0 1 2 3 4 5 6 
Vomiting 0 1 2 3 4 5 6 
Balance Problem 0 1 2 3 4 5 6 
Dizziness 0 1 2 3 4 5 6 
Blurry or double vision 0 1 2 3 4 5 6 
Sensitivity to Light 0 1 2 3 4 5 6 
Sensitivity to Noise 0 1 2 3 4 5 6 
Balance Problems 0 1 2 3 4 5 6 
Pain other than 
headache 

0 1 2 3 4 5 6 
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Feeling  “in a fog” 0 1 2 3 4 5 6 
Feeling Slowed Down 0 1 2 3 4 5 6 
Difficulty concentrating 0 1 2 3 4 5 6 
Difficulty Remembering 0 1 2 3 4 5 6 
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 Trouble Falling Asleep 0 1 2 3 4 5 6 
Fatigue or low energy 0 1 2 3 4 5 6 
Drowsiness 0 1 2 3 4 5 6 
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Feeling more 
Emotional 

0 1 2 3 4 5 6 

Irritability 0 1 2 3 4 5 6 
Sadness 0 1 2 3 4 5 6 
Nervousness 0 1 2 3 4 5 6 

 
Do symptoms worsen with physical activity?  Yes____     No_____ Not Applicable_____ 
Do symptoms worsen with thinking/cognitive activity?   Yes_____   No_____ Not 
Applicable_____ 
     
Activity Level:  Over the past two days, compared to what I would typically do, my level of 
activity has been ______________% of what it would normally be. 
Adapted from Oregon Concussion Awareness and Management Program (OCAMP) 
http://media.cbirt.org/uploads/files/sports_concussion_management_guide.pdf 


