Pre-Participation Concussion Questionnaire for Student Athletes at Marian High School

Student Name:  __________________________________________________________________  DOB:  ____________________  


                Address:  _____________________________________________  Town:  ____________________________  Zip:  ____________  
Year Of Graduation: _________  Fall Sport:  ________________________ Winter Sport:  ________________________ Spring Sport:  _______________________

 




July 2011





__________________________________________________
___________________________







Parent/Guardian Signature




Date
 If your student has never had a concussion, please check here ______		                    Total number of concussions in student athlete’s lifetime ______





Concussion #3	Date:  ________________ Hospitalization Yes/No:  _______  											 Cause:  ___________________________________________  										         Signs & Symptoms lasted how many days?  _____________








Concussion #1	Date:  ________________ Hospitalization Yes/No:  _______  											 Cause:  ___________________________________________  										         Signs & Symptoms lasted how many days?  _____________








     


     Any loss of consciousness 				Yes/No:  _______


     Any seizure						Yes/No:  _______


     Any amnesia						Yes/No:  _______


     Any other signs and symptoms lasted over 14 days	Yes/No:  _______








Concussion #2	Date:  ________________ Hospitalization Yes/No:  _______  											 Cause:  ___________________________________________  										         Signs & Symptoms lasted how many days?  _____________











     Any loss of consciousness 				Yes/No:  _______


     Any seizure						Yes/No:  _______


     Any amnesia						Yes/No:  _______


     Any other signs and symptoms lasted over 14 days	Yes/No:  _______








 


     Any loss of consciousness 				Yes/No:  _______


     Any seizure						Yes/No:  _______


     Any amnesia						Yes/No:  _______


     Any other signs and symptoms lasted over 14 days	Yes/No:  _______








Concussion #4	Date:  ________________ Hospitalization Yes/No:  _______  											 Cause:  ___________________________________________  										         Signs & Symptoms lasted how many days?  _____________











     Any loss of consciousness 				Yes/No:  _______


     Any seizure						Yes/No:  _______


     Any amnesia						Yes/No:  _______


     Any other signs and symptoms lasted over 14 days	Yes/No:  _______











