
 Date: ____\____\_____ Date: ____\____\_____ Date: ____\____\_____ Date: ____\____\_____ Date: ____\____\_____

 Symptom Rating Scale Symptom Rating Scale Symptom Rating Scale Symptom Rating Scale Symptom Rating Scale
Symptom None     Mild      Mod      Severe None     Mild      Mod      Severe None     Mild      Mod      Severe None     Mild      Mod      Severe None     Mild      Mod      Severe

Headache  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Nausea  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Vomiting  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Balance problems  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Dizzy  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Fatigue or tired  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Trouble falling asleep  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Sleeping more than usual  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Sleeping less than usual  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Drowsy (feeling sleepy)  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Eyes sensitive to light  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Visual problems  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Bothered by noise  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Irritable  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Sad  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Nervous  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Feeling more emotional  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Numbness or tingling  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Feeling slowed down  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Feeling mentally “foggy”  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Trouble concentrating  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

Trouble with memory  0    1    2    3    4    5     6 0    1    2    3    4    5     6  0    1    2    3    4    5     6 0    1    2    3    4    5     6 0    1    2    3    4    5     6

TOTAL SCORE

Name ______________________________________________________ Date of injury _______________________________________

Circle the number that indicates how much the symptom bothers the patient
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