
Brain Injury 
Questionnaire 

 
Date: ______________ 
 
Name: ___________________________________________________________ 
 
How were you injured? _____________________________________________ 
 
Did you lose consciousness?  No   
      Yes  If yes, how long? 
 
Last memory before the injury: _______________________________________ 
 
First memory after the injury: ________________________________________ 
 
Are you having any headaches?  No  

Yes If yes how often:    
 On a scale of 1-10 (10 being worst)  

  how severe are they: 
 

Are you having problems with attention or concentration? ________________ 
 
Does your mind wander while you are reading or do you have difficulty recalling 
what you have read?_______________________________________________ 
 
Do you lose your place while reading? _________________________________ 
 
Are you currently having difficulties remembering things, such as events, 
appointments, names, etc.? _________________________________________ 
 
Are you having any difficulty finding the words you want to say during 
conversations? ___________________________________________________ 
 
Does your mind wander during conversations with others? _______________ 
 
Do you have difficulty recalling conversations with people? _______________ 



 
Do you lose or misplace things? ______________________________________ 
 
Has your thinking slowed down? _____________________________________ 
 
Are you more anxious, irritable or short tempered? ______________________ 
 
Do moods change quickly from happy to sad/angry, or vice versa? __________ 
 
Are you more sensitive to light? ______________________________________ 
 
Are you experiencing any blurry or double vision? _______________________ 
 
Are you disturbed by noisy or crowded environments? ___________________ 
 
Do your eyes get tired or sore while reading or on the computer? __________ 
 
Has your driving been affected? _____________________________________ 


