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TBI Questionnaire

Name:___________________________    Date of Exam:___________

Referring Dr.:____________________  Facility:__________________

OT:__________________ PT:______________  SLP:______________

Insurance Co. or Workers Comp: _______________________________

Date of Injury:____________  Type of Injury:___________________

Pertinent medical history:_____________________________________

1. How has your vision changed since your TBI? __________________

      _______________________________________________________

2.  Are you aware or your left side/right side?____________________

3.  Do you have dizziness or vertigo?___________________________

4. Do you have double vision?_____  At distance?_____ At near?_____

5. Do you lean or drift to the right?____ left?____ forward?____

Backward?____  when?_____ or sitting?_____

6. Do you have difficulty judging depth of stairs or curbs?__________

7. Do you often feel disoriented? _____________________________

8. Do you have an eye turn?__________ a head tilt?_________

Eye that squints?_________ Droopy eyelid?_______________

9. Does print appear to “move” when you read? _______________

10. Do you lose your place when reading or tracking? _____________

      11.  Do you have blurry vision? ________________________



      

    12. Do you get headaches?______  How often?__________

      What part of the head does it affect?_________________

      Throbbing or dull?____________________

    13. Do your eyes hurt when you move them?_______________ 

Please use the space below to write any questions or comments that you

have:


