
Concussion: Symptom Tracking Sheet
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Headache
Pressure in head
Neck pain
Nausea or vomiting
Dizziness
Blurred vision
Balance problems
Sensitivity to light
Sensitivity to noise
Feel slowed down
Feel like “in a fog”
Don’t feel “right”

 concentration
 memory

Fatigue/low energy
Confusion
Drowsiness
Difficulty sleeping
More emotional
Irritability
Sadness
Nervous/anxious
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Graded Symptoms Checklist
Activity tried  
(e.g., reading, walking, jogging)
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