33 Yonge Street, Suite 400

S O N Toronto, Ontario M5E 1G4
l] I I Tel: (416) 366-2223

Fax: (416) 366-4608
Toll Free: 800-461-3292

Concussion Questionnaire — To Be Completed by Physician

Player’s Name: Age:

SPECIAL RISK

How many concussions has the player suffered? Details:
Please give dates of concussions.

Indicate seriousness of concussions. Details:

Did the player suffer any loss of consciousness in | Details:
any of the incidents?

Detail the player’s condition at the time of incident. Details:

Was the player hospitalized? If so, for how long. | Details:

Did you prescribe any medication? Details:
If so, what was prescribed and what was the
dosage?

Was a CAT scan performed (if yes, please
provide results).

What was the player’s condition upon release. Details:
How many games did the player miss with each Details:
incident?

Please indicate any symptoms suffered by the player immediately following the incident:

Headaches o Yes o No Loss of Memory o Yes o No
Blurred Vision o Yes o No Ringing in Ears o Yes o No
Fatigue o Yes o No Cognitive Changes | O Yes o No

Language Difficulty | o Yes o No

Other (please explain)

month day year Physicians Signature
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