Brain Health Symptom Inventory
Name:

Email:

Current Date:

Date of last injury:
Rating - Place an "X" the appropriate box for each of the 22 rows

0

None: Rarely if ever present. Not a concern.

1-2 Mild: Occasionally present, but does really not disrupt activities. A little concern for me.
3-4 Moderate: Often present, disrupts activities, but still function. Can't do complicated tasks or activities. I am concerned.
5-6 Severe: Frequently to almost always present and disrupts activities. Cannot function without help. I'm very concerned.
Mild

None
1

Headaches

2

Feeling dizzy, loss of balance, coordination problems

3

Vision problems, blurring, trouble seeing

4

Sensitivity to light

5

Hearing difficulty, sensitivity to noise

6

Ringing in the ears

7

Change in taste and/or smell

8

Not able to think clearly, feeling mentally "foggy"

9

Problems with confusion, easily confused

10

Feeling depressed or sad

11

Emotional withdrawal

12

Feeling anxious or tense, nervousness

13

Irritability, easily annoyed, temper outbursts, hostility

14

Feeling easily overwhelmed by things

15

Feeling more emotional

16

Fatigue, loss of energy, getting tired easily, drowsiness

17

Difficulty concentrating, can’t pay attention, easily distracted

Moderate

Severe

0

1

2

3

4

5

6

0

0

0

0

0

0

0

x0

x1

x2

x3

x4

x5

x6

0

0

0

0

0

0

0

18 Difficulty remembering things, forgetfulness, memory concerns
19

Difficulty making decisions

20

Difficulty reading

21

Insomnia; difficulty falling or staying asleep

22

Libido issues/concerns with desire or functioning
Count the Number of Times Answered in This Column:
Multiply by the Number in This Column:
Total Score in This Column:

TOTAL SCORE - ADDING ALL COLUMN TOTALS ABOVE:

0

Complete this form by checking a box for all 22 questions and follow the directions to reach a TOTAL SCORE
This form is informational only. It is not intended to diagnose or treat any condition or disease. If you have any concerns about your scores or your recovery
following a concussion, TBI, or head injury, please contact your healthcare provider.
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Summary Sheet: Brain Health Symptom Inventory
Name:

Email:

Current Date:

Date of last injury:

Using the Brain Health Symptom Inventory, track your progress below. For the date, put the
number 0-6 on the proper line and place. Total the 22 numbers at the bottom.
0

None: Rarely if ever present. Not a concern.

1-2 Mild: Occasionally present, but does really not disrupt activities. A little concern for me.
3-4 Moderate: Often present, disrupts activities, but still function. Can't do complicated tasks or activities. I am concerned.

DATE:

5-6 Severe: Frequently to almost always present and disrupts activities. Cannot function without help. I'm very concerned.

Headaches
Feeling dizzy, loss of balance, coordination problems
Vision problems, blurring, trouble seeing
Sensitivity to light
Hearing difficulty, sensitivity to noise
Ringing in the ears
Change in taste and/or smell
Not able to think clearly, feeling mentally "foggy"
Problems with confusion, easily confused
Feeling depressed or sad
Emotional withdrawal
Feeling anxious or tense, nervousness
Irritability, easily annoyed, temper outbursts, hostility
Feeling easily overwhelmed by things
Feeling more emotional
Fatigue, loss of energy, getting tired easily, drowsiness
Difficulty concentrating, can’t pay attention, easily distracted
Difficulty remembering things, forgetfulness, memory concerns
Difficulty making decisions
Difficulty reading
Insomnia; difficulty falling or staying asleep
Libido issues/concerns with desire or functioning

TOTAL SCORE IN THIS COLUMN:
OVERALL, I FEEL ___% OUT OF 100%:
This form is informational only. It is not intended to diagnose or treat any condition or disease. If you have any concerns about your scores or your recovery following a
concussion, TBI, or head injury, please contact your healthcare provider.
Michael D. Lewis, MD, MPH, MBA, FACPM, FACN
Colonel (Retired), U.S. Army

BrainCARE Concussion*Assessment*Recovery*Education
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Montrose Rd Suite 215, Potomac, MD 20854 braincareclinic@gmail.com

© 2012-2022 Brain Health Education and Research Institute

BACKGROUND INFORMATION FOR:
Date of Birth:

Current Date:

Please detail your current medical situation (a timeline is always helpful). If it involves a head injury or
concussion, be sure to include as much detail as possible about the incident itself, if you had a loss of
consciousness, if you were hospitalized, etc.

Before this current incident, please describe (as above) any other head injuries that may have
occurred in your lifetime.

Did you play any contact sports as a kid, in high school, in college or beyond? If so, please describe the
sport, your level of involvement, and if there may have been any possible head injuries that haven’t
already been described above.

Military Veterans: Which branch; entry date; significant training (Airborne, BUDS/SEAL, SF‐Q
deployments to active warzones in what capacity; any injuries not covered above; ETS/LOS
Retirement/Medically Retired? Disability rating (DoD or VA)?

What is your current vocation, work or school situation, and anything you want me to know about
your situation such as stress levels, ability to function or not function at work, etc.?

7811 Montrose Road Suite 215 Potomac, Maryland 20854 braincareclinic@gmail.com

Please list all past medical and surgical history.

List current medications and nutritional supplements and dosages.

What therapies or modalities (examples – HBOT, chiropractic, etc.) have you tried and what they did
or did not do for you or why you stopped.

What medications and supplements have you tried and stopped. Describe what they did or did not do
for you and why you stopped.

Any other information you believe I should know that will help me be a better partner with you in
your healthcare and recovery.

What are the TOP THREE things that bother you most (examples: cognition, brainfog, energy levels,
sleep issues, libido, mood, etc.)?
1.
2.
3.
If 100% is the best you have ever felt or how you believe you should feel, what percent of that 100%
are you feeling now?
% out of 100%
Most importantly, what are your goals? What does success look like for you? What do you hope to
get out of our doctor‐patient relationship?
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