SCREENING QUESTIONNAIRE

Readjustment Counseling Service: Pacific Western Region

Traumatic Brain Injury

1.
While in a combat zone, did the client experience a vehicular accident due to a mine explosion or any other incident involving an explosive device that was sufficient enough to knock him/her down, cover him/her with debris, cause injury and/or loss of consciousness?



Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please describe. 

     
2.
Did the client sustain any other blow or injury to the head?



Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please describe.


     

Following the incident:
3.
Has the client experienced difficulty concentrating, learning or recalling information?



Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

4.
Has the client experienced significant impairment in social or occupational functioning?


Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

5.
Has the client experienced any of the following?  Please indicate.
· Excessive fatigue
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


· Disturbed sleep
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Headache
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


· Temporary hearing loss
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


· Ringing in the ears
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Vertigo or dizziness
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Visual difficulties
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Irritability or aggression 

(with little or no provocation)
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Anxiety
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Depression
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


· Apathy or lack of spontaneity
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Affective lability
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


· Speech difficulty
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Changes in personality
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

· Slowed thinking
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

………………………………………………………………………………………………………

Referral needed
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

If yes, where was the client referred?

______________________________________________________________________________
