
ACQUIRED BRAIN INJURY VISION SYMPTOMS CHECKLIST
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Name: __________________________   DOB: ________________   Date: ________________

□ I have had a medical diagnosis of brain injury (check box if true)
□ I suffered a brain injury without medical diagnosis (check box if true)
□ I have NOT had a previous brain injury (check box if true)
Date of Injury: _____________
On a scale of 0-10, please rate his/her severity with 

0 being NO SYMPTOMS and 10 being very frequent and/or severe.                                                                                                 

Blurred vision



  
1     2     3     4     5     6     7     8     9     10
Double vision




1     2     3     4     5     6     7     8     9     10
Staring behavior (low blink rate)


1     2     3     4     5     6     7     8     9     10
Loses place when reading



1     2     3     4     5     6     7     8     9     10
Movement of text




1     2     3     4     5     6     7     8     9     10
Reading comprehension problems

1     2     3     4     5     6     7     8     9     10
Visual memory problems



1     2     3     4     5     6     7     8     9     10
Headaches





1     2     3     4     5     6     7     8     9     10
Hypersensitive to light



1     2     3     4     5     6     7     8     9     10
Balance issues




1     2     3     4     5     6     7     8     9     10
Walking straight ahead difficult


1     2     3     4     5     6     7     8     9     10
Dizziness (perceived movement in head)
1     2     3     4     5     6     7     8     9     10

Vertigo (environment moves)


1     2     3     4     5     6     7     8     9     10
Nausea





1     2     3     4     5     6     7     8     9     10

Stationary objects appear to move

1     2     3     4     5     6     7     8     9     10
Distortion of faces




1     2     3     4     5     6     7     8     9     10

Upset by objects moving nearby


1     2     3     4     5     6     7     8     9     10
Traffic motion intolerance



1     2     3     4     5     6     7     8     9     10

Confusion in busy visual areas (e.g. stores)
1     2     3     4     5     6     7     8     9     10
Pulls away from approaching objects

1     2     3     4     5     6     7     8     9     10

Hypersensitive to sound



1     2     3     4     5     6     7     8     9     10
Mental / physical fatigue



1     2     3     4     5     6     7     8     9     10

Poor attention span




1     2     3     4     5     6     7     8     9     10
Sleep disturbances




1     2     3     4     5     6     7     8     9     10

Emotionally sensitive



1     2     3     4     5     6     7     8     9     10
Tinnitus (ringing in ears)



1     2     3     4     5     6     7     8     9     10

Speech difficulties




1     2     3     4     5     6     7     8     9     10
Difficult to “hold on” thoughts


1     2     3     4     5     6     7     8     9     10
Total: ____

Signed: _________________________________

