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Traumatic Brain Injury (TBI)

Signs and Symptoms Questionnaire

	Service No:
	SSN:

	End of obligated service
	

	Where and when did you file your first claim?
	

	Was any portion of the claim denied? Yes  or   No Was the decision Appealed?  Yes or NO
	What was the reason for the denial?



	Were you exposed to multiple blast? Yes  No
	 (In feet) approximately how close were you to the actual blast(s)?

	State the dates and locations (region) of blast
	

	Did you receive shrapnel wounds ? Yes  No
	

	Location on body of wounds:


	


Check any of the following symptoms that have occurred

From the date of exposure to the blast (Double Chick if medical documentation is of record)

	Loss of Spinal Fluid from ears or nose
	
	Weakness/poor coordination
	

	Loss of consciousness 
	
	Paralysis/difficulty moving body parts
	

	Seizures
	
	Dizziness/balance problems
	

	Behavioral changes
	
	Numbness and tingling
	

	Mood changes
	
	Headaches
	

	Irritability/depression/anxiety
	
	Confusion/memory problems/difficulty thinking
	

	Difficulty speaking/slurred speech
	
	Loss in problem solving abilities
	

	Fatigue
	
	Nausea
	

	Loss of bladder control
	
	Bad taste in the mouth
	

	Blindness
	
	Blurred Vision
	

	Dilated or unequal pupils
	
	Loss of eye movement
	

	Hearing Changes
	
	Sensitivity to light or noise
	

	Insomnia
	
	Ringing in the ears
	

	Change in sleep patterns
	
	Have your disabilities stabilized?

(Circle one)  Yes  or  No
	


Dated: ________________________________

 __________________________________
______________________________________

           
Signature




(Printed Name)

_____________________________________

Veterans of Foreign Wars Representative

