	School:
	Date:

	Student Name:
	DOB:

	When, where, how injury incurred, plus complaints, Re: pain & function:



	Time of Incident:
	Arrival in Health Office:
	Departure:

	Signature:
	Title:



HEAD INJURY
Record assessments & interventions by circling YES, NO, & intervention done, plus filling in blanks.
	    GLASGOW COMA SCALE
	Initial
	5 Min
	30 Min
	60 Min
	1                         PUPILARY

                           RESPONSE

2                             

                         C
Constricted

3                       D
Dilated

                         E
Equal

4                       F
Fixed
Fixed

                         NR
Nonreactive


R
Reactive
5
S
Sluggish

                         U
Unequal


 
6



7


8


9
 
	A person with significant head injury is always at high risk for a spinal injury.  Always take spinal precautions if a person is down with a head injury.

Time: ________________

Airway obstructed? 
YES   NO

Abnormal breathing pattern/rate?
YES   NO   R:________

Abnormal pulse?
YES   NO   P:________

Abnormal skull contour?
YES   NO

Describe: _______________________________________

_______________________________________________

Abnormal reflexes?
YES   NO

Describe: _______________________________________

_______________________________________________

Hand grips unequal in strength?
YES   NO

Describe: _______________________________________

_______________________________________________



	1. BEST EYE OPENING
    Spontaneous
4


To Voice
3


To Pain
2


None
1


Swollen Shut
S

	
	
	
	
	
	

	2.
BEST VERBAL RESPONSE*


Oriented
5


Confused
4


Inappropriate Words
3


Incomprehensible Sounds
2


None
1
	
	
	
	
	
	

	3. BEST MOTOR RESPONSE

Obeys Commands
6


Localizes Pain
5


Withdraws to Pain
4


Flexes to Pain
3


Extends to Pain
2


None
1
	
	
	
	
	
	

	    GLASGOW COMA TOTAL
	
	
	
	
	
	

	    PUPILS
	Initial
	5 Min
	30 Min
	60 Min
	
	

	    RIGHT
	SIZE
	
	
	
	
	
	

	
	RESPONSE
	
	
	
	
	
	

	    LEFT
	SIZE
	
	
	
	
	
	

	
	RESPONSE
	
	
	
	
	
	


*PRE-VERBAL:   
	NO TO ALL & GCS = 15
	
	YES TO ANY OR GCS BELOW 15

	CONTINUE ASSESSMENT
	
	INTERVENE

	
	
	
	· Call nurse-Time:_____________________________

· Nurse will decide whether to call 911 or wait for her assessment.

· Call parents-Time:____________________________

· Refer to doctor and send documentation with student.

· Follow up for Dx & Rx info.

	BLEEDING
	SWELLING
	
	· 

	YES
	NO
	YES
	NO
	
	


5   Smiles, coos, cries appropriately
4   Cries 
3   Inappropriate crying  and/or screaming
2   Grunts

1   None 

	IF YES
	
	WHETHER YES OR NO
	
	CONTINUE ASSESSMENT

	INTERVENE
	
	INTERVENE
	
	Repeat initial assessment.  Time: ________  BP:________  P:______

	· Do NOT remove imbedded object.

· Apply pressure to bleeding unless depressed Fx 
      suspected, then just to edges.

· Laceration may require sutures?              YES     NO
· Call Nurse - Time: ___________________

· Call parents - Time:__________________

· Nurse will decide whether to ask parents to transport 
      to doctor or to call 911.

· Send documentation with student for doctor, including date of last Td.

· Follow up for Dx & Rx info.
	
	· Apply ice.

· Observe 20 - 30 minutes.
	
	Abnormal behavior?
YES         NO

Distorted memory at incident?
YES         NO

Vision blurred?
YES         NO

Sees double?
YES         NO

Eyes fail to move together?
YES         NO

Fluid leakage/bleeding from nose/ears?
YES         NO

Very severe headaches?
YES         NO


Dizziness?
YES         NO

Seizure?
YES         NO

Neck pain?
YES         NO

Mobility of arms/legs altered?
YES         NO

Vomited more than twice?
YES         NO

	· 
	  
	
	
	



	
	

	NO
	YES TO ANY

	INTERVENE
	INTERVENE

	· Call parents-Time:__________

· Send head injury note home.

· Send back to class.

· Recheck later in day.
	· Call nurse-Time:___________

· Call parents-Time:__________

· Nurse will decide whether to ask parents
    to transport to doctor or to call 911.

· Send documentation with student for doctor.






COMMENTS:  If shock assessment needed, use SHOCK assessment sheet or back of this sheet.  If    


 assessment done after a period of elapsed time, be alert to the following signs of serious head injury:


CUSHING'S TRIAD - Increased systolic BP, decreased heart rate, widened pulse pressure.  Is a sign 


    of increased intracranial pressure.


RACCOON EYES - Discoloration & swelling around both eyes.  Suggests basilar skull Fx or facial RC.


BATTLE'S SIGN - Discoloration & swelling behind one or both ears.  Suggests basilar skull Fx.
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