_______________________________________________                                                                                    _________________

Staff                                                                                                                                                                          Date




_


Brain Injury Association of New Hampshire

Information and Resource Form

CALLER INFORMATION:   Contact made by:  
Phone

E-mail

Letter

Our Contact

First Contact:    YES
 NO
     Referred by:   ___________________________         ____     DO NOT MAIL
Caller Name: 















Organization: 














Address: 








  
Phone: 



Town: 






  State: 

_          Zip: 



 

E-mail Address: 













SURVIVOR INFORMATION:  (If different than the above)
Name: 








Phone: 





Address: 







E-mail: 






Family/Friend Contact: 





Phone: 






Address: 







E-mail: 






CALLER CODE:  
Survivor

             Optometrist

        DHHS


         Educator
        

Family/Friend

             Psych Professional         
        Social Services Agency     
         Schools


Medical Professional
             Hospitals                                  Support Group Leader   
         Special Ed Professional

Medical Doctor
                           Other Professional
        Vocational Rehab Prof.                Legal Professional

Neuropsychologist/iatrist          Area Agency People
        Project RESPONSE Team             Student Project

SPECIFIC BRAIN INJURY INFORMATION:



Male





Current age of survivor

Time spent in coma?


Female




Date of Injury


(If yes, how long? 
____ )

SOURCE OF INJURY:

____Aneurysm
____ CVA/Stroke
____No Specific Survivor
____TBI - Unspecified

____Anoxia

____ Disease

____Not Specified

____Violence/Assault

____Auto

____ Fall

____Pedestrian Hit

____Other (explain below)

____Bicycle

____ Industrial
____Shaken Baby 







____Birth Defect
____ Motorcycle
____Sport


______




Outcome of injury:

____Mild
____Moderate        ____Severe

ACTION TAKEN:

General phone counsel: 













Referred to: 














Information Sent:







Date Sent:  





Basic Packet



Pediatric Head Injury



Stroke


Legal Issues



Selecting Rehab Facility


Brain Tumor


Family Issues



Vocational Rehab



Spinal Cord Injury


Mild Head Injury


Library Listing



Funding/Financial
Severe Head Injury


Resource Directory



Other - specify

                                                                                                                                                                 below:

CURRENT ISSUES/NOTES: 



























































































































































































































































































Does caller need follow-up call?

YES

NO       If yes, when: 





