PRE-PARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM -

Name; : Dale of Birth;

Physician Reminders:

1. Consider additional questions on more-sensitive issues. -« Do youdrink alcohol or use any other drugs?
« Do you fee| siressed out or under a lot of pressure? » Have you ever taken anabolic steroids or used any other performance-enhiancing
« Do you ever feel sad, hopeless, depressed or anxious? supplement?
« Daryou feel safe al your home or residence? + Have you ever taken any supplements to help you gain of lose weight or improve
= Have you ever lried cigarelles, chewing lobacco, snuff or dip? your performance?
« During the past 30 days, did you use chewing tobacco, snuff or dip? + Do you wear a seat belt, use a helmet and use condoms?

2. Consider revié\i.'ing questions on cardiovascular symptoms (Questlons 4-13 of History Form).

EXAMINATION

Height; Weight:

BP: { { { ) Pulse: Vision: R 20/ L 20f Comected: . [ Yes O No
MEDICAL ) NORMAL ) ABNORMAL FINDINGS

Appearance

= Martan stigmata (kyphoscoliosis, high-arched palale, pecius
excavalum, arachnodactyly, hyperlaxity, myopia, mitral valve
prolapse (MVP) and aoriic insufficiency}

Eyes, ears, nose and throal
« Pupils equal
« Hearing

Lymph Nodes

Hearl*
+ Murmurs (auscultalion standing, auseulialion supine and +/-
Valsalva maneuver)

Lungs

Abdomen

Skin
« Herpes simplex virus (HSV), lesions suggestive of methicillin-
resistant Staphylococcus aureus (MRSA) or linea corporis

Neurological

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shovlder and arm

Elbow and forearm

Wrisl, hand and fingers

Hip and lhigh

Knee

Leg and ankde

Fool and loes

Functional
» Double-leg squal lesl, single-leg squat lest and box drap or
step drop test

* Consider electrocardiography (ECG), echocardiogram, referral to cardiology for abnormal cardiac history or examination findings, or a combination of those.

O Cleared for all sporls wifhout restriction

O Not Cleared
O Pending further evaluation O  For any sports [J  For cerain sports {please lisf);

Reason;

Recommendations/Commenls:

| have examined the above-named student and completed the pre-participation physical evaluation. The athlete does not present apparent clinical contraindlcations to practice
and participate in the spori{s) as outlined above. A copy of the physical exam Is en record In my office and can be made available to the school at the request of the parents. If
conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem Is resolved and the potential consequences are
completely explained to the athlete (and parentsfguardians).

Name of healthcare professienal (type/print); Date of Issue:

Address: Phone;

Signature of healthcare professional (MD/DOJARNP/PA/Chiropractor):
REVISED 2020 @



Revised 6/2019

'MEDICAL HISTORY

Note: Complete and sign this form {with your parents if younger than 18} before your appolntment. The physician should keep a copy of this form in the chart for their records.

Note: An injury er medical condition results in a separate medical release.

Name: ' - Date of Birth:

Date of examination:

Sex assigned at birth (F, M or intersex): How do you identify your gender? (F, M or other):

List past and current medical conditions:

Have you ever had surgery? if yes, list all past surgical procedures:

Medicines and supplements: List all cument prescﬁplions, over-the-counter medicines and-supp!ements (herbal and nuiriﬁonal):

Do you have any allergies? If yes, please list all of your allergies {i.e., medicines, pollens, food, stinging insecis):

PATIENT HEALTH QUESTIONNAIRE VERSION 4 {PHQ-4)

Over lhe last 2 weeks, how often have you been bothered by any of the following problems (circle response),

-~ NotatAll . . sevefal Days - | OverHalftheDays | Nearly Every Day
Feeling nervous, anxious or on edge; 0 1 2 3
Not being able to stop or control worrying: - 0 T 2 3
Little interest or pleasure in doing things: 0 1 2 3
Feeling down, depressed or hopeless: 0 1 2 3

A sum of 23 is considered positive on either subscaie (questions 1 and 2, or questions 3 and 4) for screening purposes.
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Explain “Yes" answers at the end of this form. Circle questions if you don’t know the answer.

14, Have you ever had a stress fracture or an mjury foa bone
muscle, ligament, joint or tendon that caused you to miss a
practice or game?

15. Do you have a bone, muscle, ligament or joint injury that
bolhers you?

GENERAL QUESTIONS 7| Yes | No MEDICAL QUESTIONS , . | Yes | 'Ne .
1. Do you have any concerns that you would ||ke to discuss w:lh 16. Do you cough wheeze or have dlff culty breathlng durlng or
your provider? after exercise?
2. Has a provider ever denied or restricted your participalion in 17. Are you missing a kidney, an eye, a testicle (males), your
sports for any reason? spleen ot any other organ? _
3. Do you have any ongomimedlcal issues or recent Jllness? 18. Do you have groin or testicle pain or a painful bulge or hernia
HEART HEALTH QUESTIONS ABOUT YOU - “Yes | No inthegroinarea? ____
o 19. Do you have any recurting skin rashes or rashes that come
4. Have you ever passed outor nearly passed out dunng or and go, including herpes or methicillin-resistant
afler exercise? Staphylococcus aureus (MRSA)?
5. Have you ever had discomfort, pain, tightness, or pressure in 20, Have you had a concussion or head injury that caused
your chesl during exercise? . confusion, a prolonged headache or memory problems?
6. Doas your hearl ever race or skip beals (imegular beats) 21. Have you ever had numbness, had tingling, had weakness in
during exercise? your arms or legs, or been unable to move your arms or legs
7. Has a doctor ever tald you that you have any heart after being hit or falling?
problems? 22. Have you ever become ill while exercising in the heat?
8. Has a doctor ever ordered a test for your hearl? (For 23. Do you, or does scmeene in your family, have sickle cell trait
example, eleclrocardiography {ECG) or echocardiography? or disease?
9. Do you get light-headed or feel shorter of breath than your 24. Have you ever had, or do you have, any problems with your
friends during exercise? eyes or vision?
10. Have you ever had seizure? _ 25. Do you worry about your weigh!?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes | No 26. Aﬂla yzuxggnrﬂ;o. or has anyone recommended, that you gain
a8 : of los 7
11. Has any famlly member of relalive died of heart problems or 27. Are you on a special diet or do you avoid certain types of
had an unexpected or unexplained sudden dealh before age foods or food groups?
35 (including drowning or unexplained car crash)? 28. Have you ever had an ealing d|sorder‘7
12. Does anyone in your family have a genelic hearl problem o -
such as hypertrophic cardiomyopaﬂ?y {HCMY}, Marfan FEMALES ONLY 'Y-'_es' No
syndroma, arthythmogenic right ventricular cardiomyopathy 29. Have you ever had a menslrual period?
{ARVC), long GT syndrome (LQTS), short QT syndrome 30. How old were you when you had your firsl menstrual period?
{SQTS), Brugada syndrome or catecholaminergic 31. When was your most recent menslrual period?
palymorphic venlricular tachycardia (CPVT)? 32. How many periods have you had in the past 12 months?
13. Has anyone in your family had a pacemaker or an implanted
defibritlator before age 357
BONE AND JOINT QUESTIONS “Yes. | No:.

IF "VES,” EXPLAIN ANSWERS HERE -

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.

Signature of Athlete:

Signature of Parent(s) or Guardian:

Date:




: STUDENT AGREEMENT (Regardlng Conditions for Partlmpatlon)

This application to represent my school in mterscholashc athletics is entirely voluntary on my part and is made with the understanding that ! have studied
and understand the eligibility standards that | must mest to represent my school and that | have not violated any of them.

| have read, understand, and acknowlsdge receipt of the MSHSAA brochure entitied “How to Maintain and Protect Your High Schoal Eligibility,” which
contains a2 summary of the eligibility rules of the MSHSAA. (I understand that a copy of the MSHSAA Handbook is on file with the principal and athletic
administrator and that | may review it in its entirety, if | so choose. All MSHSAA by-laws and regulations from the Handbook are also posted on the
MSHSAA website at www.mshsaa.org).

| understand that a MSHSAA member school must adhere fo all rules and regulations that pertain to school-sponsored, interscholastic athletics
programs, and | acknowledge that local rules may be more sfringent than MSHSAA rules.

| also understand that if | do not meet the citizenship standards set by the school or if | am ejected from an interscholastic conlest because of an
unsportsmanlike act, it could result in me not being allowed to pariicipate in the next conlest or suspension from the team either temporarily or
permanently,

I understand that if | drop a class, take course work through Post -Secondary Enrollment Option, Credit Flexibility, or other educational options, this
action could affect compliance with MSHSAA academic standards and my eligibility.

I understand that participation in interschelastic athletics is a privilege and not a righi. As a student athlete, | understand and accept the following
responsibilities:

* | will respect the rights and beliefs of others and will treal others with courtesy and consideration,

« | will be fully responsible for my own acticns and the consequences of my actions.

o |will respect the property of others.

o | will respect and obey the rules of my school and laws of my community, state, and country.

» | will show respect to those who are responsible for enforcing he rules of my school and the laws of my community, state, and country.

| have compleled and/or verified that part of this certificate which requires me fo list all previous injuries or additional condifions that are known to me
which may affect my performance in so representing my school, and | verify that it is correct and complete.

Signature of Athlete: Date:

Have you experienced a medical condition since your last physical examination? ] Yes O No

'PARENT AND STUDENT SIGNATURE (Concussion Materials)

| accept responsibility for reporting all injuries and ilinesses to my school and medical staif {athletic trainer/team physician) including any signs and
symptoms of a CONCUSSION. | have received and read the MSHSAA materials on Concussions, which includes information on the definition of a
concussion, symptoms of a concussion, what to do if | have a concussion and how to prevent a concussion. | will inform my school and athlelic
trainerfteam physician immediately if | experience any of these symptoms or if | witness a leammate with these symptoms.

Signature of Athlete: - ' ' ‘ Date:

Signature of Parent(s) or Guardian: Date:

'“,EMERGENCY CONTACT INFORMATION

Farent(s} or Guardlan T Address - ' - “Phone Number
Name of Contact Relationship to Athlete Phone Number
Name of Contact Relationship to Athlete Phone Number
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MSHSAA PRE-PARTICIPATION DOCUMENTATION — ANNUAL REQUIREMENTS

INTERIM MEDICAL HISTORY .

Note: Complete and slgn this form (with your parents if younger than 18},
Note: An injury or medical condition results In a separate medical release.

Name: Date of Birth:
Date:
Sex assigned at birth (F, M or intersex}: How do you identify your gender? (F, M or other):

List past and current medical conditions:

Have you had surgery since your last Pre-Participation Physical Examination (physical)? If yes, list those surgical procedures:

Medicines and supplements; List all cuent prescriptions, over-the-counter medicines and supplements (herbal and nutriional):

Do you have any allergies? If yes, please list all of your allergies {i.e., medicines, pollens, food, stinging insecls);

Have you been diagnosed wilh any medical or health condition since your last PPE (physical)? I yes, please describe:

| hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.

Signature of Athlete:

Signature of Parent{s) or Guardian:

Date:




'PARENT PERMISSION {Authorization for Treatment, Release of Medical Information, and Insurance. Information}

informed Consent: By its nature, participation in interscholastic athlefics includes risk of serious bodily injury and transmission of infectious diseass
such as HIV and Hepatitis B. Although serious injuries are not common and the risk of HIV transmission Is almost nonexistent in supervised school
athletic programs, it is impossible to eliminate all risk. Parficipants must obey all safety rules, report all physical and hygiene problems to their coaches,
follow a proper conditioning program; and inspect their own equipment dally. PARENTS, GUARDIANS, OR STUDENTS WHO MAY NOT WISH TO
ACCEPT RISK DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN MSHSAA-
SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN/S SIGNATURE.

| understand that in the case of injury or illness requiring transportation fo a health care facility, a reasonable attemnpt will be made to contact the parent
or guardian in the case of the student-athlete being a minor, but that, If necessary, the student-athlete will be fransported via ambulance to the nearest
hospital.

We hereby give our consent for the above student to represent his/her school in interscholasfic athletics. We also give our consent for him/her to

accompany the team on trips and will not hold the school responsible in case of accident or injury whether it be en route to or from another schootl or

during practice or an interscholastic contest; and we hereby agree to hold the school district of which this school is a part and the MSHSAA, their

employees, agents, representatives, coaches, and volunteers harmiess from any and all liability, actions, causes of action, debts, claims, or demands of

every kind and nature whatsoever which may arise by or in connection with participation by my childiward in any activifies related to the interscholastic
"program of hisher school,

In the event of an emergency or when the Parent(s) or Guardian i$ unable to direclly supervise health care services needed by the student for injuries or
illnesses sustained at any athletic practice, conditioning exercise or contest, | also give my consent to the rendering of necessary health care services
for the student by a qualified provider (QF) covering the athletic practice, conditioning exercise or contest, including an athlefic trainer, physician,
physician assistant, nurse pracfitioner or other medically-trained professional licensed by the State of Missouri {or the state in which the student injury or
iliness oceurs) and who is acting in accordance with the scope of practice unider their designated state license and any other requirement imposed by
state law. In emergency situations, the QP may also be a ceriified paramedic or efnergency medical technician for the purpose of providing emergency
health care and transport Health care services are defined as services including, but not limited to, evaluation, diagnosis, first aid, emergency care,
stabilization, treatment and referral. | further authorize the QP who provides such health care services fo disclose such information about the student's
injury or illness, diagnosis, care and treatment in the professional judgment of the QP Io the student's athletic director, coaches, school nurse and any
classroom teacher required to provide academic accommeodation to assure the student's recovery and safe retum to acfivity. If the Parent(s) or Guardian
believes that the student is in need of further evaluation, treatment, rehabifitation or health care services for the injury or iliness, the student may be
treated by the physician or provider of his or her choice.

To enabie the MSHSAA io determine whether the herein named student is eligible to parficipate in interscholastic athletics in the MSHSAA member
school, | consent to the release of any and all portions of school record files fo MSHSAA, beginning with seventh grade, of the hereln named student,
specifically including, without limiting the generality of the foregoing, birth and age records, name and residence address of parent(s) or guardian(s),

| residence address of the student, academic work compleled, grades received, and atiendance data.

We confirm that this application for the above student to represent histher school in intarscholasfic athlefics is made with the understanding that we have
studied and understand the eligibility standards that our son/daughter must meet to represent hisher school and that he/she has not violated any of
them. We also understand that if our son/daughter does not meet the citizenship standards set by the school or if hefshe is ejected from an
interscholastic contest because of an unsportsmaniike act, it could result in him/her not being allowed to parficipate in the next contest or suspension
from the team either temporarily or permanently.

I consent fo the MSHSAA's use of the herein named student's name, likeness, and athletic-related information in reports of contests, promotional
literature of the Association and other materials and releases related to interscholastic athletics.

We further state that we have completed that part of this cerifficate which requires us to list all previous Injurles or additional conditions that are known to
us which may affect this athlete's performance or treatment and we certify that it is comect and complete.

The MSHSAA By-Laws provide that a student shall not be permitted to practice or compete for a school until it has verification that he/she has basic
heaith/accident insurance coverage, which includes athletics. Our son/daughter is covered by basic health/accident insurance for the current school
year as indicated below: =

Name of Insurance Company: Policy Number;
Signature of Parent(s) or Guardian: Date:
Has this student incurred a medical condition since their last physical examination? OYes -0No

-, T+

(b



PLEASE KEEP FOR YOUR RECORDS

|t_~s;better to mlss une 'ga:rne |




Heads Up to Schoals:

KNOW YOUR
CONCUSSION

= What are the SIgns and symptoms
_ef a concussmn?

':"'::concussmn can show up r|ght after an lnjury or may not

) -A concussmn isa type of braln |nJury that changes’ e
the way the braln normally works A concussion is ..

:caused by a bump, blow orJoIt to the head. Concussmns

"'appear or be notlced uritil huurs or clays after the mjury
It is important to watch for-changes in how your chlld_or.
_teen is acting or feeling; if symptoms are getting worse,

",can also occur. from a blow to the body that causes the
" head and_‘bram to’ _move rapidly back’ and_for_th. E\_.r_en what: _
- seernsto be a mild bump to the head can be serious.

or :if s/he just "doesn't feel right."_Mg'stconcussions occur
witho"ljt-' loss of cohsciousness. ' ' :

' If your chlld ot teen reports one or more of the symptoms of K

“concussion listed below, or if you natice the symptoms o

' yourself seek medlcal attentlon right away Chlldren and
teens are among those at greatest rlsk for’ concussuon '

‘Corcussions can have a more serius effect on ajypi.lng';---z-f-i-“ s
.. .developing brain and need to be addressed:correctly. :.

SIGNS AND SYMPTOMS OF A CONCUSSION

SIGNS OBSERVED BY SYMPTOMS REPORTED BY YOUR CHILD OR TEEN
PARENTS OR GUARDIANS
dazed d Thinking/Remembering: Emotional:
-
Appeafrs :lzeb orstunne + Difficulty thinking clearly « |rritable
* ::CO" useda c_’”t evlentf « Difficulty concentrating or « Sad
* Rnswers questt'lons slowly remembering * More emotional than usual
* CEEETS qlL:es IOI:S ort s Feeling more slowed down s Nervous
" Lantrecall events priorto a  Feeling sluggish, hazy, fo or gro
the hit, bump, or fall & sTugglsh, hazy, fogey, or grogey Sleep*:
s Can'trecall events after the Physical: + Drowsy
hit, bump, or fall e Headache or “pressure”in head +  Sleeps less than usual
¢ Loses censuousness = Nausea or vomiting * Sleeps more than usual
(even briefly) . + Balance problems or dizziness ¢« Hastrouble falling asleep
s Shows behavior or personality +  Fatigue or feeling tired
changes *» Blurry or double vision *0nly ask about sleep symptoms if
» Forgets class schedule or +  Sensitivity to light or noise the injury occurred on a prior day.
assignments ¢« Numbness or tingling
e Does not “feel right”

To dewnload this fact sheat in Spanish, please visit: wwiw.cde gov/Canclission. Para obtener una qula_ele_c_:{réni:a deesta hoja de informacidn en espafiol, por favor visite: www.cdc.gov/Concussion. -

o

S U.s. DEPARTMENT oF HEALTH ARG HUMAN SERVICES' i‘ _/C S
e T CENTERS FOR DISEASE. CONTROL AND PREVENT]ON E\m —

May 2010




~ What should 1 do if my child
- orteen hasa concussion?

o

Seek medical attention right aw"ay A health cere'

professwnal experlenced in evaluatlng for concussion

can determlne how serfous the concussion is-and when
itiis safe for your-child or teen to return to normal

3 "e_ctiv'ities,_ including physical activity and school

- (concentration and learning activities)..

Help them take time to get better. If your child or teen

* has a concussion, her or his brain needs time to heal,
- Your child or teen may need to limit activities while s/he

is recovering from a concussion. Exercising or éetivities
that involve a lot of concentration, such as studymg,

':worklng on the computer or. playmg wdeo games may '

.-"cause concuss;on symptoms (such as headache or

';‘tlredness) to reappear or get worse After a concuss:on
- physical and-cognltwe actlwtles—such as concentration

and ]earmng—should be carefully managed and

L monltored by a health care profess;onal

_Together with your chlld or teen, learn more about
3'_concussmns. Talk about the potentlal long-term -
effects of. concussion and the dangers of returning
“too soon to normal act|v1t|es (especially phy5|cal

' activity and Iearnlng/concentratlon) For more

information about COI’ICUSSIOH and free I'ESOUI’CES

: _VISIt www,cdc gov{Concussm

_' - may need to

How;;qr_;gl- helpmy child return to

school safely after a concussion?

Help your child or teen get needed support when
returning to school after a concussion. Talk with
your child’s teachers, school nurse, cdach; s'beech—
language pathologist, or counselor about 'yoLlr
child's concussion and symptoms, Your child may

. feel frustrated, sad, and eveh angry because s/he -

'ca_r_mot return to recreation and sports right away,
or cannot keep up with schoolwork. Your child may
also feel isolated from peers and social networks.
Talk often with your child about these issues and
offer your support' and encouragement. As your
child's 'symptoms'decrease, the extra help or
shbport can be removed gradually. Children and
teens whoreturn to school aftera concussion

e 'Take rest breaks as needed
. Spen_d fewer -hours at school,

« - Be given more time to take tests or
_complete assighments,
» . Receive help with schoalwork, and/or

. & Reducetime spent readmg, writing, or-on

the computer




What is a concussion?

A concussion is a brain injury that:

e Is caused by a bump, blow, or jolt to the head
or body.

 Can change the way your brain normally works.

* (an occur during practices or games in any sport
or recreational activity.

» Can happen even if you havent been knocked out.

® Can be serious even if you've just been “dinged”
or “had your bell rung.”

All concussions are serious. A concussion can affect
your ability to do schoolwork and other activities {(such
as playing video games, working on a computer,
studying, driving, or exercising). Most people with a
concussion get better, but it is important to give your
brain time to heal.

What are the symptoms of a concussion?
You can't see a concussion, but you might notice

one or more of the symptoms listed below or that you
“don’t feel right” soon after, a few days after, or even
weeks after the injury.

® Headache or “pressure” in head

* Nausea or vomiting

* Balance problems or dizziness

® Double or blurry vision

* Bothered by light or noise

» Feeling sluggish, hazy, foggy, or groggy

» Difficulty paying attention

* Memory problems

* Confusion

A FACT SHEET FOR Eit, {833

What should | do if [ think 1 have a concussion?

e Tell your coaches and your parents. Never ignore a
bump or blow to the head even if you feel fine. Also,
tell your coach right away if you think you have a
concussion or if one of your teammates might have a
concussion.

¢ Get a medical check-up. A doctor or other health
care professional can tell if you have a concussion
and when it is 0K to retum to play.

¢ Give yourself time to get better. If you have a
concussion, your brain needs time to heal. While your
brain is still healing, you are much more likely to have
another concussion. Repeat concussions can increase
the time it takes for you to recover and may cause
more damage to your brain. It is important to rest and
not return to play until you get the OK from your
health care professional that you are symptom-free.

How can | prevent a concussion?

Every sport is different, but there are steps you can

take to protect yourself.

* Use the proper sports equipment, including personal
protective equipment. In order for equipment to
protect you, it must be:

- The right equipment for the game, position, or activity
- Worn correctly and the correct size and fit
- Used every time you play or practice

» Follow your coach’s rules for safety and the rules
of the sport.

* Practice good sportsmanship at all times.

It's better to miss one game than the whole season.

For more information and to order additional materials free-of-chorge, visit: www.cdc.gov/Concussion.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR DISEASE CONTROL AND PREVENTION




MSHSAA Concussion Return to Play Form

This formi is adapted from the Acute Conciissioh Evaluation (ACE] ¢are plan off the CDC website (wwi.cds.govinjury). Al
médical providers are encouraged 1o review this site if they have questions regarding the latest information on the
evaluation and care.of the scholasticathlete following-a concussion injury: Please initial any recommendations that
you select below:

Athlete’s Name::

Date of Birth:

Date of Injury:

Date of Evaluation: _Bare Plan Completed By: -

Return to This Office (Date/Time):

Return to Scheol On (Date):

: 1 injury has.occurred.
PLEASE NOTE: : 2. Athletes should never return to play or practice if they still have-ANY-symptorris.
SERDTE V'] 3. Athletes: Be sire thatyoiir coach and/or athletic traifier are aware of your injury.and
symptoms;and that they have the contact iniformation for the treating:physician.

RETURNTOSPORTS | 1 athietes should not retiirn t6 practice or play for at least 24 hours after their head

The following are the return to sports recommendations at the present time:
Physical Education: Do:NOT return to PE class at this time.
May return t6 PEclass at this time.
Sports: Bo NOT return to sports-practice. of competition at this time.

May graduallyreturn o sports practices.under-the:supervision of the healthcare provider
for your school or team.

May be advanced back to competition after phorie‘conversation with attending physician
(MD/DO/PAC/ATC/ARNP/Neurophysiologist)

Must returnto physician (MD/DO/PAC/ATC/ARNP/Neurophysiologist) for final clearance to
reéturn to competition.

O 0O 0O Oooog

-OR= Cleared for full participation.in all activities:and restrictions. Return of symptoms should
result in re-evaluationby physician (MD/DO/PAC/ATC/ARNP/Neurophysiologist) for
dassessment;

Medical Office Information (Please Print/Stamp):

Evaluator's Name: . Office Phone:

Evaluator’s Signature:

Evaluator’s Address:.




Return to Play (RTP) Procedures After a Concussion

Return to activity and play is a medical decision. The athlete must meet all of the following criteria in order to
progress to activity:

Asymptomatic at rest and with exertion (including mental exertion in school) AND have written clearance from
their primary care provider or concussion specialist {athlete must be cleared for progression to activity by a
physician other than an Emergency Room physician, if diagnosed with a concussion).

Once the above criteria are met, the athlete will be progressed back to full activity following the step-wise process
detailed below. (This progression must be closely supervised by a Certified Athletic Trainer. If your school does not
have an athletic trainer, then the coach must have a very specific plan to follow as directed hy the athlete’s
physician).

Progression is individualized, and will be determined on a case by case basis. Factors that may affect the rate of
progression include: previous history of concussion, duration and type of symptoms, age of the athlete, and
sport/activity in which the athlete participates. An athlete with a prior history of concussion, one who has had an
extended duration of symptoms, or one who is participating in a collision or contact sport may be progressed
more slowly.

Stepwise progression as described below:

Stepl: Complete cognitive rest. This may include staying home from school or limiting school hours {and
studying) for several days. Activities requiring concentration and attention may worsen symptoms and
delay recovery.

Step 2: Return to school full-time.

Step3: Light exercise. This step cannot begin until the athlete is no longer having concussion symptoms and is
cleared by a physician for further activity. At this point the athlete may begin walking or riding an
exercise bike. No weight-lifting.

Step4: Running in the gym or on the field. No helmet or other equipment.

Step5: Non-contact training drills in full equipment. Weight-training can begin.

Step 6: Full contact practice or training.

Step 7: Play in game. Must be cleared by physician before returning to play.

¢ The athlete should spend 1 to 2 days at each step before advancing to the next. If post-concussion symptoms

occur at any step, the athlete must stop the activity and the treating physician must be contacted. Depending

upon the specific type and severity of the symptoms, the athlete may be told to rest for 24 hours and then
resume activity at a level one step below where he or she was at when the symptoms occurred.



'The MSHSAA promotes the value of participation, spartsmanship,
team play and personal excefience to develop citizens wha make
positive cantributions to their community and suppart the
democratic principles of aur state and nation."



