1) =BODYGUARD

SPORTS MEDICINE
SUMNER REGIONAL MEDICAL CENTER  StudentID

Athlete Information Form
Please complete entire form

Athlete Name: Athlete Cell: DOB:
Sex: M F Age: _ Graduation Year: Sport(s):
Allergies: Medications:

Emergency Medical Conditions:

Insurance Company: Phone Number:

Subscriber ID#: Group#:

Insurance Policy Holder (circle one):  Athlete Mother Father = OTHER:

Primary Care Physician: Office#:

Student Athlete

Home Address: City Zip
Mother (Guardian)’s Name: Father’s Name:

Mother’s Cell#: Father’s Cell#:

Mother’s Work#: Father’s Work #:

Email: Email:

Emergency Contact (other than parents):

Emergency Contact Phone: Relationship:

CONSENT TO REPRESENT SCHOOL
| hereby give my consent for (student- athlete’s name) to

represent Sumner County Schools in the sport(s) of

Name of Parent/Guardian:

Parent/Guardian Signature: Date:




MEDICAL / HEALTH INFORMATION CONSENT FORM

STUDENT NAME: SPORT(S):

AUTHORIZATION FOR RELEASE OF INFORMATION
I/We hereby authorize BodyGuard Sports Medicine, affiliated with Sumner County Schools, to use and/or disclose my child’s

clearance and health recommendations to the athletic director, coaches and medical personnel at Sumner County Schools to

share health status information for the participation in interscholastic athletic activities. |/We understand my refusal to sign
this authorization will affect my child’s ability to participate in athletics. Medical information to be disclosed pursuant to this
authorization may be subject to re-disclosure by the recipient and no longer protected by state or federal law.

Parent/Guardian Initials
CONSENT TO MEDICAL TREATMENT and RELEASE OF RESPONSIBILITY
I/We hereby give consent for (student-athlete’s name) to represent Sumner County

Schools in athletics realizing that such activity involves the potential for injury. I/We acknowledge that even the best coaching,
use of the most advanced equipment, and strict observance of rules, injuries are still possible. On rare occasions these
injuries are severe and result in total disability, paralysis, or even death. I/We further grant permission to Sumner County
Schools and the Tennessee Secondary School Athletic Association (TSSAA),its physicians, athletic trainers, and/or EMTs to
render aid, treatment, medical or surgical care deemed reasonably necessary to the health and well-being of the student-
athlete named above during or resulting from participation in athletics.

By the execution of this consent, the student athlete named above and his/her parent/guardian(s) do hereby consent to
screening, examination, and testing of the student athlete during the course of the pre-participation examination by those
performing the evaluation, and to the taking of medical history information and the recording of that history and the findings
and comments pertaining to the student athlete on the forms attached hereto by those practitioners performing the
examination.

I/We acknowledge that participation in the above activity involves inherent risks of physical injury, illness or loss of personal
property. I/We hereby agree to assume and take on myself all of the risks and responsibilities in any way associated with this
activity.

I/We further agree that for the sole consideration of the school allowing me to participate in this activity for which orin
connection with which the school has sponsored or made available any transportation, equipment, facilities, grounds or
personnel for such programs or activities or to me while participating in any such activities, | hereby release and forever
discharge BodyGuard Sports Medicine, its members individually, and its officers, agents and employees from any and all
claims, demands, rights and causes of action whatsoever arising from and by reason of any and all known and unknown,
foreseen and unforeseen bodily and personal injuries including death, damage to property, and the consequences thereof,
resulting from my participation in or growing out of or connected with such activities.

Parent/Guardian Initials

ACKNOWLEDGMENT OF PERSONAL RESPONSIBILITY
I/We understand that it is my responsibility to notify BodyGuard Sports Medicine and its physicians, athletic trainers, and

staff, in writing of any and all injuries/illnesses, athletic or otherwise, suspected injury/illnesses, and any and all pre-existing
conditions that may result in further injury/iliness to me, teammates, opponents, and/or athletic staff.

Parent/Guardian Initials

Name of Parent/Guardian: Date:

Parent/Guardian Signature:




B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is fo be filled out by the patient and parent prior to seeing the physician, The physician should keep this form in the chart.)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies?
O Medicines

0O Yes 0O No I yes, please identify specific allergy below.
O Pollens O Food

O Stinging Insects

Explain “Yes" answers below, Circle questions you don't know the answers to,

GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS
1. Has a doctor ever denied or restricted your participation in spoets foe 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? i so. please ientify 27. Have you ever used an inhaler or taken asthma medicine?
velow: ] Asthma [0 Anemia [J Diabetes [ Infections 28, I thara anyane in your family who has asthma?
Other: 29. Were you born without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have grom pain or a painful bulge or hamia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious mononucleosis (mono) within the last month?
5, HawywmpassadoﬂotmarlvpamdthUBINGot 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
6. Mavawuwe;::‘g;z.cwmwn,umm«mmmr 34, Have you ovor had a head injury of concussion?
" 35, Have you ever had a hit oe Dlow 1o the head that caused confusion,
7. Does your heart ever race or skip beats (irregular beats) dunng exarcise? Droio:::dhudm.ormvﬂobbms?
e i RS L By o s 36. Do you have a history of seizure disorder?
[ High cholesterol O A beart infection 38. Have you ever had numbness, tinging, or weakness in your ams or
[ Kawasaki disease Otner: Jegs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EXG, 39, Have you ever been unable 1o mave your arms of |egs after being hit
achocardiogram) or faling?
10. Do you gat Sghtheaded or feel more short of breath than expacted 40. Have you ever become ill while exercising in the heat?
during exercisa? 41, Do you get frequent muscle cramps when exancising?
11. Have you ever had an unaxplained sezure? 42. Do you or someane in your Tamily have sickle cell trait or disease?
12. Do you get mare tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or wsion?
during exercise? 44. Have you had any eye Injuries?
:nmmmmmm?uu Yes | No 45, Do you wear glasses or contact lenses?
3. Has any faméy member or relative aof heart problems or had an
unexpected or unexplainad suddan death befora age S0 {including 46. Do you wear protective eyewear, such as goggles or a face shield?
drowning, unexplainad car accident, or sudden infant death syndrome)? A7. Do you worry about your weight?
14. Does anyone in your tamily have hypertrophic cardiamyopathy, Marfan 48. Are you trying to or has anyone recommended that you gam or
syndrome, anrtythmogenic right ventricular cardiomyopathy, long OT fosa weight?
syndrome, shart OT syndrame, Brugadsa sydrome, or calecholaminergic 49, Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia?
15, Doss . e e 50. Have you ever had an eatng disorder?
' mm:;m&m:oﬂm” # Procwem. ¢ it 51. Do you have any concerns that you would like to discuss with a doctoe?
16, Has anyone in your famidy had unexplained fainting, unexplained FEMALES ONLY
seizures, o near drowning? 52, Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53, How okl were you when you had your lirst menstrual period?

17, Have you ever had an injury 10 a bone, musde, igament, or fenden
that caused you to miss a practice o a game?

18, Have you ever had any broken o fractured bones or dislocated joinls?

19, Have you ever had an injury that required x-rays, MBI, CT scan,
injections, Merapy, a brace, a cast, o crulches?

20, Have you ever had a stress fracture?

21, Have you ever been told that you have or have you had an x-ray for neck
nstavility or atiantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, ortholics, or ofher assistive device?
23. Do you have a bene, muscle, of joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or Kok red?

25, Do you have any histary of juvenile arthritis or connective tissue disease?

54, How many periods have you had in the last 12 months?

Explain “yes" answers here

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

Signarhre of athiete

©2010 American Academy of Family Physicians, American Academy of Peilatrics, Amevican Colege of Sports Madicine, Amevican Msdical Society for Sports Medicing, American Orthopaedic
Society for Sparts Medicine, and Amevican Ostaopathic Academy of Spovts Medicine. Permissian ks granted fo raprind far noncommercial, educational purposes wilh acknowledgment.
HEOSSS

Signalse of pansatp: Date

G-2E80400



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Consider additional questions on mare sensitive issues
* Do you feel stressed out or under a ot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence?
* Have you ever tried cigareties, chewing toacco, snulf, of dip?
* During the past 30 days, did you use chewing tobacco, snuft, or dip?
= Da you drink alcohol or use any other drugs?
* Have you ever Biken anabolic stervids or used any other performance supplement?
* Have you ever taken any supplements to help you gain or kose weight or improve your perfarmance?
= Do you wear a seat belt, use a helmet, and use condoms?
2. Consder reviewng questions on cardiovascular symptoms (questions 5-14)

EXAMINATION

Height Weight O Male 0O Female

BP / { / ) Puise Vision R 20¢ L 20/ Corected O Y ON
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

* Marfan stigmata (kyphoscokosis, high-arched palate, pectus excavatum, arachnodactyly,
anm span = helght. hyperfaxity, myopia, MVP. aortic insufficiency)

Eyes/ears/nosa/throat

* Pupés aqual

* Hearng

Lymph nodes

Heart*

* Murmurs (auscutation standing, supine, +/- Valsalva)

o Location of paint of maximal impuise (PMD)

Pulses

* Simultaneous femaral and radial pulses
Lungs

Abdomen

Genitourinary (males only)*

Skin

* HSV, lesions sugoestive of MRSA, tinea corports
Neurologic *

MUSCULOSKELETAL

MNack

Back

Shoulder/arm

Elhow/farearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankla

Fool/toes

Functionsl

* Duck-walk, single leg hop

‘Consider ECG, echocardiogram, and referml %0 cardalogy for abnomsal cardiac Ristory of exam.
“Consier GU ecimm il in private sslling. Maving g perty préssnl i recommended.
“Consiar cogl o sy festiog i1 & history of Significant oonoussion

O Cleared for all sports withoul réstriction
O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

0O Not cleared
0 Pending further evakuation
O For any sports
O For centain sports
Reason
Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and
participate in the sport(s) as outfined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents, If condi-
tions 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 parents/guardians).

Name of physician (prattype) coes
Miress Phone

Signature of physician MD or DO

2010 Amencan Acaderny of Family Physwcians, Amencan Academy of Pediatrics, Amencan College of Sports Medicine, Amenican Medical Soclety far Sports Medicine, Amevican Ovtfiopaedc
Sociely for Spovts Medicine, and Amevican Osteopathic Academy of Sparfs Medicine, Penmission is gravited fo reprint fov noncammercial, educartony) puposes with acknowsedgrment.
HEOSS 926810410




==BODYGUARD

SPORTS MEDICINE
SUMNER REGIONAL MEDICAL CENTER

SUMNER COUNTY SCHOOLS TRANSPORTATION TO AND FROM EXTRACURRICULAR ACTIVITIES FORM

The Sumner County Board of Education cannot provide transportation to all off campus extracurricular
activities (including but not limited to athletic events, practice, club and student organization competitions or
events) in school owned vehicles operated by school personnel. Student may be transported by parents or
other students with parental consent.

My child participates in the following extracurricular activities:

| am aware that my child may be transported by non-school vehicles. My child may be responsible for getting
himself/herself to various off-campus sites for the above activities. | understand that it may be my
responsibility as parent/guardian of

to arrange for appropriate transportation to and from these activities, and that in doing so | accept any risk
involved.

If I as a parent/guardian transport students in my personal vehicle, or if my child transports other students in
his/her personal vehicle, | understand that my insurance is the primary coverage for the students while in a
personal vehicle. | also understand that | am responsible for reviewing with my child any restriction(s) which
may be placed on his/her driver’s license that may affect the number of students he/she may transport.

Restrictions: (If not any, write NONE)

| have read the above and discussed with my child. By signing below, | acknowledge my responsibility to
arrange appropriate transportation for my child to and from extracurricular activities if not provided by the
school.

Student Name:

Parent/Guardian Name:

Parent/Guardian Signature: Date:




==BODYGUARD

SPORTS MEDICINE
SUMNER REGIONAL MEDICAL CENTER

STUDENT INSURANCE PROGRAM 20__-20__

According to Board Policy JGA issued on December 5, 1989, the Principal should ensure that each student,
before participating in interscholastic athletic and other activities which by nature carry some risk of physical
injury shall:
1. Present a statement signed by the parent(s) which assures the school that the parent(s) have
insurance, or
2. Is willing to accept all financial responsibility related to participation.

According to this policy, the local school is not required, nor expected to furnish liability insurance in the case
of injury. Also, the local school is not liable for incurred injuries. However, the safety of the students in
Sumner County Schools is our utmost concern. The administration and coaching staff at each local school are
always working for the safest environment for our student body. Therefore, the coaching staff has been asked
to restrict any student from practicing and from game activity until the following criteria are met. These
criteria will be considered fulfilled when the parent initials the appropriate line and signs at the bottom.

Please initial the section that applies to you and sign at the bottom:

| have personal insurance to cover my child and accept all financial responsibility related to
participation and travel in interscholastic athletic activities.

Insurance Company Policy Number

| do not have personal insurance to cover my child and accept all financial responsibility related to
participation and travel in interscholastic athletic activities.

Student Name Parent/Guardian Signature

Date



==BODYGUARD

SPORTS MEDICINE
SUMNER REGIONAL MEDICAL CENTER

SUMNER COUNTY SCHOOLS

High School

CONSENT TO PERFORM URINALYSIS FOR DRUG TESTING

| hereby consent to have a sample of my urine collected and tested for the presence of drugs in accordance
with the Sumner County Schools Drug Testing Policy and Procedures if requested by school officials.

| understand that this testing will occur at such time or times as deemed appropriate by the athletic coach or
sponsor, certified athletic trainer or school administrator. | understand that my urine samples will be sent to a
licensed medical laboratory for actual testing and that the samples will be coded to provide confidentiality.

| hereby authorize the release of such urine testing results to the athletic coach or sponsor, certified athletic
trainer or school administrator and other high school officials as deemed appropriate. | understand that these
results will also be made available to me.

| understand that | am free to withdraw from this consent for urinalysis testing. However, | also understand
that should | refuse to submit to this consent at the time requested, | will not be permitted to participate in
any voluntary extracurricular program until such time as my head coach/activity sponsor and school
administration shall deem appropriate. | understand that before such a test would take place, my parents and
| would have an opportunity to read and to understand the Sumner County Schools Drug Education and
Testing Policy and Procedures.

| hereby release the Sumner County Board of Education and High School
from any legal responsibility or liability for the release of such information and records authorized by this
form.

To read the Sumner County Schools Drug Testing Policy, please visit: www.SumnerSchools.org

Student-Athlete Printed Name Student-Athlete Signature Date

Parent(s)/Guardian(s) Printed Name Parent(s)/Guardian(s) Signature Date
(Necessary if Student-Athlete is a minor)

Parent/Guardian Daytime Contact Phone Number


http://www.sumnerschools.org/

PREPARTICIPATION PHYSICAL EVALUATION
THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL

SPORTS PHYSICAL RELEASE FORM

| hereby authorize the release and disclosure of the personal health information of ("Student"),
as described below, to "BODYGUARD SPORTS MEDICINE", its physicians, athletic trainers, and staff.

The information described below may be released to as necessary to evaluate the Student's eligibility to participate in, or continue
to participate in, school sponsored interscholastic sports programs.

Personal health information of the Student which may be released and disclosed includes records of physical examinations
performed to determine the Student's eligibility to participate in school sponsored activities, including but not limited to the Pre-
participation Evaluation form or other similar document required by the School prior to determining eligibility of the Student to
participate in School sponsored interscholastic sports activities; records of the evaluation, diagnosis and treatment of injuries which
the Student incurred while engaging in school sponsored activities, including but not limited to practice sessions, training and
competition; and other records as necessary to determine the Student's physical fitness to participate in school sponsored activities.

The personal health information described above may be released or disclosed by the School or by the Student's personal physician
or physicians; a physician or other health care professional retained by the School to perform physical examinations to determine
the Student's eligibility to participate in certain school sponsored activities or to provide treatment to students injured while
participating in such activities, whether or not such physicians or other health care professionals are paid for their services or
volunteer their time to the School; or any other EMT, hospital, physician or other health care professional who evaluates, diagnoses
or treats an injury or other condition incurred by the student while participating in school sponsored activities.

| understand that the School has requested this authorization to release or disclose the personal health information described above
to make certain decisions about the Student's health and ability to participate in certain school sponsored activities, and that the
School is a not a health care provider or health plan covered by federal HIPAA privacy regulations, and the information described
below may be redisclosed and may not continue to be protected by the federal HIPAA privacy regulations.

| also understand that the School is covered under the federal regulations that govern the privacy of educational records, and that
the personal health information disclosed under this authorization may be protected by those regulations.

| also understand that health care providers and health plans may not condition the provision of treatment or payment on the
signing of this authorization; however, the Student's participation in certain school sponsored activities may be conditioned on the
signing of this authorization.

| understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by a health
care provider in reliance on this authorization, by sending a written revocation to the school principal (or designee) whose name and

address appears below.

Name of School: School Address:

This authorization will expire when the student is no longer enrolled as a student at a school within County.

NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR LEGAL GUARDIAN
TO BE VALID. IF THE STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS AUTHORIZATION PERSONALLY.

Student’s Signature Student Birth Date MM / DD / YYYY
Parent / Legal Guardian Signature Date
| am the Student's (check one): Parent Legal Guardian (documentation must be provided)

A copy of this signed form has been provided to the student or Parent/Legal Guardian



==BODYGUARD

SPORTS MEDICINE

SUMNER REGIONAL MEDICAL CENTER
Student-Athlete & Parent/Legal Guardian Concussion Education Sign-Off

Form must be completed for each student-athlete.
Student- Athlete Name (Print):

Parent/Legal Guardian Name (Print):___

We have read the Student-Athlete & Parent/Legal Guardian Concussion Information Sheet. After reading the

information sheet, | am aware of the following information:

Student Parent/Legal
Athlete Guardian Initials
Initials

A concussion is a brain injury, which should be reported to my parents, my
coach(es), and/or my athletic trainer.

A concussion can affect the ability to perform everyday activities such as the
ability to think, balance, and classroom performance.

A concussion cannot be “seen”. Some symptoms might be present right
away, while other symptoms can show up hours or days after an injury.

I will tell my parents, my coach, and/or my athletic trainer about my injuries N/A
and illnesses.

If I think that a teammate has a concussion, | will tell my coach(es), parents, N/A
and/or athletic trainer about the concussion.

I will not return to play in a game or practice if a hit to my head or body N/A
causes any concussion-related symptomes.

I/my child will need a written permission from a *medical professional as
defined by Tennessee law to return to play or practice after a concussion.

I realize that the Emergency Room/Urgent Care physicians will not provide
clearance if seen immediately after the injury.

After a concussion, the brain needs time to heal. | understand that | am/my
child is much more likely to have another concussion or more serious brain
injury if return to play or practice occurs before concussion symptoms go
away.

Based on the latest data, concussions can take days or weeks to get better. A
concussion may not go away right away. | realize that resolution from this
injury is a process and may require more than one medical evaluation.

Sometimes, repeat concussions can cause serious and long-lasting problems.

I have read the concussion symptoms on the Concussion Information Sheet.

*Medical professional means a Tennessee licensed medical doctor, osteopathic physician or a clinical neuropsychologist with
concussion training.

Signature of Student-Athlete Signature of Parent/Legal Guardian
Date: Date:




Athlete/Parent/Guardian Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and
Acknowledgement of Receipt and Review Form

What is sudden cardiac arrest?

Sudden cardiac arrest (SCA) is when the heart stops beating, suddenly and unexpectedly. When this happens, blood stops flowing to the brain and
other vital organs. SCA doesn’t just happen to adults; it takes the lives of students, too. However, the causes of sudden cardiac arrest in students
and adults can be different. A youth athlete’s SCA will likely result from an inherited condition, while an adult’s SCA may be caused by either
inherited or lifestyle issues.

SCA is NOT a heart attack. A heart attack may cause SCA, but they are not the same. A heart attack is caused by a blockage that stops the flow of
blood to the heart. SCA is a malfunction in the heart’s electrical system, causing the heart to suddenly stop beating.

How common is sudden cardiac arrest in the United States?
SCA is the #1 cause of death for adults in this country. There are about 300,000 cardiac arrests outside hospitals each year. About 2,000 patients
under 25 die of SCA each year. It is the #1 cause of death for student athletes.

Are there warning signs?
Although SCA happens unexpectedly, some people may have signs or symptoms, such as:
e fainting or seizures during exercise;
° unexplained shortness of breath;
. dizziness;
e  extreme fatigue;
e chest pains; or
e  racing heart

These symptoms can be unclear in athletes, since people often confuse these warning signs with physical exhaustion. SCA can be prevented if the
underlying causes can be diagnosed and treated.

What are the risks of practicing or playing after experiencing these symptoms?

There are risks associated with continuing to practice or play after experiencing these symptoms. When the heart stops, so does the blood that
flows to the brain and other vital organs. Death or permanent brain damage can occur in just a few minutes. Most people who experience SCA die
from it.

Public Chapter 325 — the Sudden Cardiac Arrest Prevention Act
The act is intended to keep youth athletes safe while practicing or playing. The requirements of the act are:

e  Allyouth athletes and their parents or guardians must read and sign this form. It must be returned to the school before participation in
any athletic activity. A new form must be signed and returned each school year.

Adapted from PA Department of Health: Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and Acknowledgement of Receipt
and Review Form. 7/2013
e The immediate removal of any youth athlete who passes out or faints while participating in an athletic activity, or who exhibits any of the
following symptoms:
(i) Unexplained shortness of breath;
(ii) Chest pains;
(iii) Dizziness
(iv) Racing heart rate; or
(v) Extreme fatigue; and

e  Establish as policy that a youth athlete who has been removed from play shall not return to the practice or competition during which the
youth athlete experienced symptoms consistent with sudden cardiac arrest

e  Before returning to practice or play in an athletic activity, the athlete must be evaluated by a Tennessee licensed medical doctor or an
osteopathic physician. Clearance to full or graduated return to practice or play must be in writing.

I have reviewed and understand the symptoms and warning signs of SCA.

Signature of Student-Athlete Printed Name of Student-Athlete Date

Signature of Parent/Guardian Signature of Parent/Guardian Date
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SPORTS MEDICINE
SUMNER REGIONAL MEDICAL CENTER

Concussion Information for Students-Athletes and Parents/Legal Guardians ( to be kept at home )

What is a concussion? A concussion is a type of traumatic brain injury, or TBI, caused by a bump, blow, or jolt to the

head that can change the way your brain normally works. Concussions can also occur from a fall or a blow to the body

” u

that causes the head and brain to move quickly back and forth. Even a “ding”, “getting your bell rung”, or what seems
to be a mild bump or blow to the head can be serious.

Why is it important to recognize a concussion? Timely recognition and appropriate response is important in the

treatment of a mild traumatic brain injury (MTBI) or concussion. A patient’s health outcomes improve through early
diagnosis, management, and appropriate referral following a concussion. Symptoms of a concussion may appear mild,
but can lead to significant, life-long impairment affecting an individual’s ability to function physically, cognitively, or
psychologically.

How do I know if I have a concussion? There are many signs and symptoms that a patient may have following a
concussion. A concussion can affect thinking, the way the body feels, mood, or sleep patterns. Look for the following:

Thinking/Remembering Physical Emotional/Mood Sleep

e Difficulty thinking e Headache e Irritability-things e Sleeping more
clearly e  Blurry vision bother you more than usual

e Taking longer to e Feeling sick to stomach easily Sleeping less
figure things out e Vomiting e Sadness than usual

e Difficulty e Dizziness e Increased Trouble falling
concentrating e Balance problems moodiness asleep

e Difficulty e Sensitivity to noise e Feeling nervous Feeling tired
remembering new and/or light or worried
information e Crying more

What should I do if | think that | have a concussion? If you are having any of the signs or symptoms listed above, you
should tell your parents, coach, athletic trainer or school nurse so they can get you the medical assistance that you
need. If a parent notices these symptoms, they should inform the school nurse or athletic trainer.

When should | be particularly concerned? If you have a headache that gets worse over time, you are unable to control
your body, you throw up repeatedly or feel more and more sick to your stomach, your words are coming out
funny/slurred, you should inform an adult, such as your parent or coach or teacher immediately. This will make sure
that you get the medical help you need before things get any worse.

What are some of the problems that may affect me after a concussion? You may have trouble in some of your classes
at school, or even with activities at home. If you continue to play or return to play too early with a concussion, you may
have long term trouble remembering things or paying attention, headaches may last a long time, or personality changes
can occur. Once you have had a concussion, you are more likely to have another concussion.

How do | know when it is okay for me to return to physical activity and my sport after a concussion? After telling an
adult that you think you have a concussion, you will be seen by a medical professional (Tennessee licensed medical
doctor, osteopathic physician or clinical neuropsychologist) trained in helping people with concussions. Your school and
your parents can help you decide who is best to treat you and help to make the decision on when you should return to
activity/play or practice. Your school will have a policy in place for how to treat concussions. You should not return to
play or practice on the same day as your suspected concussion.

You should not have any symptoms at rest or during/after activity when you return to play, as this is a sign that your
brain has not recovered from the injury. For more information on concussions, visit www.cdc.gov/concussion.




Athlete/Parent/Guardian Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and
Acknowledgement of Receipt and Review Form

What is sudden cardiac arrest?

Sudden cardiac arrest (SCA) is when the heart stops beating, suddenly and unexpectedly. When this happens, blood stops flowing to the brain and
other vital organs. SCA doesn’t just happen to adults; it takes the lives of students, too. However, the causes of sudden cardiac arrest in students
and adults can be different. A youth athlete’s SCA will likely result from an inherited condition, while an adult’s SCA may be caused by either
inherited or lifestyle issues.

SCA is NOT a heart attack. A heart attack may cause SCA, but they are not the same. A heart attack is caused by a blockage that stops the flow of
blood to the heart. SCA is a malfunction in the heart’s electrical system, causing the heart to suddenly stop beating.

How common is sudden cardiac arrest in the United States?
SCA is the #1 cause of death for adults in this country. There are about 300,000 cardiac arrests outside hospitals each year. About 2,000 patients
under 25 die of SCA each year. It is the #1 cause of death for student athletes.

Are there warning signs?
Although SCA happens unexpectedly, some people may have signs or symptoms, such as:
e fainting or seizures during exercise;
° unexplained shortness of breath;
. dizziness;
e  extreme fatigue;
e chest pains; or
e  racing heart

These symptoms can be unclear in athletes, since people often confuse these warning signs with physical exhaustion. SCA can be prevented if the
underlying causes can be diagnosed and treated.

What are the risks of practicing or playing after experiencing these symptoms?

There are risks associated with continuing to practice or play after experiencing these symptoms. When the heart stops, so does the blood that
flows to the brain and other vital organs. Death or permanent brain damage can occur in just a few minutes. Most people who experience SCA die
from it.

Public Chapter 325 — the Sudden Cardiac Arrest Prevention Act
The act is intended to keep youth athletes safe while practicing or playing. The requirements of the act are:

e  Allyouth athletes and their parents or guardians must read and sign this form. It must be returned to the school before participation in
any athletic activity. A new form must be signed and returned each school year.

Adapted from PA Department of Health: Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and Acknowledgement of Receipt
and Review Form. 7/2013
e The immediate removal of any youth athlete who passes out or faints while participating in an athletic activity, or who exhibits any of the
following symptoms:
(i) Unexplained shortness of breath;
(ii) Chest pains;
(iii) Dizziness
(iv) Racing heart rate; or
(v) Extreme fatigue; and

e  Establish as policy that a youth athlete who has been removed from play shall not return to the practice or competition during which the
youth athlete experienced symptoms consistent with sudden cardiac arrest

e  Before returning to practice or play in an athletic activity, the athlete must be evaluated by a Tennessee licensed medical doctor or an
osteopathic physician. Clearance to full or graduated return to practice or play must be in writing.
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