Instructions for Completing the NCHSAA Student-Athlete
Preparticipation Physical Evaluation (PPE)

In order to be medically eligible for participation in practice or in interscholastic athletic
contests, a student must have a completed NCHSAA PPE and submit it to the school. The
PPE is four (4) pages in length and includes the History Form, the Physical Examination
Form, and the Medical Eligibility Form.

The PPE History Form (pages 1-2) is completed and signed by the parent or legal
custodian on behalf of the student-athlete. The completed and signed PPE History Form
must then be presented to the examining Licensed Medical Professional (LMP)
(physician licensed to practice medicine (MD/DO), nurse practitioner or physician
assistant) for review when they fill out the Physical Examination Form.

The completed PPE Physical Examination Form (page 3) is sighed and dated by the LMP
who performed the examination. The physical examination builds on information
obtained in the medical history.

The PPE Medical Eligibility Form (page 4), which is also signed and dated by the LMP,
indicates the student-athlete is either medically eligible or not medically eligible for
sports participation.




Student-Athlete COVID Questionnaire

Student-Athlete’s Name:

Date of Birth: Age:

COVID RELATED QUESTIONS ABOUT THE STUDENT-ATHLETE

YES

NO

NA

1. Since January 1, 2020 have you been told that you have
had a positive test for COVID-19, OR have you been told by
a medical professional, your school, or local health
department that you have had to quarantine (stay home)
due to concern that you had COVID-19 symptoms?

2. If the answer to 1 was “Yes”, has the required Return to
Play Form: COVID-19 Infection Medical Clearance Releasing
The Student-Athlete to Resume Full Participation in
Athletics been completed?

3. Have you been fully vaccinated against COVID?




B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Name:

Date of birth:

Date of examination:

Sex: M/F

Sport(s):

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).

Do you have any dllergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying
Little inferest or pleasure in doing things
Feeling down, depressed, or hopeless

Clo
Oo
Clo
o

Over half the days
02
2
2
2

Several days
01
my
O
Ch

Over the last 2 weeks, how often have you been bothered by any of the following problems? (check box next to appropriate number)

Not at all Nearly every day

s
3
03
3

(A sum of =3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS

(Explain “Yes” answers at the end of this form.
Circle questions if you don’t know the answer.)

1. Do you have any concerns that you would like to
discuss with your provider?

HEART HEALTH QUESTIONS ABOUT YOU
(CONTINUED)

9. Do you get light-headed or feel shorter of breath
than your friends during exercise?

2. Has a provider ever denied or restricted your
participation in sports for any reason?

3. Do you have any ongoing medical issues or
recent illness?

HEART HEALTH QUESTIONS ABOUT YOU

4. Have you ever passed out or nearly passed out
during or after exercise?

Yes

No

10. Have you ever had a seizure?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY

11. Has any family member or relative died of heart
problems or had an unexpected or unexplained
sudden death before age 35 years (including
drowning or unexplained car crash)2

No

5. Have you ever had discomfort, pain, tightness,
or pressure in your chest during exercise?

6. Does your heart ever race, flutter in your chest,
or skip beats (irregular beats) during exercise?

7. Has a doctor ever told you that you have any
heart problems2

8. Has a doctor ever requested a fest for your
heart2 For example, electrocardiography (ECG)
or echocardiography.

12. Does anyone in your family have a genetic heart
problem such as hypertrophic cardiomyopathy
(HCM), Marfan syndrome, arrhythmogenic right
ventricular cardiomyopathy (ARVC), long QT
syndrome (LQTS), short QT syndrome (SQTS),
Brugada syndrome, or catecholaminergic poly-
morphic ventricular tachycardia (CPVT)?

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 352
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BONE AND JOINT QUESTIONS Yes No
14. Have you ever had a stress fracture or an injury
to a bone, muscle, |igomenf, joint, or tendon that
caused you to miss a practice or game?
15. Do you have a bone, muscle, ligament, or joint
injury that bothers you?
MEDICAL QUESTIONS Yes No

16. Do you cough, wheeze, or have difficulty
breathing during or affer exercise?

17. Are you missing a kidney, an eye, a testicle
(males), your spleen, or any other organ?

MEDICAL QUESTIONS (CONTINUED)
25. Do you worry about your weight?

No

26. Are you trying to or has anyone recommended
that you gain or lose weight2

27. Are you on a special diet or do you avoid
certain types of foods or food groups2

28. Have you ever had an eating disorder?
FEMALES ONLY

29. Have you ever had a menstrual period?

Yes

_

No

|

18. Do you have groin or testicle pain or a painful
bulge or hernia in the groin area?

30. How old were you when you had your first
menstrual period?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus

(MRSA)2

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months2

Explain “Yes” answers here.

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after being hit or
falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision2

| 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 or guardian:

Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-

tional purposes with acknowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
¢ Do you feel stressed out or under a lot of pressure?
¢ Do you ever feel sad, hopeless, depressed, or anxious?
¢ Do you feel safe at your home or residence?
e Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
¢ During the past 30 days, did you use chewing tobacco, snuff, or dip?
¢ Do you drink alcohol or use any other drugs?
¢ Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
¢ Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

EXAMINATION

Height: Weight:

BP: / ( / ) Pulse: Vision: R 20/ L 20/ Corrected: DY DN

MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

¢ Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
¢ Pupils equal
® Hearing

Lymph nodes [ |
Hearte
*  Murmurs (auscultation standing, auscultation supine, and + Valsalva maneuver)

Lungs |

Abdomen L]

Skin

¢ Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

Neurological T

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck D

Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and toes

Functional
¢ Double-leg squat test, single-leg squat test, and box drop or step drop test

@ Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-
nation of those.

Name of health care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth:

[IMedically eligible for all sports without restriction

O Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

[ Medically eligible for certain sports

CINot medically eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport{s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. If conditions
arise affer the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.
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CARTERET COUNTY
- PUBLIC SCHOOL SYST
4 Beucon for Learning and Léading

Student Athlete’s Name:

Informed Consent

I. The Carteret County Board of Education requires student participants and parents/guardians of students who
participate in sports, give evidence of understanding the possible risks involved in such participation. The
following statement shall be presented to each student athlete and his/her parents for their signatures before the
student is permitted to participate in the sport of his/her choice.

I understand that participation in sports involves risks of injuries: that participation in sports could result in death,
serious neck and spinal cord injuries which may result in complete or partial paralysis, brain damage, serious injury
to virtually all bones, joints, ligaments, muscles, tendons and other aspects of the participant’s body, general
health and well-being. My signature hereon witnesses my understanding of the possible risks involved for the
participant named on this form in the sports programs sponsared by the Carteret County Board of Education.

Permission to Treat

{1. The pre-participation physical exam is a limited medical history and checkup to screen athletic participants to
see if he/she can safely participate in sports. The exam is not a comprehensive medical exam and often does not
detect rare medical conditions. If you have concerns about your child having a serious medical iliness, please
schedule a visit with your personal physician.

For the above named Student Athlete, permission is hereby granted to Carteret County Schools and its authorized
representatives, and any medical facility, to proceed with any needed medical or minor surgical treatments, x-ray
examination, and immunization for tetanus or other iliness directly associated with the injury. In the event of
serious illness, the need for major surgery, or significant accidental injury, | understand that an attempt will be
made by the attending physician to contact me in the most expeditious manner possible. If said physician is
unable to communicate with me, the treatment necessary for the best interest of the above named individual may
he given.

| hereby release Carteret County Schools and members of its athletic training staff including but not limited to its
coaches, athletic trainers, first aid personnel, administrators, and all others connected with the school athletic
activities, and any attending physicians or surgeans, from any and all damages for injuries sustained by my
son/daughter while participating in any sports activity connected with Carteret County Schools and do so hereby
agree to hold harmless any and all of the above from any and all damages which they may suffer as a result of
injuries sustained by my son/daughter while participating as above stated.

Signature of Parent/Guardian

Date




CARTERET ¢ COUNTY

4 Beacon for Learning and Leading
107 SAFRIT DRIVE, BEAUFORT NC 28516

252-728-4583 / 252-728-3028 FAX
www.carteretcountyschools.org

In order to participate in athletics in the Carteret County Schools, all students must have accident
insurance coverage. Carteret County will provide a small basic coverage to be used as a supplement to
the insurance coverage provided by the parent. It is not intended to be the only insurance for accidental
injury. Parents are to provide the following information and sign this information sheet.

Personal Insurance Information

This is to verify that is .
covered by the following insurance policy, which will mclude coverage for injuries due to athletic

parhmpahon and travel w1th the team.

Insurance Company

- Bffective Date

Policy Number

I will assume all financial responsibility for medical treatment costs that exceed the limited policy
provided by the schools in Carteret County and any personal insurance coverage I maintain on my

son/daughter.

1 unde_istand and agree that this permission sheet will entitle my son/daughter to participate in athletic
practice, games, and events in all sports.

Should the coach not be able to locate me at the phone numbers listed below, T also hereby give the
* Carteret County Schools permission to sign for any necessary emergency medical treatment.

Parent/Guardian Signature

Date | Email

Home Phone Work Phone

Cell Phone 1 - Cell Phone 2

Alternate Emergency Contact Phone
- Phone

Alternate Emergency Contact




Bate

Atllete Printed Name Athlete Signature
Parent Prinied Name Payent Signature ~ Date

Emergency Contact Tnformation

) 0
Primary Contact;
Name " Relationship
Phene Number Email Address
Addvess
Secondary Contact: ‘
. Name Relationship
Emall Address

Phone Numbeor

Address



B EVALUACION FISICA PREVIA A LA PARTICIPACION
FORMULARIO DE HISTORIAL CLINICO

Nota; Complete y firme este formulario {con la supervisién de sus padres si es menor de 18 afios} antes de acudir a su cito.
Nombre: Fecha de nacimiento:

Facha del examen médicos

Deportels):

Sexo que se le asigné ol nacer (F, M o infersexual); 3Con cudl género se identifica? [F, M v ofro:

Mencione los podecimientos médicos pasados y actuales que haya tenido.

sAlguna vez se le proetics una cirugia? Si la respuesta es ofirmativa, hage una lista de todas sus cirugias
previgs,

Medicamentos y suplementos: Enumere fodos los medicamentos recetados, medicamentos de venta libre y suplemeritos {herbolarios
y nulricionales} que consurse. . -

3Sufre de algon tipo de dlergia? Si la respuesta es afirmativa, haga una lista de todas sus alergias {por ejemplo, a algin medica-
mento, al polen, u fos dlimentos, a las picaduras de insectos).

Cuestionario sobre la salud dal paciente version 4 {PHQ-4)
Durante las Gliimas dos semanas, gcon qué frecuencia experimentd alguno de los siguientes problemas de salud? (Encierre en un
cirevlo la respuesta)

Més de la Casi fodos
Ningdn dia Varios dias mitad de los dids los dicss
Se siente nervioso, ansiaso o inguieto 0 1 2 3
No es capaz de detener o controlar la preocupacion 0 i 2 3
Sienle poco interés o safisfoccion por hacer cosas 0 ] 2 3
Se siente triste, deprimido o de_ses'pemdo 0 i 2 3

(Una suma =3 se considera positiva en cuclquisra de las subescalos,
{preguitas 1 y 2 o preguntas 3y 4] d fin de obtener un diagndstical.

5. salgunavez'sinfié molestias, dolor, compresién
o presién en ¢ pecho misniras hacia sjercicio?

4. sAlguria vez sinfid que su corozdn se aceleraba,
palpitaba ensu pecho o loify inlermilente-
menls [con latidos irrsguldres) mientras hacia

1. aTiene clguna preocupdcion que le gusiar
disculir con su proveedor de servicios médicos?

recients?

sAlgund vez se desmidiyé o estuve o punla de
desmayarse mientras hacia, o' después de hacer,
ejeicicio?

2. shlguna vez un proveedor de servicios médicos elercicio? _
fe‘l p’rahlb_m‘:‘ oéres!rmglo procficar deportes por 7 SAlgunaves on médico le difo que flene prob-
olgdn mofivo? femas cardiaeos?

3. 3Padece algin problema médica o enfermedad 8, sAlguna.ver un médico le pidié que se hiciera

yn-examen dé_l corazént Por sjemplo, elsciro-
cardiografia (ECG} o ecocardiograffa.

Cuando hace sjercicio, 35¢ sieate maretedo o

siente que le falta el cire més que 4 sus aimigos?

shlguna ver tuvo convulsiones?




1. 3Algono de Jos miembros de su fomilia o pari- 20. sAlguno vex sufrié un fraumatismo craneoence-
enfe murié debido o problemas cardiacos o uvo, falico o una lesién en lo.cobeza qus le causd
ung muerte sibita & inesperada o inexplicoble confusion, un dolor de cabezo prolongado o
antes de los 35 afios de edod (incluyendo _ problemos de memoria?
mue'rl‘e ?pr’ahog?miento o un accidente aufo- 21, aAlgunavee sintié adermedimiento, hormigueo,
movilisico Inexplicobles)? _ debilidad en los brazos o piernas; o fue incapaz

12, 3Algunc de fos miembros de su familia padece de mover Jos bretzos o las piernas después de
un problem cardioco genélics coma le mio- sufrir un golps o una calda?
cardiopatfe hiperiré.fica {HCM}_’ e sfnc!rcme de 22, zAlguna vez se enfermd o redlizar ejercicio
Mur.Fan, fo miocardiopatia oreitmogénica dt_el cuando hacia calor? . -
veniticudo derecho [ARYC), el sindrome del QT _ e — ;
fargo (LQTS), ¢l sindrome del QT corlo (SQTS), 23. slUsted & dlgin mlembmde sit fomilic tiene ef:
¢l sindrome de Brugada o la taquicardic ven- rasgo drepancellico o padece un enfermeded
ticular polimésfica catecolamingrgica (CPVTI2 : dréponocitzcu‘ -

13, :Algune de les miembros de su familic uiilizs 24, ';:;Aigt'mq vez luvo oztlene clgin problema con
un marcapasos o se le implanté uh desfibrilador _ Susopsow visidng
antes de los 35 oitos? 25. tle preacupa sv peso?

26. pEstd tralando de bajar o subir de peso, o
alguien le recomendd que buje o subu de peso?

27. iSigue alguna dieta espedial & evila cierlos fipos
o grupos de dlimentos?

14. 3Algund vez sufrié una fractura por estrés o una
lesién en un huess, mésculo, igamento, arficu- _ : _
facién o tandén que le hizo folior a unia préciice .28. Alguna vez sulrié un desorden alimenficio?
o juego?

15, 25vfre olguno lesidn dsen, muscular, de los
ligamentos o da fos erficulociones gue le causa
molestial

. 3Hu tenido ol menos un periado menstrucl?

30, 3A-os cudntss ofios hivo sy primer periodo
mienstrual?

at. -éCudndo fue su periqc]o m_ens1rucf.mds recignie?

16. zTose, sibila o experimenta alguna dificultad
para respirar duronte o después de hacer
ejercicio?

32. 3Cuéinios peficdos mensinicles ha tenido en los
dlfimos 12 fnesest

17. sle falta un 1ifidn, un ojo, un testieuls [2n ol
caso dé los hombres), &f bozo o cudlquier oiro
Srganc?

Proporcione una explicacién agui para las preguntas en

lus que contests “§17,

18. gSufre dolor en la ingle o en fos testiculos, o
tiene alguno profuberancic o hernia doloresa en
fa zonw inguinal? )

19, zPadece srupcioties culdneas recurrentes o que
oparecen y desoparecen, induyendo ef herpes o
Staphylococcus aureus resistente a lu meficiling
(MRSAJ2

Por lu presente declaro que, segiin mis conocimientos, mis respuestas a lus preguntas de este formulario
estén completas y son correctas,

Firme def alfera:

Firma del padre o tutor;
Fecha:

© 2019 American Acadamy of Family Physicians, Americon Acadery of Pediotrics, American College of Sports Medicine, American Medical Society for Sporis Medicine,
Americon Orthopoedic Socisty for Sparis Medicine, ond Americon Osteapaihic Acadeimy of Sports Medicine, e conceds permise pera roimprimir este formulorio para fires
educotivos no comarcfafes,_siemp_re que se olorgue reconocimiento o fos aulores,



What is a concussion? A concussion is an injury to the brain caused by a direct or indirect blow to the
head. It results in your brain not working as it should. It may or may not cause you to black out or pass
out. It can happen to you from a fall, a hit to the head, or a hit to the body that causes your head and
your brain to move quickly back and forth.

How do | know if | have a concussion? There are many signs and symptoms that you may have
following a concussion. A concussion can affect your thinking, the way your body feels, your mood, or
your sleep. Here is what to look for:

Thinking/Remembering Physical Emotional/Mood Sleep

Difficulty thinking clearly Headache Irritability-things bother you } Sleeping more than usual
more aasily

Taking lenger to figure things out Fuzzy of blurry vision Sleeping less than usoal
Sadness

Difficulty concentrating Feeling sick to your stomach/queasy Trouble falling asleep
Being more moody

Difficulty remembering new information | Vomiting/throwing up Feeling tired

Faeling nervous or worried
Dizziness
Crying more
Balance problems

Sensitivity to noise or light

Table is adapted from the Centers for Disease Control and Prevention (http://www.cdc.gov/concussion/)

What should § do if | think | 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 help
you need. [f 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, or
your words are coming out funny/slurred, you should let an adult like your parent or coach or teacher
know right away, so they can get you the help you need before things get any worse.

What are some of the probiems 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 a concussion, you are
more likely to have another concussion.

How do | know when it's ok to return to physical activity and my sport after a concussion? After
telling your coach, your parents, and any medical personnel around that you think you have a concussion,
you will probably be seen by a doctor 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.

This Information is provided to you by the UNC Matthew Gfeller Sport-Related T8I Research Center, North Carolina Medical Society, North
Carolina Athletic Trainers’ Association, Brain injury Association of North Carolina, North Carolina Neuropsychological Society, and North
Carolina High School Athletic Association.



Instructions: The student athlete and his/her parent or legal custodian, must initial beside each statement
acknowledging that they have read and understand the corresponding statement. The student-athlete
should initial in the left column and the parent or legal custodian should initial in the right column. Some
statements are applicable only to the student-athlete and should only be initialed by the student-athlete.
This form must be completed for each student-athlete, even if there are multiple student-athletes in the

Concussion Statement Form

household.

Student-Athlete Name: (please print)

Parent/Legal Custodian Name(s): (please print)

Gfeller-Waller NCHSAA Student-Athlete & Parent/Legal Custodian

Student- Parent/Legal
Athlete Custodian(s)
Initials Initials

A concussion is a brain injury, which should be reported to my parent(s) or legal

custodian(s), my or my chllds coach(es) or__a__‘_r_n_e_dical professional if one is

available.  ~ooawin '

A concussion cannot be seeri "’ Some signs and symptoms might be present

immediately; however other symptoms can appear hours or days after an injury.

[ wilt tell my parents my coach andlor a medtcal professmnal about my injuries and Not

illnesses. i Applicable

If | think a teammate has a concussion, | should teII my coach(es) parent(s) legal Not

custodian(s) or medical professmnal about the concus310n . Applicable

a hat to my, or my child’s,

[, or my child, will. need'wntten permlsslon from:a“ medlcal professnonal frained in
concussion management to return to play or practlce after a concussmn

Based on the Iatest _d ee_ks to get betier. A
ution from a concussion

is a process that mat

| realize that ER/Ur@ ance to return to play

After a conoussmn the;bra:n n_e s,um'e to heal 1 understand that | or my child is
much more likely to have another concuss;on or more. serious brain injury if return to
play or practice occurs before concuss;on symptoms go ‘away.

Sometimes, repeat ooncussmns can ; :SB senous and long-lasting problems.

| have read the concussion symptoms hsted on the Student-Athlete/ Parent Legal
Custodian Concussion [nformation Sheet. - o

1 have asked an adult and/or medical professional to explain any information
coniained in the Student-Athlete & Parent Concussion Statement Form or
information Sheet that | do not understand.

By signing below, we agree that we have read and understand the information contained in the Student-
Athlete & Parent/Legal Custodian Concussion Statement Form, and have initialed appropriately beside

each statement.

Signature of Student-Athlete Date

Signature of Parent/Legal Custodian Date




i Qué es una concusién? Una concusidn cerebral es una lesidn cerebral causada por un golpe directo o
indirecto en la cabeza. Tiene como resuftado gue el cerebro no funcione como deberia. Puede o no
causar un bloqueo o desmayo. Puede suceder por una caida, un golpe en fa cabeza, o un golpe en el
cuerpo que haga que la cabeza y el cerebro se muevan rapidamente hacia atrds y hacia adelante.

(Cémo sé si tengo una concusidn? Hay muchos signos y sintomas que se pueden presentar después
de una concusidn cerebral. Una concusién cerebral puede afectar la forma de pensar, la manera cémo
se siente tu cuerpo, el estado de dnimo, o el suefo. Aqui esta lo que debes buscar:

Pensar/ Recordar Fisicos Ermocionalf Estado de dnimo Dormir
Dificultad para pensar claramente Dolor de cabeza trritabilidad- las cosas te Dormir mas de lo usual
molestan mas facilmente
Necesitar mas tiempo para resolver | Vision borrosa Tristeza Dormir menos de lo usual
fas cosas
Dificuitad para concentrarse Dolor/ malestar estomacal Estar mas temperamental Problemas para quedarse
dormido(a)
Dificuitad para recordar informacién | Vémito Sentirse hervioso o preccupado Sentirse cansado{a)
rieva
) Mareo Llorar mas

Problemas de equilibrio

Sensibilidad al ruido o la luz

Lu tabla es una adaptacion de los Centros para Control y Prevencion de Enfermedades (http://www.cdc.gov/concussion/}

;Qué debo hacer si creo que tengo una concusién? Si tienes cualquiera de los signos o sintomas
mencionados anteriormente, debes informarle a tu padre/ madre, entrenador, entrenador de atletismao o
enfermera de la escuela, para que puedan obtener la ayuda que necesitas. 5i los padres notan estos
sintomas, ellos deben informarle a la enfermera o al entrenador de atletismo.

;Cuando deberfa estar particularmente preocupado(a)? Si tienes un dolor de cabeza que empeora con
el tiempo, eres incapaz de controlar tu cuerpo, vomitas repetidamente o te sientes cada vez mas
enfermof(a) del estémago, o estds hablando chisteso/ arrastrado, entonces debes informarle
inmediatamente a un adulto como tu padre/madre, entrenador o maestro, para que puedan obtener {a
ayuda que necesifas antes que las cosas empeoren.

;Cuales son algunos de los problemas que me puede afectar después de una concusién? Puedes
tener problemas en algunas de tus clases en la escuela o incluso con actividades en casa. Si sigues
jugando o vuelves a jugar demasiado pronto con una concusién cerebral, puedes tener problemas a
largo plazo para recordar cosas o prestar atencién, los dolores de cabeza pueden durar mucho tiempo,
o pueden ocurrir cambios de personalidad. Una vez hayas teniendo una concusién, eres mas
propenso(a) a tener otra concusién cerebral.

;COémo sé si esta bien volver a tener actividades fisicas y/o participar en deportes después de una
concusion? Después de hablarle dicho que piensas que tienes una concusién a tu entrenador, tu padre/

madre, y un personal médico cercano, es probable que seas visto por un médico capacitado en ayudar a
las personas con concusiones cerebrales. Tu escuela y tus padres pueden ayudarte a decidir quién es el
mejor para tratarte y ayudarte a tomar la decisién sobre cudndo debes volver a tener actividades / juegos
o practicas. Tu escuela tendrd una poiitica sobre cémo tratar las concusiones cerebrales. No debes volver a
jugar o practicar el mismo dia que sospeches que tienes una concusion cerebral.

Esta informacidn es proporcionada por el centro de UNC Matthew Gfeller Sport-Related TBI Research Center, la Sociedad Médica de Carolina del Norte, ia
Asaciacion de Lesiones Cerebrales de Entrenadores Deportivos de Carolina del Norte, Asociacion de Lesiones Cevebrales de Caroling del Norte, la Sociedad
neuropsicoldgica de Carolina del Norte, v la Asociacion de Atletismo de las Escuelas de Secundaria Superlor de Carolina del Norte.




Formulario de declaracion de concusion de Gfeller-Waller de NCHSAA del
estudiante- atleta y padre de familia/ tutor legal

Instrucciones; El estudiante- atleta y su padre / madre o tutor legal, deben poner sus iniciales al lado de cada
declaracion reconociendo que han leido y entendido la declaracion correspondiente. El estudiante-atieta debe
poner sus iniciales en la columna izquierda y el padre o tutor legal debe poner sus iniciales en la columna
derecha. Algunas declaraciones son pertinentes solo al estudiante-atieta y solo deben ser inicializadas por el
estudiante-atleta. Este formulario debe ser completado para cada estudiante-atleta, incluso si hay varios
estudianies-atletas en el hogar.

Nombre del estudiante-atleta: (letra de molide)

Nombre(s) del padre/madre/tutor: (letra de molde)
Iniciales del Iniciales del padref madre/ tutc
astudiante-atleta

Una concusién es una lesion cerebral, que debe ser informada a mi padre/ madre/ tutor
legal, mi o el entrenador(es) de mi hijo{a), o un profesional medico, si hay uno
disponible.

Una concusién no se puede "ver". Algunos de los signos y sintomas pueden
presentarse de mmedlato sin embargo otros smtomas pueden aparecer horas o dias
después de una lesién,

Les diré a mis padres mi entrenador y I o un profesmnal medlco acerca de mis lesiones No es
y enfermedades. 2 RN R e pertinente
Si creo que un companero de equ;po tlene una concuslon debo hablarle dela No es
concusidn a mi(s) entrenador(es) padrel madre! tutor legal o profes;onal meédico. pertinente

Yo, o mi huo(a) no volvere ajugar enun parﬂdo oen !a practica, SI un golpe me causa,

en eI manejo de conc
concusion. :

[os s:ntomas de la concusion

desaparezcan. i :
A veces, las concusiones repetldas pueden causar problemas graves y de larga
duraciébn, s

He leido los sintomas de concusion que aparecen en |a‘ hoja informativa de concusion
del estudiante- atleta y padre de famiiia/ tutor legal.

Le he pedido a un adulto yfo profesional médico que me explique cualquier informacion
que no entendi del formulario de declaracidn de concusién del estudiante- atleta y padre
de familia/ tutor tegal.

Al firmar a continuacién, estamos de acuerdo con que hemos leido y entendido la informacién contenida en el
formulario de declaracion de concusiéon del estudiante- atleta y padre de familia/ tutor legal, y he Inicializado
apropiadamente al lade de cada declaracién.

Firma del estudiante- atleta Fecha

Firma del padre/madre/tutor Fecha
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