EAST DUPLIN HIGH SCHOOL CONCUSSION INFORMATION SHEET

PARENT AND STUDENT SHEET
Concussion


A concussion is defined as a head injury that results in a temporary loss of normal brain function, causing a variety of physical, cognitive and emotional symptoms. Concussions may result from a blow to the head, face, neck or elsewhere that causes a force to be transmitted to the head.Concussions do not always involve a loss of consciousness and symptoms may include one or more of the following:

· Headache

· Drowsiness

· Dizziness

· Confusion

· Loss of consciousness

· Memory loss or amnesia
· Nausea/Vomiting

· Photosensitivity

· Visual disturbances

· Ringing in ears

· Convulsions
· Muscle weakness

· Unequal pupils

· Unusual eye movements

· Balance problems

· Personality disturbances such as becoming aggressive

STUDENT:
________ I have read and understand the Duplin County Schools Concussion Management Protocol
INITIAL

_____ If I receive a blow to the head and experience symptoms of a concussion, I will report them   

INITIAL
     immediately to my coach and athletic trainer (symptoms may not appear immediately and may 
appear hours 

or days later)
________ I will not return to play in a game or practice if I have received a blow to the head and am 

INITIAL
    experiencing concussion-related symptoms
________ I understand concussions take time to heal, returning before a concussion has fully resolved may mean I am
INITIAL
     much more likely to have a repeat concussion
________ I understand that in rare cases, a repeat concussion before a previous concussion is fully healed, may result in
INITIALpermanent brain damage and even death
________ I understand that a concussion can affect my ability to perform everyday activities, reaction time, sleep, balance INITIAL
     and classroom performance

PARENT:

________ I have read and understand the Duplin County Schools Concussion Management Protocol
INITIAL
________ If my student-athlete reports symptoms of a concussion at home, I will report them to the coach and athletic INITIAL
     trainer
________ I understand that my student-athlete may have difficulty performing everyday activities, have trouble sleeping, INITIAL
     balancing and with classroom performance
________ I understand that a concussion takes time to heal and my student-athlete should not return to play until they areINITIAL
symptom free and have passed the return to play guidelines (this time period could range from days to months)
________ I understand that if my student-athlete returns to play before a previous concussion has fully healed and they INITIAL
     receive another blow to the head, they may receive permanent brain damage, and death may be a result
________ I understand that my student-athlete must be seen and given written clearance by a physician trained in
INITIAL
managing concussions (NCHSAA Return to Play Form)
____________________________________   ___________________________________________       ______________

STUDENT NAME: PRINT



                                        SIGNATURE



          DATE
_______________________________________________________________________________        _____________
PARENT NAME: PRINT





    SIGNATURE


        
        DATE

