The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
250 Washington Street, Boston, MA 02108-4619

GHARLES D. BAKER PRE-PARTICIPATION HEAD
Governor
INJURY/CONCUSSION REPORTING FORM

FOR EXTRACURRICULAR ACTIVITIES

KARYN E. POLITO
Lieutenant Governor

MARYLOU SUDDERS
Secretary

This form should be completed by the student’s parent(s) or legal guardian(s). It must submitted to
the Athletic Director, or official designated by the school, prior to the start of each season a student’
plans to participate in an extracurricular athletic activity.

MONICA BHAREL, MD, MPH
Commissioner

Student's Name Sex Date of Birth Grade
School Sport(s)
| Home Address Telephone
Has student ever experienced a traumatic head injury (a blow to the head)? Yes No

If yes, when? Dates (month/year):

Has student ever received medical attention for a head injury? Yes No

If yes, when? Dates (month/year):

If yes, please describe the circumstances:

Was student diagnosed with a concussion? Yes No

If yes, when? Dates (month/year):

Duration of Symptoms (such as headache, difficulty concentrating, fatigue) for most recent concussion:

Parent/Guardian:
Name: Signature/Date

(Please print)

Student Athlete:
Signature/Date




The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
250 Washington Street, Boston, MA 02108-4619

CHARLES D. BAKER

Governor
Lioutenart Govarner REPORT OF HEAD INJURY DURING
MARYLOU SUDDERS SPORTS SEASON

Secretary

MONICA BHAREL, MD, MPH
Commissioner

This form is to report head injuries (other than minor cuts or bruises) that occur during a sports season. It should be
returned to the athletic director or staff member designated by the school and reviewed by the school nurse.

For Coaches: Please complete this form immediately after the game or practice for head injuries that result in the
student being removed from play due to a possible concussion.

For Parents/Guardians: Please complete this form if your child has a head injury outside of school related
extracurricular athletic activities.

Student's Name Sex Date of Birth Grade
School Sport(s)
Home Address Telephone

Date of injury:

Did the incident take place during an extracurricular activity? Yes No

If so, where did the incident take place?

Please describe nature and extent of injuries to student:

For Parents/Guardians:
Did the student receive medical aftention? yes no
If yes, was a concussion diagnosed? yes no

I HEREBY STATE THAT TO THE BEST OF MY KNOWLEDGE, MY ANSWERS TO THE ABOVE QUESTIONS
ARE COMPLETE AND CORRECT.
Please circle one: Coach or Marching Band Director Parent/Guardian

Name of Person Completing Form (please print);

Signature o Date




The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health

Post Sports-Related Head Injury
Medical Clearance and Authorization Form

For students: This form should be completed by your medical care provider and returned to your
Athletic Director, Athletic Trainer, or School Nurse.

Student’s Name: Date of Birth: | Grade:
' |
Date of Injury: Other Relevant Diagnosis:
Asymptomatic: U Yes U No

Prior concussions (number, approximate dates):

U | attest that | have received clinical training in post-traumatic head injury assessment and
management that is approved by the Department of Public Health! or have received equivalent
training as part of my licensure or continuing education.

Type of Training completed?:

O CDC online clinician training  UOther MDPH approved Clinical Training
U Other (Describe):

Select one of the following:
1) Q1 certify that the above named student is cleared to begin a gradual return to play

protocol.3
2) Q| certify that the above named student has completed the necessary stages of a gradual
return to play protocol® and is cleared for full activity without restriction.

Practitioner's Name:

Phone Number:; License Number:

Associated Hospital/Organization:

Type of Practitioner:*

U Physician U Licensed Athletic Trainer U Physician Assistant UNurse Practitioner
O Neuropsychologist

Practitioner’s Signature: Date:

Name of the physician providing consultation/coordination/supervision (if not the same as signatory):

7/28/2020



For Medical Providers:
How to Use this Form and Guide a Conversation about Gradual Return to Play Protocol:

1) To clear a student to begin a gradual return to play protocol, the student must be back in the classroom
full-ime without concussion-related academic accommodation(s). Do not clear the student to begin the
gradual return to play protocol if they still require concussion-related academic accommodations.

Ask Them:
e About their experiences in the classroom before and after the concussion.
» Whether or not they are still experiencing symptoms from the concussion while conducting school work.

2) To clear a student to return to full activity without restriction, verbally confirm that the student has
complete stages 1-4 of the below gradual return to play protocol.’> Do not clear the student to return to full
activity without restriction if they have not completed steps 1-4 below without the reoccurrence of
concussion-related symptoms.

Ask them:
e About their symptoms, thinking, and concentration skills at each stage described below
» About the exercises and drills specific to their sport in which they engaged at each stage

The student should have only moved to the next stage if recurrence of symptoms did not occur. If symptoms
return or persist, inform the athlete that they should go back to the previous asymptomatic level and attempt to
progress again after being free of concussion-related symptoms for a further 24 hour period at the lower level.

Stage 1: Low levels of physical activity (i.e. symptoms do not come back during or after the activity). This
includes walking, light jogging, light stationary biking and light weightlifting (low weight-moderate reps, no
bench, no squats).

Stage 2: Moderate levels of physical activity with body/head movement. This includes moderate jogging, brief
running, moderate intensity on the stationary cycle, moderate intensity weightlifting (reduce time and/or
reduced weight from your typical routine).

Stage 3: Heavy non-contact physical activity. This includes sprinting/running, high intensity stationary cycling,
completing the regular lifting routine, non-contact sport specific drills (agility-with 3 planes of movement.).

Stage 4: Sports specific practice.

Stage 5: Full contact (if appropriate) in a controlled drill or practice. Physician or medical provider should sign
the medical clearance form before full contact is practiced.

Stage 6: Return to competition.

' MDPH approved Clinical Training options can be found at: https://www.mass.qov/service-details/concussion-
trainings.This form is not valid without attestation of clinical training.

* Completion of this section is required for a student to be cleared to return to play.

3 See above for additional information about the stages of the gradual return to play protocol and use of this form.

4 Licensed Athletic Trainer, Nurse Practitioner, Physician Assistance, and Neuropsychologist must work in consultation
with a licensed physician to clear a student.

3 Numbering and definitions of the stages of the protocol may vary by protocol and school policy.

7/28/2020



The Commonwealth of Massachusetts
Oficina Ejecutiva de Salud y Servicios Humanos
Departamento de Salud Publica
250 Washington Street, Boston, MA 02108-4619

FORMULARIO DE INFORME DE LESION/TRAUMATISMO EN

CHARLES D. BAKER

Gobernador LA CABEZA ANTES DE PARTICIPAR EN
KARYEN E. POLITO ACTIVIDADES EXTRACURRICULARES
Vicegobernadora
U suo S .

MARYSL:::retarlaDER Este formulario debe ser completado por el padre, la madre o el tutor legal del alumno. Debe
MONIGA BHAREL, MD, Inspectora entregarse al Director de Deportes o al fupglonarlo deSIQngc'io por |a espuela, antes .deI inicio de cada
de MPH temporada en que un alumno planea participar en una actividad deportiva extracurricular.

Nombre del alumno Sexo Fecha de nacimiento | Grado
Escuela Deporte(s)
Direccién residencial Teléfono

¢El alumno alguna vez sufrié una lesién traumatica en la cabeza (un golpe en la cabeza)?
Si No

En caso afirmativo, ¢ cuando? Fechas (mes/afio):

¢El alumno alguna vez ha recibido atenciéon médica por una lesién en la cabeza? Si No

En caso afirmativo, ;cuando? Fechas (mes/afio):

En caso afirmativo, describa las circunstancias:

Al alumno se le diagnosticé un traumatismo? Si_ No

En caso afirmativo, ;cuéndo? Fechas (mes/afio):

Duracion de los sintomas (como dolor de cabeza, dificultad para concentrarse, fatiga) del traumatismo mas reciente:

Padre/Madre/Tutor

Nombre: Firma/Fecha
(en letra de imprenta)

Alumno deportista:
Firma/Fecha




The Commonwealth of Massachusetts
Oficina Ejecutiva de Salud y Servicios Humanos
Departamento de Salud Publica
250 Washington Street, Boston, MA 02108-4619

CHARLES D. BAKER

Gobernador
ooaoheraann INFORME DE LESION EN LA CABEZA
MARYLOU SUDDERS DURANTE LA TEMPORADA
Secretaria
DEPORTIVA

MONICA BHAREL, MD, Inspectora
de MPH

Este formulario es para reportar las lesiones en la cabeza (que no sean cortes o heridas menores) que tienen lugar
durante una temporada deportiva. Debe devolverse al director de deportes o al miembro del personal designado por
la escuela y lo debe revisar la enfermera de la escuela.

Para los entrenadores: Complete este formulario inmediatamente después del juego o la practica en el caso de
lesiones en la cabeza que lleven a que el alumno sea retirado del juego debido a un posible traumatismo.

Para los padres/tutores: Complete este formulario si su hijo sufrié una lesion en la cabeza fuera de las actividades
deportivas extracurriculares relacionadas con la escuela.

Nombre del alumno Sexo Fecha de nacimiento Grado
Escuela Deporte(s)
Direccidn residencial Teléfono

Fecha de la lesion;

¢(Elincidente se produjo durante una actividad extracurricular? Si No

En caso afirmativo, ;donde se produjo el incidente?

Describa la naturaleza y el grado de las lesiones del alumno:

Para los padres/tutores:
¢ El alumno recibi6 atencién médica? si no
En caso afirmativo, ¢ se le diagnosticod un traumatismo? si no

POR EL PRESENTE, DECLARO QUE, A Ml LEAL SABER Y ENTENDER, MIS RESPUESTAS A LAS
PREGUNTAS ANTERIORES SON COMPLETAS Y CORRECTAS.

Marque con un circulo una de las opciones: _

Entrenador o director de la banda de musica Padre/Madre/Tutor

Nombre de la persona que completé el formulario (en letra de imprenta):

Firma Fecha




The Commonwealth of Massachusetts
Oficina Ejecutiva de Salud y Servicios Humanos
Departamento de Salud Publica

FORMULARIO DE AUTORIZACION Y
APROBACION MEDICA DESPUES DE UNA
LESION EN LA CABEZA RELACIONADA
CON EL DEPORTE

El alumno no debe tener ningun tipo de sintoma ni durante el reposo ni durante el ejercicio, y ademéas
presentar una 6ptima actividad cognitiva, antes de volver a participar por completo en actividades deportivas
extracurriculares. No complete este formulario hasta que se haya llevado a cabo un plan para volver al juego
y hasta que el alumno no presente sintomas ni durante el reposo ni durante el ejercicio, ademés presentar una
Optima actividad cognitiva.

Nombre del alumno Sexo Fecha de Grado
nacimiento

Fecha de la lesion: - Naturaleza y grado de la lesion:

Sintomas posteriores a la lesidn (marque todos los que correspondan):

0O Nauseas o vomitos 0 Dolores de cabeza 0O Sensibilidad a la luz/el ruido
O Mareos/problemas de equilibrio 0 Visidn doble/borrosa O Fatiga
O Sensacidn de pereza/aturdimiento O Cambio en los patrones de suefio O Problemas de memoria
O Dificultad para concentrarse O Irritabilidad/altibajos emocionales O Tristeza o retraimiento
O Otro
Duracién de los sintomas: Diagnéstico: o Traumatismo o Otro:

Si se diagnostica traumatismo, indique la fecha en que el alumno completo el plan graduado para volver al juego sin
sintomas recurrentes;

Traumatismos anteriores (cantidad, fechas aproximadas):

POR EL PRESENTE, AUTORIZO AL ALUMNO MENCIONADO ARRIBA PARA QUE VUELVA A LA ACTIVIDAD
DEPORTIVA EXTRACURRICULAR
Firma del profesional; _ Fecha:
Nombre en lefra de imprenta: -
o Médico o Entrenador deportivo con licencia o Profesional de enfermeria o Neuropsicélogo
o Asociado médico
Numero de licencia:
Direccién: - Numero telefénico: -
Nombre del médico a cargo de la consulta/coordinacion/supervision (si no es la persona que completa este
formulario; escribalo en letra de imprenta):

DOY FE DE QUE RECIBf CAPACITACION CLINICA EN EVALUACION Y MANEJO DE LESIONES )
POSTRAUMATICAS DE CABEZA, APROBADA POR EL DEPARTAMENTO DE SALUD PUBLICA*, O QUE RECIBI
UNA CAPACITACION EQUIVALENTE COMO PARTE DE MI ACREDITACION O DE MI FORMACION CONTINUA.

Iniciales del profesional:
Tipo de capacitacion: O Capacitacion clinica en linea del CDC ClOtra capacitacion clinica aprobada por el MDPH




O Otra (Describa)

Las opciones de capacitacién clinica aprobadas por el MDPH se pueden encontrar en:  www.mass.gov/dph/sportsconcussion
Este formulario ne esta completo si el profesional no verifica que recibié dicha capacitacién.




