Approximately 10 percent of all athletes involved in contact sports suffer a Mild Traumatic Brain
Injury (concussion) each season; some estimates are as high as 19 percent. Because many mild
concussions can go undiagnosed and unreported, it is difficult to estimate precisely the rate of
concussion in any sport or any other extra-curricular activity. Symptoms are not always definite, and
knowing when it is safe for an athlete to return to play is not always clear.
The recognition and management of concussion in athletes or other students can be difficult for
a number of reasons: Athletes who have experienced a concussion can display a wide variety of
symptoms. Although the classic symptoms of loss of consciousness, confusion, memory loss, and/or
balance problems may be present in some athletes with mild traumatic brain injury, there may or may
not be obvious signs that a concussion has occurred.
Post-concussion symptoms can be quite subtle and may go unnoticed by the athlete, team
medical staff, coaches, or sponsors. Many coaches and other team personnel may have limited training
in recognizing signs of concussion and therefore may not accurately diagnose the injury when it has
occurred. Players may be reluctant to report concussive symptoms for fear that they will be removed
from the game, and this may jeopardize their status on the team, or their athletic careers.
SMITHVILLE ISD is compliance with HB 2038, 82(R). A student removed from a practice or competition
would not be permitted to practice or compete again until the student had been evaluated and cleared
to play through a school-issued written statement by the family’s physician. The student’s parent or
guardian and student would have to return the physician's statement and complete a consent form
indicating that they had been informed and consented to the policies established under the return-toplay protocol; understood the risks associated with the student’s returning to play and would comply
with any ongoing requirements outlined by the concussion policy; consented to the physician's
disclosure of health information that was related to the concussion treatments; and understood the
district or school's immunity from liability provisions. This form is found in the policy manual.
Although the SISD Concussion Policy speaks to athletics, this policy in not exclusive to only to
athletic activities. This policy is also relevant to cheerleading, band, and one act play because
concussions can occur in the course of participating in the above activities.
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Recovery and safe return-to-play
It is crucial to allow enough healing and recovery time following a concussion to prevent further
damage. Research suggests that the effects of repeated concussion are cumulative over time.
Most athletes who experience an initial concussion can recover completely as long as they do not return
to contact sports too soon. Following a concussion, there is a period of change in brain function that
may last anywhere from 24 hours to 10 days. During this time, the brain may be vulnerable to more
severe or permanent injury. If the athlete sustains a second concussion during this time period, the risk
of permanent brain injury increases.
Definitions
Concussion or Mild Traumatic Brain Injury (MTBI) - A concussion or MTBI is the common result
of a blow to the head or body which causes the brain to move rapidly within the skull. This injury causes
brain function to change which results in an altered mental state (either temporary or prolonged).
Physiologic and/or anatomic disruptions of connections between some nerve cells in the brain occur.
Concussions can have serious and long-term health effects, even from a mild bump on the head.
Symptoms include, but are not limited to, headache, amnesia, nausea, dizziness, confusion, blurred
vision, ringing in the ears, loss of balance, moodiness, poor concentration or mentally slow, lethargy,
photosensitivity, sensitivity to noise, and a change in sleeping patterns. Symptoms can also include a
loss of consciousness but many do not. These symptoms may be temporary or long lasting.
Second Impact Syndrome – Second impact syndrome (SIS) refers to catastrophic events which may
occur when a second concussion occurs while the athlete is still symptomatic and healing from a
previous concussion. The second injury may occur within days or weeks following the first injury. Loss of
consciousness is not required. The second impact is more likely to cause brain swelling with other
widespread damage to the brain. This can be fatal. Most often SIS occurs when an athlete returns to
activity without being symptom free from the previous concussion.
Prevention Strategies
Helmets, headgear, and mouth guards do not prevent all concussions.
1. All headgear must be NOCSAE certified.
2. Make sure the headgear fits the individual.
3. For all sports that require headgear, a coach or appropriate designate should check headgear before
use to make sure air bladders work and are appropriately filled. Padding should be checked to make
sure they are in proper working condition.
4. Make sure helmets are secured properly at all times.
5. Mouth guards should fit and be used at all times.
Evaluation for Concussion/MTBI
1. At time of injury administer one of these assessment tests:
a. SportsSafety Labs Concussion program
b. Graded Symptom Checklist (GSC)
2. Observe athlete 15 to 20 minutes and re-evaluate.
3. Athlete does not return to a game or practice if he/she has any signs or symptoms of Mild
Traumatic Brain Injury (Concussion).
4. Doctor Referral
5. Home Instructions
6. Return to Play Guidelines for Parents
7. Note - If in doubt, athlete is referred to physician and does not return to play.
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Concussion Management
1. Recommended school modifications
a. Notify Assistant Principal and Counselor of the student that he/she has MTBI
b. Notify Counselor and Assistant Principal of post concussion symptoms
c. Student may need special accommodations such as limited computer work, reading activities, testing,
assistance to class, etc. until symptoms subside
d. Student may only be able to attend school for half days or may need daily rest periods until
symptoms subside with physician authorization
2. Student must show no signs of post-concussion symptoms before return to play protocol begins.
3. Student will not return to full practice or competition for minimum of 7 days.
4. The treating physician must provide a written statement to the parent and athletic trainer or SISD
Healthcare Coordinator indicating that, in the physician’s professional judgment, it is safe for the
student to return to play.
5. Student athlete and the parent/guardian have signed the form acknowledging the completion of the
return to play guidelines which includes the understanding the risks associated with the student
athlete’s return to play.

Return to Play Guidelines SAME AS ABOVE
Athlete must show no signs of post-concussion symptoms before return to play protocol begins.
1. Athlete activity progressions
a. Light aerobic exercise with no resistance training
b. Moderate aerobic activity with resistance training
c. Sport specific activity and Non-contact training drills
d. Full contact training drills can begin after minimum 7 days
e. Return to full participation (pending physician clearance)
f. Note – Athlete activity progression continues as long as athlete is asymptomatic at
current level. If the athlete experiences any post concussion symptoms, stop physical
activity until symptom free for 24-48 hours. Resume with phase or level in which they
were previously asymptomatic.
2. Physician clearance
3. Athletic Trainer clearance or SISD Healthcare Coordinator.

Doctor Referral
Immediate Emergency Referral –
The athlete needs to be transported immediately to the nearest emergency department.
1. Deterioration of neurologic function
2. Decreasing level of consciousness
3. Decrease or irregularity in respiration
4. Decrease or irregularity in pulse
5. Unequal, dilated or unreactive pupils
6. Any signs or symptoms of associated injures, spine or skull fracture or bleeding
7. Mental status changes: lethargy, difficulty maintaining arousal, confusion, or agitation
8. Seizure activity
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Day of Injury Referral
1. Loss of consciousness on the field
2. Amnesia
3. Increase in blood pressure
4. Cranial nerve deficits
5. Vomiting
6. Motor deficits subsequent to initial on-field exam
7. Sensory deficits subsequent to initial on-field exam
8. Balance deficits subsequent to initial on-field exam
9. Cranial nerve deficits subsequent to initial on-field exam
10. Post-concussion symptoms that worsen
11. Additional post-concussion symptoms as compared with those on the field
12. Athlete is symptomatic one hour after initial assessment
Delayed Referral (after the day of the injury)
1. Any of the findings in the day of injury referral category
2. Post-concussion symptoms worsen or do not improve over time
3. Increase in the number of post-concussion symptoms reported
4. Post-concussion symptoms begin to interfere with the athlete’s daily activities (ie. sleep,
cognition, depression, aggression, etc.)
Return to Play Referral
1. During or after return to play progression
a. The treating physician must provide a written statement to the parent and athletic trainer or
SISD Healthcare Coordinator indicating that, in the physician’s professional judgment, it is safe
for the student to return to play.
b. Student athlete and the parent/guardian have signed the form acknowledging the completion of
the return to play guidelines which includes the understanding the risks associated with the
student athlete’s return to play.
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Smithville ISD HEAD INJURY RETURN TO PLAY FORM
This form must be completed and submitted to the athletic trainer or other person (who is not a coach)
responsible for compliance with the Return to Play protocol established by the school district Concussion
Oversight Team, as determined by the superintendent or their designee (see Section 38.157 (c) of the
Texas Education Code).
Name of Student: _______________________ Sport: _______________ Date of Injury: ________
Parent/Guardian signs and certifies that he/she:
Has been informed concerning and consents to the student participating in returning to play in accordance with the
return to play protocol established by the Concussion Oversight Team. Understands the risks associated with the
student returning to play and will comply with any ongoing requirements in the return to play protocol. Consents to the
disclosure to appropriate persons, consistent with the Health Insurance Portability and Accountability Act of 1996
(Pub. L. No. 104-191), of the treating physician’s written statement under Subdivision (3) and, if any, the return to
play recommendations of the treating physician. Understands the immunity provisions under Section 38.159 of the
Texas Education Code.
______________________________
Parent/Guardian Printed Name

_______________________________ _____________
Parent/Guardian Signature
Date observed

at time

of injury Signs reported by athlete at time of injury
[ ] Appears to be dazed or stunned
[ ] Is confused about assignment
[ ] Forgets plays
[ ] Is unsure of game, score, or opponent
[ ] Moves clumsily
[ ] Answers questions slowly
[ ] Loss of consciousness (even temporarily)
[ ] Shows behavior or personality change
[ ] Forgets events prior to hit (retrograde amnesia)
[ ] Forgets events after hit (anterograde amnesia)

[ ] Headache
[ ] Nausea
[ ] Balance problems or dizziness
[ ] Double or fuzzy vision
[ ] Sensitivity to light or noise
[ ] Feeling sluggish
[ ] Feeling "foggy"
[ ] Change in sleep pattern
[ ] Concentration or memory problems

Observations reported by (name): _________________Title: ______________________
RETURN TO PLAY GUIDELINES
Athletes must complete the following stepwise process prior to return to play following a concussion:
No activity and rest until symptom free
1. DAY 1 - Light aerobic exercise
2. DAY 2 – Moderate aerobic exercise with resistance training
3. DAY 3 - Sport-specific training / Noncontact drills
4. DAY 4 - Full-contact drills (minimum 7 days post-injury)
5. DAY 5 - Game play
NOTE – Athlete activity progression continues as along as athlete is asymptomatic at current level. If athlete
experiences any post concussion symptoms, stop physical activity until symptom free for 24 hours. Resume
with phase or level in which they were previously asymptomatic.
Athletic Trainer or SISD Healthcare Coordinator verifies:
The student has been evaluated by a treating physician selected by the student, their parent or other person with
legal authority
to make medical decisions for the student. The student has completed the Return to Play protocol established by the
school district Concussion Oversight Team. The school has received a written statement from the treating physician
indicating, that in the physician’s professional judgment, it is safe for the student to return to play.
______________________________
Athletic Trainer / SISD Health Care Co.

_______________________________ _____________
Signature
Date

PHYSICIAN INFORMATION
Physician’s Recommendations:
Physician’s Signature: __________________________________________ Date: __________________

Physician’s Address: ___________________________________________ Phone: _________________
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__________________________(athlete name) received a head injury, commonly called a concussion on
_________________________(date) while participating in an athletic event. The following are
instructions for this person’s care over the next few days.






Do not drive a vehicle
Rest, No physical activity
Do not take Aspirin or Ibuprofen (Advil or Motrin)
Tylenol (Acetaminophen) may be acceptable
Children on this protocol are not to exercise their body or brain at home during recovery as this will
delay recovery. This means no difficult chores (e.g. hauling hay, mowing) and NO VIDEO GAMES OR
PHONES until cleared. Video games/computer/phone activity is very stimulating to the brain and can
delay recovery.
 You may sleep, but should be checked on periodically if exhibiting moderate to severe symptoms
Signs and symptoms of a closed head injury do not always present until hours or sometimes days after
the initial trauma. Do to this fact; you should be aware of possible signs and symptoms that indicate a
significant head injury including but not limited to the following.












Persistent or repeated vomiting
Convulsions/ seizure
Difficulty seeing
Any peculiar movements of the eyes, or one pupil is larger than the other
Restless, irritability, or drastic changes in emotional control
Difficulty walking
Difficulty speaking or slurred speech
Progressive or sudden impairment of consciousness
Bleeding or drainage of fluid from the nose or ears
Any other abnormal behavior and/or sign or symptom
If any of the above occurs 9-1-1 or take the athlete to the hospital Emergency Room.
Emergency Phone Numbers: EMS- 911
Parent/ Guardian Contact: Yes

No

Notes:____________________________

SISD athletes who have sustained a concussion will be required to follow up with the coach each day until
cleared by a physician. Although cleared by a physician, the athlete must still pass the (progressive
return to play) protocol before they will be considered for release to full activity. (HB 2038, Tasha’s Law)
Student Signature: ______________________________Date:___________________

Parent/Guardian Signature: ______________________Date:____________________
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On-Field Cognitive Testing
Orientation
Signs Observed by Staff
 appears to be dazed or
stunned
 is confused about
assignment
 forgets plays
 is unsure of game,
score, or opponent
 moves clumsily
 answers questions
slowly
 loses consciousness
(even temporarily)
 shows behavior or
personality change
 forgets events prior to
hit (retrograde)
 forgets events after hit
(anterograde)

Symptoms Reported by
Athlete
 headache
 nausea
 balance problems or
dizziness
 double or fuzzy vision
 sensitivity to light or
noise
 feeling sluggish
 feeling “foggy”
 change in sleep pattern
 concentration or
memory problems

Symptoms may worsen with exertion or become
present over time.
Any failure should be considered abnormal







When did the headache start?
What stadium/school is this?
Who is the opposing team?
What month is it?
What day is it?

Anterograde Amnesia
Ask the athlete to repeat three words.
Ex. Girl, Dog, Green

Ex. Ball, Red, School

Retrograde Amnesia
Ask the athlete the following questions.






Do you remember what happened?
When was the last time you ate?
What did you have to eat last?
What quarter/period are we in?
What is the score of the game?

Concentration
Ask the athlete to do the following.


Repeat the days of the week backward
(starting with today).

 Repeat series of numbers backward:
Ex. 419 (914 is correct) 6385 (5836 is correct)

Word List Memory
Ask the athlete to repeat the three words from earlier
Ex. Girl, Dog, Green

Ex. Ball, Red, School

Any failure should be considered abnormal.
Consult a physician following a suspected concussion.
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Concussion Management Protocol Return to
Play Form
This form must be completed and submitted to the athletic trainer or other person (who is not a coach) responsible for compliance with the
Return to Play protocol established by the school district Concussion Oversight Team, as determined by the superintendent or their designee (see
Section 38.157 (c) of the Texas Education Code).

__________________________________

_________________________________

Student Name (Please Print)

School Name (Please Print)

Designated school district official verifies:
Please Check

The student has been evaluated by a treating physician selected by the student, their parent or other person
with legal authority to make medical decisions for the student.
The student has completed the Return to Play protocol established by the school district Concussion
Oversight Team.
The school has received a written statement from the treating physician indicating, that in the physician’s
professional judgment, it is safe for the student to return to play.
________________________________________________
School Individual Signature

________________________________
Date

_________________________________________________
School Individual Name (Please Print)

___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Parent or other person with legal authority to make medical decisions
for the student signs and certifies that he/she:
Please Check

Has been informed concerning and consents to the student participating in returning to play in accordance
with the return to play protocol established by the Concussion Oversight Team.
Understands the risks associated with the student returning to play and will comply with any ongoing
requirements in the return to play protocol.
Consents to the disclosure to appropriate persons, consistent with the Health Insurance Portability and
Accountability Act of 1996 (Pub. L. No. 104-191), of the treating physician’s written statement under
Subdivision (3) and, if any, the return to play recommendations of the treating physician.
Understands the immunity provisions under Section 38.159 of the Texas Education Code.

_______________________________________________
Parent/Responsible Decision-Maker Signature

__________________________
Date

____________________________________
Parent/Responsible Decision-Maker Name (Please Print)
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SISD Concussion Reporting Form

EX.

Date of Concussion

Sport

Gender

Level of
Competition

Event

Date of
Physician
Release

8/5/2011

Football

Male

Freshman

Practice

8/9/2011

Date Passed
Progressive
Return
Protocol
8/16/2011

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
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