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Pre-Participation Physicals 
 

Prior to participating in TSSAA sanctioned athletics, several forms must be completed. 
All student athletes must have a current physical on file with their coach or athletic 
trainer. This physical must be signed by a doctor of medicine, osteopathic physician, 
physician’s assistant, or certified nurse practitioner. Physicals must be given after May 1 
to be valid for the following school year and are good for one year from the date taken. 
A physical must be obtained before participating in any practices, scrimmages, or games. 

 
Every year LeConte Medical Center offers sports physicals for all Sevier County high 
Schools. The physicals are usually held during the first two weeks in May. These are for 
all athletes. Prior to physicals, the date, times, and location will be posted on the 
LeConte Medical Center website at www.lecontemedicalcenter.com in the Sports 
Medicine Outreach section. You can also ask your athletic trainer or coach for specific 
dates and times. We strongly encourage parents and students to take advantage of this 
opportunity, but you are always welcome to obtain a physical from another provider. If 
you choose to see another provider please obtain a physical form from your coach or 
athletic trainer to be filled out and signed. 

 
The Sports Medical Permission Form should be attached to your physical form. It is 
important that you fill this form out, and that both the student and a parent sign this form. 
This acknowledges that there is certain risk in participating in athletics. It allows any 
physician and/or athletic trainer associated with your high school to render aid if deemed 
necessary. It also releases the high school from any liability for any damages or injuries 
sustained as a result of participation in athletics. It is required that no student be 
permitted to participate in practice sessions or in athletic contests until there is on file a 
parental consent certificate signed by a parent or legal guardian stating that the student 
has the consent of his/her parent(s) or legal guardian to participate. 

http://www.lecontemedicalcenter.com/


Medical Information Sheet 

This form provides valuable information that would be needed in case of an emergency 
and is to be kept on file with your athletic trainer at all times. It is very important that 
this form is filled out completely, to the best of your ability, signed and returned 
promptly to your athletic trainer. This form provides emergency contact information, 
insurance information, and permission for the student athlete to be treated in the event 
that a parent cannot be reached. It also provides us with information on any special 
medical conditions your child might have, allergies, or medications they may be taking. 
The Medical Information Sheet can be found on the last page of this booklet and 
must be completed and returned to your athletic trainer as soon as possible. 

In the Event of an Injury 
The athletic trainer will evaluate the injury and the appropriate course of action will be 
taken. In most cases injuries are minor in nature and the athlete can be treated 
successfully in the athletic training room at their high school. If the injury is more 
extensive or will require further medical evaluation by a physician the athlete’s parents or 
guardian will be notified. 

In some cases the athletic trainer will accompany teams to away games. Unfortunately 
that is not always possible. If an athlete is injured on the road they should report their 
injury to the coach. Many area high schools have certified athletic trainers but this is not 
always the case. The host athletic trainer will most likely provide basic care for the 
injury and refer the athlete back to their athletic trainer. 

If you are concerned about an injury your child sustained please call the athletic trainer. 
Some injuries that appear minor one day can become more severe the next day. Please 
do not hesitate to call so that your athletic trainer can assist you in deciding what to do. 
As always it is your right as a parent to seek medical care for your child if you have any 
doubts as to the seriousness of their injury. 

In order to better accommodate local student athletes, Several Orthopedic clinics 
offer after hours or weekend clinics. This allows athletes to be treated by a 
physician in a timely manner without students having to miss school and parents 
missing work. Please see you schools athletic trainer or call the LeConte Sports 
Medicine coordinator at 865-418-5910

Please note that all medical information provided shall be stored in a separate file from a 
student’s normal school records. The Athletic Trainer and the Sevier County School System 
shall take necessary steps to ensure that student’s medical information remain both private 
and protected 



Insurance Information 

Should you seek medical attention beyond the on-site care of your athletic trainer, your personal 
insurance serves as your primary insurance. The facilities which you are attending for medical 
care will be able to tell you whether they are in your carrier’s network or not. Should you require 
the care of a specialist, including orthopedics, you need to check with your insurance company 
and see if they require a referral to see a specialist. There should be a 1-800 number on the back 
of your insurance card that you can call to find out. If a referral is needed, call your family 
practice physician and request that a referral be faxed to the specialist. 

Each Student athlete in Sevier County is required to have school insurance. This serves as a 
secondary insurance if your son or daughter is injured while participating in school athletics. In 
order to receive the benefits from this insurance, please have your child pick up a school 
insurance form at their school from the coach, athletic director or athletic trainer. Follow the steps 
below: 

Student Athlete Insurance Information 
Fill out part A and B of the form 
Have a coach or Athletic Trainer sign part A 
Make Multiple copies of completed Form 
Send copies to each medical facility you have visited for this particular injury. (i.e.: LeConte 
Medical Center, family physician, ER, etc…) 
Read and follow instructions on forms and mail form along with any itemized bills or EOB’s to 
scholastic insurers 
Keep a copy for your records 
Call Tim Hoskins at 865-418-5910 if you have any questions 

If your son or daughter seeks professional medical care, please make sure that your child returns 
with a written treatment plan or release form signed by the physician. This will be required in 
order for them to return to participation. 



Tips for Injury Care 

R.I.C.E.
Immediate treatment of an injury should include the R.I.C.E. principle to reduce pain, swelling
and promote healing

R= Rest 
Do not do any needless activity with the injured area. Crutches, a sling or splint will be provided 
if necessary 

I= Ice 
Ice helps to decrease the amount of swelling. Ice should be applied no more than 20 minutes 
every two hours 

C=Compression 
An ACE wrap should be applied to the injured area to control the amount of swelling. Be careful 
not to wrap so tight that it causes numbness, tingling, or loss of circulation to the injured area or 
below it. The wrap should not be worn to sleep. 

E= Elevate 
Legs should be elevated to hip level and arms should rest on a table whenever possible 

Ice or Heat – Which should I use? 

Ice should be used immediately following an injury, with pain that is intense, throbbing, stabbing 
or sharp. It should be applied for 20 minutes and used regularly over the next 48 – 72 hours. 

Please do not use chemical packs longer than 15 minutes. Be sure to place a towel between the 
pack and the skin. Chemical packs may be colder than 32 degrees and can cause frostbite. Never 
fall asleep while icing. If you are allergic to cold or develop an irritation it is recommended that 
you place a towel between the ice and your skin. It is usually not necessary because melting water 
creates the barrier. 

After the acute phase of an injury, once the student athlete has resumed some activity, ice should 
be applied after activity until the injury has healed. 

Heat should not be used until 48-72 hours after an injury, once the swelling has decreased. It can 
be applied to dull, achy pain over large muscle areas or joints where no swelling is present. This 
type of soreness is usually due to muscle tightness or joint stiffness that may be associated with 
improper preparation for activity. Moist heat should be applied no more than 20 minutes then 
removed for at least 2 hours. 

After the acute phase of an injury, heat can generally be used to loosen up the injury area before 
activity. NEVER use a sports cream under a moist heat application. This can lead to tissue 
damage and burns. 

Understand that these are only general guidelines. Please check with you athletic trainer for 
treatments specific to your child’s injury 



Head Injuries and ImPACT Testing 

LeConte Medical Center and the Sevier County Board of Education are currently implementing 
an innovative program for our student athlete population who are participating in contact sports. 
The purpose of this program is to provide an essential tool for assisting our physicians / athletic 
trainers in assessing and treating head injuries (i.e.: concussions). Sports that involve an increased 
chance of head injury include contact sports. In order to better manage concussions sustained by 
our student athletes, we have acquired a software tool called ImPACT (Immediate, Post 
Concussion Assessment and Cognitive Testing). ImPACT is a computerized exam utilized in 
many professional, collegiate, high school and clinical programs across the country to 
successfully assess and manage concussions. If an athlete is believed to have suffered a head 
injury during competition, ImPACT is used to help determine the severity of the head injury and 
when the injury is fully healed. 

The computerized test is given to athletes prior to beginning contact sport practice or competition. 
After the initial testing, the baseline test is repeated every other year due to continued 
development at the high school age group. This non-invasive test is set up in “video game” type 
format and takes approximately 20 minutes to complete. It is simple, and actually many athletes 
enjoy the challenge of taking the test. Essentially the ImPACT test is a preseason physical of the 
brain. It tracks information such as memory, reaction time, speed and concentration. It, however, 
it is not an IQ test. 

If a concussion is suspected, athletes will be required to re-take the test before returning to 
participation. Both the preseason and post-injury test data is reviewed by the athletic trainer to 
help assess the injury. The information gathered can also be shared with your family doctor or 
one of our sports medicine physician resources if necessary. The test data will enable these health 
professionals to determine when return-to-play is appropriate and safe for the injured athlete. If 
an injury of this nature occurs to you child, you will be promptly notified with all the details. 

We are excited to implement this program given that it provides us with the best available 
information for managing concussions and preventing potential brain damage that can occur with 
multiple brain concussions. 

In order for your child to participate in this important testing, you must complete, sign, and return 
the forming the back of this booklet. Please feel free to contact you athletic trainer or the sports 
medicine outreach coordinator if you have any questions regarding ImPACT testing. 

Head Injuries 
Head injuries can be a troublesome experience for both the athlete and the parents. The following 
page contains information regarding the management of head injuries once you take your child 
home. Please do not take this as a replacement for medical attention, but as only a homecare 
guideline once proper medical care has been received. If you have any doubts, do not hesitate to 
seek more medical care. 

It is important that you speak with your child regarding the importance of reporting his/her head 
injury to an Athletic Trainer, a coach or a medical provider. The Sevier County Schools System 
needs parent help to ensure that student athletes take head injuries seriously. 



Head Injury Home Care 

Any athlete receiving a blow to the head may have an injury to the brain or the small blood 
vessels that is not always evident immediately following the incident. It is very important that the 
athlete is observed closely during the 48 hours following the injury. It is imperative that a doctor 
be contacted immediately if any signs of deterioration are observed. 

The following is a list of signs that may reveal further problems: 
1. Noticeable changes in the level of consciousness: difficulty awakening or losing or
consciousness suddenly.

2. Persistent Vomiting: for a more severe head injury, vomiting will often occur once or twice
after the trauma. However, vomiting should not occur more than twice, nor should it begin again
hours after ending.

3. Dilation or enlargement of one pupil.

4. Weakness or paralysis: the athlete may not be able to use either arm or leg as well as
previously. The athlete may also be progressively unsteady in walking.

5. Headaches: a headache is common after injury. A common warning sign is when the headache
becomes more severe. Many over-the-counter medications can “mask” or hide the symptoms and
can actually make the condition worse. Most authorities agree that it’s in the athlete’s best interest
to retain from using medications for at least 24 hours after a blow to the head.

6. Convulsions or Jerking and or stiffening movements of arms and legs.

7. Confusion, disorientation, memory loss, changes in personality.

8. Speech becomes slurred or inability to talk.

9. Blurred or double vision or failure of eyes to move as a pair

10. Marked restlessness

11. Decreased or irregular pulse, changes in respiration or difficulty breathing

12. Dizziness, poor balance or unsteadiness

If any of the above should start to occur or deteriorate, take you child to a hospital 
immediately. 

It is important to pay close attention to head injuries, even those that seem minor. A second blow 
to the head before the first injury has resolved could result in Serious Consequences. It is 
imperative that your child be free from all signs and symptoms before returning to competition. 

If you have any questions, it is always better to be safe than sorry- consult your family 
physician or have your child evaluated by a medical professional. 



TSSAA Concussion Policy 

The TSSAA has issued a policy on concussions and it states: 

Any player who exhibits signs, symptoms or behaviors consistent with a 
concussion (such as loss of consciousness, headache, dizziness, 
confusion or balance problems) shall be immediately removed from the 
game and shall not return to play until cleared by an appropriate health- 
care professional. 

This policy allows the officials of an athletic contest to remove any athlete who exhibits signs of 
a concussion, and the player may only return to competition after they have been examined by a 
licensed medical doctor (M.D.), Osteopathic Physician (D. O.) or Clinical Neurophyscologist 
who must have signed a “TSSAA Concussion Return to Play” form and given it to the official in 
charge of the event. 

This means that if a player is removed from a contest by an official, the player cannot be 
evaluated and returned to play by the Athletic Trainer. 

According to the TSSAA: 

Common Symptoms of Concussion Include: 
• Headache
• Fogginess
• Difficulty concentrating
• Easily confused
• Slowed thought processes
• Difficulty with memory
• Nausea
• Lack of energy, tiredness
• Dizziness, poor balance
• Blurred vision
• Sensitive to light and sounds
• Mood changes – irritable, anxious, or tearful

Suggested Concussion Management: 
1. No athlete should return to play (RTP) or practice on the same day of a concussion
2. Any athlete suspected of having a concussion should be evaluated by an appropriate heath-care
professional that day.
3. Any athlete with a concussion should be medically cleared by an appropriate health-care
professional prior to resuming participation in any practice or competition.
4. After medical clearance, RTP should follow a step-wise protocol with provisions for delayed
RTP based upon return of any signs or symptoms.



Nutrition Tips 
To Increase Energy 
Hydrate Eat enough (remember carbs, protein and fat) 
Don’t skip meals Eat every 3-4 hours 
Include rest days 

Eat Breakfast: a breakfast rich in carbohydrates with some protein serves as fuel to your muscles 
for the day’s workout. 
Eat Before and After Practice: eating a small meal or snack 1-2 hours before practice gives you 
energy to burn during your workout. After practice, you body needs carbohydrates and protein to 
rebuild muscle. 
During exercise? 
Solid or Liquid carbs digest equally well 
Sports Drinks Sports Bars 
Fruit and Water Gels and Water 

Recovery after exercise 
Muscle reloading 
Eating high carb, moderate-protein snacks immediately after practice 
Eat more within 2 hours after practice: 2 Carbs and 1 protein 

Healthy Food Choices? 
Carbohydrate rich foods: Protein Rich Foods: 
Whole grain cereals Lean Meats 
Whole Grain breads Fish 
Pasta Peanut Butter or peanuts 
½ cup raisins Beef Jerky 
Sports Drink Sunflower seeds 
Watermelon Milk 
Bananas Yogurt 
Apples Beans 

Pre-Game meal planning 
Increase fluid, increase Carbs, decrease Protein, decrease Fat, Decrease Fiber 
500-100 Calories taking into account digestion times Don’t try new foods 
Key Point: what you eat today, fuels you body tomorrow 
Team Meals 
Well-Balanced=protein, carbs, fat Simple tried and true vs. new stuff 
FLUIDS watch the junk food 
Examples: Veggie Tray and spinach dip, Sub Sandwiches, fresh fruit tray, 
Pasta with low-fat meat sauce, wraps/roll-ups, Potato or Taco Bar. 
On the road… 
Fast Food: Hamburger or Chicken sandwich, side salad, low-fat milkshake 
Buffet Restaurants: Lean Meat, two vegetables, salad, bread 
Snacks: Water, Sports Drink, cereal, bagels, fruit, sandwiches, energy bars 



Heat illness and Hydration 
Exertional heat illness is a potentially fatal condition and is described in the following categories: 

Heat Cramps-dehydration, thirst, sweating, muscle cramps and fatigue. 

Heat Syncope- dehydration, fatigue, tunnel vision, pale or sweaty skin, decreased pulse rate, 
dizziness, lightheadedness, fainting 

Heat Exhaustion- normal or elevated body temperature, dehydration, lightheadedness, headache, 
nausea, persistent muscle cramping, cool clammy skin, profuse sweating, weakness, 
hyperventilation 

Heat Stroke-elevated body temperature( 104 and up); hot, wet, or dry skin; confusion; irrational 
behavior; weakness; increased pulse rate, irritability; loss of consciousness 

The TSSAA has issued a state wide heat policy relating to heat related illnesses. This policy is to 
help coaches, certified athletic trainers and athletic directors prevent exertional heat related illness 
in athletes. More information is available on the Sevier.org web site as well as the 
Lecontemedicalcenter.org 

While many factors can lead to heat illness, dehydration is a common cause. Every athlete must 
be responsible for maintaining their own hydration throughout the day, not just during practice 
and games. The following guidelines can help your child stay hydrated. 

Pre activity hydration: 
Consume 16-20 ounces of water along with a sports drink 2-3 hours before activity. Drink 
another 6-10 ounces of water 10-20 minutes before activity. 
What not to drink: Fruit juices, caffeine, alcohol, carbonated beverages or energy drinks 

During activity hydration: 
Do not wait until you are thirsty to drink! Drink at least 6-10 ounces of water every 10-20 
minutes to maintain hydration. Sports drinks are recommended for activities lasting longer than 
45 minutes. 

Post-activity re-hydration 
Athletes should consume 16-20 ounces of fluid (water or sports drink) for every pound lost of 
body weight 

Heat index measurements should be taken on-site by the coach or athletic trainer 30 minutes prior 
to activity for the day by a digital heat index monitoring system. The heat index reading will 
determine the precautions that must be taken during physical activity. The entire policy is 
available on the sevier.org and lecontemedicalcenter.com websites as well as with each athletic 
trainer at your school. 



Staph Infection in Athletics: Prevention is the Key! 

In recent years, bacterial skin infections in athletes have been on the rise. The most prevalent of these 
bacterial infections involves a strain called Methicillin-resistant Staphylococcus aureus (MRSA). MRSA, 
common in hospitals and nursing homes for many years, has become a concern in the athletic population at 
all levels of competition. Many of the commonly used prescription antibiotics are ineffective in treating this 
infection. 

High risk individuals include all athletes that use a team facility, locker room, weight room, wrestling room 
and team showers) , and contact sport athletes (football, wrestling, rugby), but anyone can contract this 
bacteria if they come in contact with infected persons or items. MRSA is passed much like the flu and the 
common cold through casual contact and contact with contaminated items. 

Skin wounds and abrasions are very common in athletics. Please report any wounds to the athletic trainer 
so they can be properly cleaned and dressed. The following are signs and symptoms of any type of 
infection, regardless of MRSA: 

• Bright red surrounding the area
• Bright red streaking leading away from the area
• Oozing pus from the area
• Inflammation and or extreme pain around the area
• Fever

Identification of MRSA can be difficult and is often misdiagnosed. The following are signs and symptoms 
which could indicate MRSA: 

• “pimple” or “insect bite” like lesion that grows quickly
• area is often red and hot
• lesion usually becomes very painful and hard around the core in 2 or 3 days
• if the lesion opens there is commonly a dark, milky puss that weeps out

Symptoms can be at the site of a previous cut or break in the skin or at areas of high friction, where 
protective equipment or uniforms rub. Any wound that looks suspicious, or is not healing should be 
evaluated by a qualified medical person as soon as possible to determine if additional treatment and 
medication is required. All wound should be cleaned regularly with soap and water and should be covered 
during activity. 

Treatment: 
• See a physician!
• Remove athlete from all athletic participation until the infection is under control and the wound is

not weeping. MRSA can spread through a team within days causing other participants to become
sick, so removal from contact is extremely important.

Prevention: as with most things in life, prevention is the key to keeping your athlete healthy! 
• Regular hand washing and general cleanliness significantly decreases the risk of infection
• Cleaning uniforms and protective equipment regularly with hot water and detergent keeps the risk

of reintroducing the bacteria back to the user
• Sharing of personal equipment (i.e.: helmets and pads) and clothing should be discouraged
• If an item is shared, it should be cleaned thoroughly between users
• Community areas such as locker rooms and weight rooms should be cleaned regularly and should

smell clean. The unpleasant smell common in locker rooms is caused by the growth of fungus and
bacteria and is a sign of a potential hazard.

• Use of hard surface sanitizers and commercial grade antibacterial cleansers is effective in killing
the bacteria in team locker rooms, showers and toilet facilities.

• Include and antibacterial additive in team laundry to eliminate the risk of cross contamination.
• Use hand sanitizer between hand washings and washing bath towels after each use.



Please feel free to contact your athletic trainer with any questions for assistance with 
injury care. The LeConte Sports Medicine staff is committed to providing expertise not 
only for you athlete, but also for relatives, friends and classmates. Do not hesitate to call 
for a free injury screening or advise regarding orthopaedic injuries. 

Athletic Trainers’ phone list 

School Phone 
Sevier County 865-870-4063
Gatlinburg Pittman 423-794-8000

329-7351
943-2163

Seymour    
Pigeon Forge 423-
Northview Academy  

Name 
Spencer Hammond
Colt Jenkins
Jordan Lawson
Tim Smith
Haley Wyatt

Scott Byrd 
Sports Medicine Coordinator 
LeConte Sports Medicine 
Office & Cell: 865-418-5910 
Email: thoskins2@covhlth.com 

We also would like to encourage you to visit our web site at 
www.lecontemedicalcenter.com to find out more information on: 

• Patient education
• Sports medicine outreach
• Physical forms
• Hospital services available

870-

740-319-4100

mailto:sbyrd@covhlth.com
http://www.lecontemedicalcenter.com/
mailto:thoskins2@covhlth.com


Sports Medical Permission Form 
Parent’s Consent 
I hereby give my consent for (student's name) ____________________________________________ to represent (name 
of school) ____________________________________ in the sport(s) of ______________________________________, 
realizing that such activity involves the potential for injury. I recognize the importance of listening to and following all of 
the coach's instructions and warnings along with all reading and adhering to all written instructions regarding playing 
techniques, training methods, rules of the sport and other team rules. I understand that all instructions and warnings, 
verbal and written are incorporated by reference into this agreement and I hereby expressly promise to obey all such 
instructions and warnings. I acknowledge that even with the best coaching, use of the most advanced equipment and strict 
observance of rules, injuries are still a possibility. On rare occasions these injuries can be severe and result in total 
disability, paralysis, are even death. 
 
I/ We accept the financial responsibility for medical expense incurred as the result of possible injuries while participating 
in voluntary sports.  
 
I/ We acknowledge that I/ We have read and understand this warning and that insurance and/or medical expense ARE MY 
RESPONSIBILITY there in connection with my child paying voluntary sports.  
 
I acknowledge that I have read and understand this warning. 
 
Date ______________________  ________________________________________________________ 
      Signature of Parent or Guardian  
    
      ________________________________________________________ 
      Signature of Student Athlete 
 
Medical Consent Form 
Permission is hereby granted to the attending physician to proceed with any medical or minor surgical treatment, x-ray 
examinations and immunizations for the above named student. In the event of serious illness, the need for major surgery, 
or significant accidental injury, I understand that an attempt will be made by the attending physician to contact me in the 
most expeditious way possible. If said physician is not able to communicate with me, the treatment necessary for the best 
interest of the above named student may be given.  
 
In the event that an emergency arises during a practice session, an effort will be made to contact the parents or guardians 
as soon as possible. Permission is also granted to the athletic trainer to provide  the needed emergency treatment to the 
athlete prior to his admission to the medical facilities. 
 
_________________________________________________________________  _________________________ 
Signature of Parent or Guardian        Date 



CONSENT FOR ATHLETIC PARTICIPATION & MEDICAL CARE 
*Entire Page Completed By Patient

Athletic Information 

Last Name ________________________________ First Name ____________________________________ MI ______ 

Sex: ☐Male   ☐Female Grade _________ Age________ Date of Birth _____________________ 

Allergies _________________________________________________________________________________________ 

Medications ______________________________________________________________________________________ 

Insurance ______________________________________________________Policy Number _____________________ 

Group Number _____________________________________________Insurance Phone Number_________________ 

Emergency Contact Information 

Home Address _________________________________________City _________________________ State ________ 

Home Phone _____________________ Mother’s Cell_____________________ Father’s Cell ____________________ 

Mother’s Name ___________________________________________________ Work Phone _____________________ 

Father’s Name ___________________________________________________ Work Phone _____________________ 

Another Person to Contact _________________________________________________________________________ 

Phone Number _____________________________________   Relationship _________________________________ 

Legal/Parent Consent 

I/We hereby give consent for (athlete's name) _______________________________________________ to represent 
(name of school) ___________________________________________ in athletics realizing that such activity involves 
potential for injury. I/We acknowledge that even with the best coaching, the most advanced equipment, and strict 
observation of the rules, injuries are still possible. On rare occasions, these Injuries are severe and result In 
disability, paralysis, and even death. I/We further grant permission to the school and TSSAA, Its physicians, 
athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed reasonably necessary to 
the health and wellbeing 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. As parent or legal guardian, I/We remain fully responsible for any legal responsibility which may 
result from any personal actions taken by the above named student athlete. 

____________________________________ ____________________________________ ___________________ 
Signature of Student Athlete   Signature of Parent/Guardian   Date 



Authorization to Release Athlete Health Information 

Athlete’s Name: _________________________________________________ Date of Birth: _____________________ 

Address: _______________________________________________________ Phone Number: ___________________ 

   _______________________________________________________ School : _________________________ 

Authorization to Release Athlete Health Information: I authorize Leconte Medical Center and its Athletic Trainers 
("LMC") to release health information concerning Athlete to the Athlete's school, Coaches, and school athletic 
program staff, as well as to the Athlete and the Athlete's parents/legal representatives, verbally, in writing, and by 
text messaging, electronic messaging, and other electronic communication applications, programs, and systems. 
Health information that may be disclosed includes information obtained by LMC in connection with furnishing 
Athletic Trainer services to the Athlete or his/her school. 

Use of unsecure/Unencrypted Text Messaging, Electronic Messaging. and Other Electronic Communication 
Appljcations, Programs, and Systems. I understand that the Athlete's school or coaches may elect to use unsecure or 
unencrypted test messaging, electronic messaging, and other electronic communication applications, programs, and 
systems, including the "Athletic Trainer System" application, in connection with the school's athletic programs and 
services. Accessing or transmitting Athlete's health information through these text messaging, electronic messaging, 
and communication applications, programs, and systems presents a risk the information may be intercepted, stored, 
or used by an unauthorized party. I understand this risk, and I agree that LMC may access or transmit the Athlete's 
health information by the unsecure and unencrypted text messaging, electronic messaging, and electronic 
communication applications, programs, and systems (Including the Athletic Trainer System application) selected by 
the Athlete's school or coaches, regardless of this risk. 

Purpose of Health Information Disclosure. LMC will disclose Athlete's health information to communicate Athlete's 
health status, condition, and injuries to the Athlete's school, coaches, and associated school athletic program staff, as 
well as to the Athlete and the Athlete's parents/legal representatives. 

Expiration. This authorization will expire on the later of the following: one year from the date of signature below, or 
the date Athlete ceases to be eligible for participation in any of the school's athletic programs . 

Other. I understand this authorization may be revoked by providing written notice to Leconte Medical Center Privacy 
Officer, 3003 Lakebrook Boulevard, Suite 102, Knoxville, TN 37909. Such notice becomes effective upon receipt 
Disclosures made prior to receipt by LMC will not be affected. I also understand information disclosed in accordance 
with this authorization may no longer be protected by federal law and could be redisclosed by the receiving party. 
Finally, I understand that I may refuse to sign this authorization, and although LMC will not condition treatment on 
whether I sign this authorization, the Athlete's school may not allow the Athlete to participate in its athletic programs 
in the absence of a signed authorization. 

Certification. I certify the Athlete is under the age of 18 and I am the Athlete's parent or other legal representative 
authorized to make health care decisions for the Athlete .QBJ am the Athlete and am 18+ years of age .QR an 
emancipated minor. I certify the identification and proof of authority I have provided are correct 

_______________________________________________________ __________________________ 
Parent/Guardian’s Signature  Date 

_______________________________________________________ 
Parent/Guardian’s Signature  

THIS AUTHORIZATION MUST BE SIGNED AND DATED, ONE COPYT O BE RETAINED BY SIGNING PARTY 



To student athletes and their parents/caregivers:  

Before you can play a sport the TSSAA (Tennessee Secondary School Athletic Association) says you must 
get a sport's physical. This is also called a PPE (Preparticipation Physical Evaluation). The PPB promotes 
the health and well-being of athletes as they train and compete. It also helps keep athletes safe as they 
play sports. It is NOT meant to stop them from playing.  

Where can you go to get a PPE? In the newest PPE guidebook, the groups below say your doctor's office 
or the place where you get your medical care is where you can go to get it done: 

• the American Academy of Pediatrics, 
• the American Academy of Family Physicians, 
• the American College of Sports Medicine, 
• the American Medical Society for Sports Medicine, 
• the American Orthopedic Society for Sports Medicine, 
• and the American Osteopathic Academy of Sports Medicine. 
• It's also endorsed by the National Athletic Trainers' Association and the National Federation of 

State High School Associations. 

There are other places you can get a PPE, but we recommend athletes get a PPE during their Well Visit 
at their doctor's office or School Based Health Center. This ensures exams cover everything important 
about your overall health and well-being. It also limits absences from school and sports.  

We encourage you to work the PPE into the routine health care you get at your doctor's office or the 
place where you get your medical care. If you're enrolled in TennCare your well visits are free.  

Sincerely,  

Tennessee Secondary School Athletic Association  
Tennessee Chapter of the American Academy of Pediatrics  
Tennessee Division of TennCare  
 
Do you have TennCare and need to know who your doctor is? You can call your MCO at:  

Ame1igroup: 1-800-600-4441  
BlueCare: 1-800-468-9698  
UnitedHealthcare: 1-800-690-1606  
TennCareSelect: 1-800-263-S479 



PREPARTICIPATON PHYSICAL EVALUATION 

HISTORY FORM 
Note; Complete and Sign the form (with your parents if younger than 18) before your appointment. 

Name:  ________________________________________________________________ Date of Birth: ______________________________ 

Date of examination: ___________________________________ Sport(s): __________________________________________________ 

Sex assigned at birth (F, M, or intersex): ____________________ How do you identify your gender? (F, M, or other):_______________ 

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 allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects). 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Patient Health questionnaire Version 4(PHQ-4) 
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Check response.) 

Not at all Several days Over Half the Days Nearly every day 

Feeling nervous, anxious, or on edge 0 1 2 3 

Not Feeling able to stop or control worry 0 1 2 3 

Little interest or pleasure in doing things 0 1 2 3 

Feeling down, depressed, or hopeless 0 1 2 3 

(A Sum of > 3  is considered positive on either subscale [questions1 and 2, or question 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.) Yes No 
1. Do you have any concerns that you would like to discuss

with your provider?

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 QUSTIONS ABOUT YOU Yes No 
4. Have you ever passed out or nearly passed out during

or after exercise?
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
problems?

8. Has a doctor ever requested a test for your heart? For
example, electrocardiography (ECG) or
echocardiography

HEART HEALTH QUSTIONS ABOUT YOU  
(CONTINUED) Yes No 
9. Do you get light-headed or feel shorter of breathe than 

your friends during exercise?
10. Have you ever had a seizure?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No 
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)?

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 (SGTS), Brugada syndrome, or
catecholaminergic polymorphic ventricular tachycardia
(CPVE)? 

13. Has anyone in your family had a pacemaker or an
implanted defibrillator before age 35?



BONE AND JOINT QUESTIONS Yes No 
14. Have you ever had a stress fracture or an injury to a

bone, muscle, ligament, or joint tendon that caused you 
to miss a practice or game?

15. Do you have a bone or muscle, ligament, or joint injury
that bothers you?

MEDICAL QUESTIONS Yes No 

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

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

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

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

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, 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 problems with 
your eyes or vision?

MEDICAL QUESTIONS (CONTINUED) Yes No 
25. Do you worry about your weight?

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

27. Are you on a special diet or do you avoid certain types
of foods or good groups?

28. Have you ever had an eating disorder?

FEMALES ONLY Yes No 

29. Have you ever had a menstrual period?

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

31. When was your most recent menstrual period?

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

Explain “Yes” answers here. 
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________ 

I 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 al Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American 
Orthopedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine.  Permission is granted to reprint for noncommercial, educational purposes with 
acknowledgment. 



PARTICIPATON PHYCICAL EVALUATION 
PHYSICAL EXAMINATION FORM 
Name: ______________________________________________________ Date of Birth: _____________________ 
PHYSICIAN REMINDERS: 
1. Consider additional question 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? 
• Have you ever tries cigarettes, e-cigarettes, chewing tobacco, snuff, or dip? 
• During the last 30 days, did you use chewing tobacco, snuff, or dip? 
• Do you drink alcohol or use or any other drugs? 
• Have you 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? 

2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form). 

EXAMINATION:     Height: ___________ Weight: ___________ 
BP: _______/________ (_______/________)   Pulse: ___________     Vision: R20/______  L20/______  Corrected:  ☐ Yes  ☐ No 

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   

Heart 
• Murmurs (auscultation standing, auscultation supine, and +/- Valsalva maneuver) 

  

Lungs   

Abdomen   

Skin 
Herpes simples virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or tinea 
coporis 

  

Neurological   

 

MUSCULOSOKELETAL NORMAL ABNORMAL FINDINGS 
Neck   

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, and box drop or stop drop test 

  

Consider electrocardiography (ECG), echocardiography, referral to cardiologist for abnormal cardiac history or examination findings, or a combination 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 al Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopedic Society for 
Sports Medicine, and American Osteopathic Academy of Sports Medicine.  Permission is granted to reprint for noncommercial, educational purposes with acknowledgment. 



PARTICIPATON PHYCICAL EVALUATION 
MEDICAL ELIGIBILITY FORM 
 

Date of Birth:Name: ___________________________________________________________ _____________________ 
 
☐ Medically eligible for all sports without restrictions 
☐ Medically eligible for all sports without restriction with recommendation for further evaluation or treatment of 
 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 
 

☐ Medically eligible for certain sports 
 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 
☐ Not medically eligible pending further evaluation 

☐ 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 after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the 
problem is resolved and the potential consequences ore completely explained lo the athlete (and parents or guardians). 

Date: _Name of health care professional (print or type): ____________________________________________ _________________ 

Phone:Address: _______________________________________________________________________ _______________________ 

, MD, DO, NP, or PA Signature of health care professional: __________________________________________________

SHARED EMERGENCY INFORMATION 
Allergies: ________________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 
 

Medications:_____________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 
 

Other Information: ________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 
 

Emergency Contact:________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 
© 2019 American Academy al Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American 
Orthopedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine.  Permission is granted to reprint for noncommercial, educational purposes with 
acknowledgment. 

 



Medical Information Sheet 

This form provides valuable information that would be needed in case of an emergency and is to be kept 
on file with your athletic trainer at all times. It is very important that this form is filled out completely, to 
the best of your ability, signed and returned promptly to your athletic trainer. This form provides 
emergency contact information, insurance information, and permission for the student athlete to be 
treated in the event that a parent cannot be reached. It also provides us with information on any special 
medical conditions your child might have, allergies, or medications they may be taking. The Medical 
Information Sheet can be found on the last page of this booklet and must be completed and returned to 
your athletic trainer as soon as possible.  

In the Event of an Injury 

The athletic trainer will evaluate the injury and the appropriate course of action will be taken. In most 
cases injuries are minor in nature and the athlete can be treated successfully in the athletic training 
room at their high school. If the injury is more extensive or will require further medical evaluation by a 
physician, the athlete's parents or guardian will be notified.  

In some cases, the athletic trainer will accompany teams to away games. Unfortunately, that is not 
always possible. If an athlete is injured on the road, they should report their injury to the coach. Many 
area high schools have certified athletic trainers, but this is not always the case. The host athletic trainer 
will most likely provide basic care for the injury and refer the athlete back to their athletic trainer.  

If you are concerned about an injury your child sustained, please call the athletic trainer. Some injuries 
that appear minor one day can become more severe the next day. Please do not hesitate to call so that 
your athletic trainer can assist you in deciding what to do. As always it is your right as a parent to seek 
medical care for your child if you have any doubts as to the seriousness of their injury.  

In order to better accommodate local student athletes, several orthopedic clinics offer after hours or 
weekend clinics. This allows athletes to be treated by a physician in a timely manner without students 
having to miss school and parents missing work. Please see you school's athletic trainer or call the  

LeConte Sports Medicine coordinator at 615-418-5910.  

Please note that all medical information provided shall be stored in a separate file from a student's 
normal school records. The Athletic Trainer and the Sevier County School System shall take necessary 
steps to ensure that student's medical information remain both private and protected. 



MEDICAL INFORMATION SHEET 

General information: (please print) 

Student Name: _____________________________________________________________________________________ 

Sport(s):_________________________________ Age: _______    Grade: ________        Birth Date: ________________ 

Mother’s name: ____________________________________________________________________________________ 

Home phone: ____________________  Work phone: _____________________ Cell phone: _____________________ 

Address: __________________________________________________________________________________________ 

Father’s name: ____________________________________________________________________________________ 

Home phone: ____________________  Work phone: _____________________ Cell phone: _____________________ 

Address: __________________________________________________________________________________________ 

Other authorized persons to contact in case of emergency:  

Name: ____________________________________________Phone: ____________________Relation: ______________ 

Name: ____________________________________________Phone: ____________________Relation: ______________ 

Preference of Physician (and permission to contact if needed): 

Name: ___________________________________________________________Phone: __________________________ 

Name: ___________________________________________________________Phone: __________________________ 

Insurance Company: _______________________________________________ Phone: __________________________ 

Policy Number: ___________________________________ Group Number: _______________________________ 

Medical Information:  
Medical Illnesses: __________________________________________________________________________________ 

Last Tetanus shot (mo/yr) ___________________________________Allergies: ________________________________ 

Medications: ______________________________________________________________________________________ 

ANY MEDICATIONS NEEDED TO BE TAKEN DURING COMPETITION REQUIRE A PHYSICIANS NOTE 

Any previous injuries? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Consent for Athletic Training Services and healthcare procedures:  

I hereby give consent for my child to participate in the school's athletic conditioning and training program and to 
receive any necessary healthcare treatment; including first-aid, diagnostic procedures and medical treatment that 
may be provided by physicians, nurses and other healthcare providers, including LECONTE MEDICAL CENTER athletic 
trainers. LECONTE MEDICAL CENTER has my permission to release athletic injury information about my child to the 
school. In the event that I cannot be reached in an emergency, I hereby give my permission for my child to be 
transported to receive necessary medical treatment. 

______________________________________________________________________ __________________________ 
Parent/Guardian Signature (if under the age of 19)     Date 



Sevier County High Schools and  
Grades 6-8 Football, Basketball, and Volleyball  

Athletic Accident Insurance Memorandum 
Dear Parent/Guardian: Below is information describing the athletic insurance program. In the event you need to file a claim during the school year, 
please follow the Claim Procedure instructions.  

BENEFITS  
If accidental bodily Injury occurs while practicing for or competing in interscholastic athletics and requires treatment within 30 days from the 
original date of Injury by a licensed physician, or treatment in a legally constituted hospital, the insurance company will pay the reasonable and 
customary expenses (see LIMITATIONS below) for necessary medical, dental, or hospital care provided within one year from the date of the Injury 
up to the policy maximum amount for any one injury, which are not paid by other collectible insurance plans. You will have free choice of a 
physician and/or hospital for treatment. However, if your child is insured by any insurance plan and that plan requires treatment by a particular 
network of physicians and/or hospitals, and if you choose not to use your assigned network. the school plan will pay benefits as if your other plan's 
network guidelines had been followed.  

CLAIM PROCEDURE 
1) present a claim to your own insurance company FIRST, After a settlement has been made with your insurance company, make certain 
2) A school official must complete Part A on the claim form. B. The parent or guardian must complete Part B on the claim form.  
3) Attach all medical bills (doctors, hospitals, etc.) to the claim form.  
4) Attach either proof of benefits paid by your insurance company or their letter of denial.  
5) Mail completed claim form to: SCHOLASTIC INSURORS, INC, P.O. BOX 3194, JOHNSON CITY, TN 37602. 

NOTE: TREATMENT MUST COMMENCE WITHIN 30 DAYS  
SUBMIT A CLAIM TO SCHOLASTIC INSURORS WITHIN 90 DAYS FROM THE DATE OF ACCIDENT  

ALL TREATMENT MUST BE RECEIVED WITHIN ONE YEAR OF ACCIDENT 

BENEFIT LIMITATIONS 
1) Hospital Room and Board (Semi-private room rate) - Inpatient miscellaneous charges ($5,000 maximum). 
2) Outpatient hospital charges - Non-surgical ($1,000 maximum)/Surgical ($4,000 maximum). 
3) Physician's surgery/fracture care fees and Physicians's non-surgical visits or consultations (Usual & Customary). 
4) Physical Therapy ($25/vislt - $750 maximum). 
5) Dental ($400 per tooth). 
6) Ground Ambulance (1 trip paid in full). 
7) Motor Vehicle ($500 per injury). 
8) Orthopedic Appliance ($500 maximum). 
9) Diagnostic x-rays, MRl's, CAT Scans ($500 per Injury). 

PLEASE READ CAREFULLY:  
The athletic accident Insurance plan wlll only consider medical expenses not payable from other family Insurance plans, such as deductibles and 
Items which may not be covered by your family policy. You must Indicate on this form and the claim form when submitting a claim the name of 
your personal Insurance company before benefits can be paid by this Insurance plan. Failure to provide complete clalm Information will prolong 
payment of allowable benefits. 

Thank you for your cooperation with this program. Please complete below and return to the school.  
RETAIN THIS DESCRIPTION OF COVERAGE FOR YOUR RECORDS. This is a brief description of the plan's benefits 

-----------------------------------------------------DETACH HERE------------------------------------------------------ 
TO: SEVIER COUNTY SCHOOLS 

As parent or guardian of _____________________________________, attending _________________________________ School 
        (Name of Student)                 (Name of School) 

I have read the above information and agree to the provisions of the athletic insurance plan. My family or group insurance 
Coverage is with ___________________________________ Insurance Company(s). The student participates in the following  
                                    (Name of Insurance Co.)  
sports _______________________________________. 

Parent or guardian printed name: ________________________________________________________Date: ___________________ 

Parent or guardian’s Signature: __________________________________________________________Date: ___________________ 



Consent for Cognitive Testing and Release of Information 

This form will be kept on file and considered valid for permission to perform future 
ImPACT baseline and post-concussion testing according to protocol 

Child’s Date of Birth
I give my permission for (name of Child) _____________________________________ 

        _____________________________________ 

To have a post concussion ImPACT (Immediate Post-concussion Assessment and 
Cognitive Testing) administered. I understand that my child may need to be tested more 
than once, depending on the results of the test, as compared to my child's baseline test, 
which is on file at his or her school. I understand there is no charge for the testing.  

LeConte Medical Center may release the ImPACT (Immediate Post-concussion 
Assessment and Cognitive Testing) results to my child's primary care physician, 
neurologist or other treating physician as indicated below.  

Name of parent or guardian: ________________________________________________ 

Signature of Parent or guardian: _____________________________________________ 

Please Print the Following Information: 
Name Doctor: _______________________________________________________ 

Name of Practice of Group: ____________________________________________ 

Phone Number: ________________________________ 

Parent or Guardian phone numbers (please indicate preferred contact number and time if necessary) 

☐Home:__________________________________________  (Preferred contact number) 

☐(Preferred contact number) Work:__________________________________________  

☐(Preferred contact number)  Cell:___________________________________________        

Preferred call time:________________________________________________________ 



 

 

 

 

Beginning with the 2010-11 school year, TSSAA Implemented a new concussion policy that all member 
schools must follow. Every individual Involved in athletics must become more proactive in identifying 
and treating athletes who show signs of concussions. In order to address this critical Issue, the NFHS has 
drafted the following language and made it a part of every sport rule book publication: 

 
Any player who exhibits signs, symptoms or behaviors consistent with a concussion 
(such as loss of consciousness, headache, dizziness, confusion or balance 
problems) shall be immediately removed from the game and shall not return to play 
until cleared by an appropriate health-care professional. 

 
Education is the key to Identifying and treating student-athletes that show signs of a concussion 
during athletic participation. It Is very important that every administrator, coach, parent, official, 
athlete, and health-care provider know the symptoms and steps to take when dealing with student-
athletes that display signs of a possible concussion. Concussion can be a serious health issue and 
should be treated as such. 
 
The TSSAA Board of Control approved the following “TSSAA Concussion Return to Play Form” that 
must be used In practice and games. The form was adapted from the Acute Concussion Evaluation 
(ACE) plan on the CDC website (www.cdc.gov/lniurv). It contains specific Instructions that shall be 
followed before an athlete can return to sports. The form must be completed and signed by a 
licensed medical doctor (M.D.), Osteopathic Physician (0.0.), or a Clinical Neuropsychologlst with 
Concussion Training before an athlete that has been removed 'from practice or a game may return 
to participate. A copy of the form must be kept on file at the school by an administrator. 
 
TSSAA is asking the administration of every TSSAA/TMSAA member school to meet with their 
coaching staff and review this policy prior to the beginning of every sports season. The state office 
will distribute this Information to as many officials, athletic trainers; and health-care providers as 
possible. We ask that school personnel do the same in their area. This information should also be 
given to all parents and student-athletes. 
 
Following is a copy of "Signs/Symptoms of Concussion" to help with the educational process. 
Please make sure every Individual Involved In athletics at your school has and understands this 
Information. The NFHS has also developed a free 20-minute course online entitled 
"Concussion In Sport - What you Need to Know" that we encourage every lndlvldual to take. 
It can be accessed at www.nfhslearn.com. Athletic Directors at all member schools are asked 
to take the lead and require every coach In their school to complete the course and make the 
Information available to parents. Failure to do so Is not an option. Our student-athletes' safety 
must come first. 
 
If you have any questions regarding this, please feel free to contact our office. 
 

REVISED 7/5/2014 

 

http://www.cdc.gov/lniurv
http://www.nfhslearn.com


PROTOCOL FOR SCHOOLS WHEN PLAYERS EXHIBIT SIGNS, SYMPTOMS, OR BEHAVIORS CONSISTENT WITH A 
CONCUSSION DURING PRACTICE OR COMPETITION 

1. Continue to monitor players for possible signs of injury as usual. 
2. Remove any player that shows signs, symptoms, or behaviors consistent with a concussion 

from the activity or competition. 
3. The school shall have the player examined by the school's designated health care provider. 

If the designated health care provider determines that the student has not sustained a 
concussion, the player may return to the activity or competition. 

4. The head coach shall be responsible for obtaining clearance from the school's designated 
health care provider. 

5. If the school does not have access to a designated health care provider, or If the school's 
designated health care provider suspects that the athlete may have sustained a concussion, 
the only means for an athlete to return to practice or play isfor the student to be evaluated 
and cleared by a licensed medical doctor (M.D.), Osteopathic Physician (0.0.) or a Clinical 
Neuropsychologist with Concussion Training. The person clearing the student must complete 
and sign the "TSSAA 

6. Concussion Return to Play'' form. Schools must keep this form on file. 
 
Designated Health Care Providers - Certified Athletic Trainer, Certified Nurse Practitioner, 
Physicians Assistant, Doctor of Medicine, Osteopathic Physician 
 



CONCUSSION 

INFORMATION AND SIGNATURE FORM  
FOR STUDENT-ATHLETES & PARENTS/LEGAL GUARDIANS 

(Adapted from CDC 'Heads Up Concussion in Youth Sports")  

Public Chapter 148, effective January 1, 2014, requires that school and community organizations 
sponsoring youth athletic activities establish guidelines to inform and educate coaches, youth athletes 
and other adults involved in youth athletics about the nature risk and symptoms of concussion/head 
injury.  

Read and keep this page.  
Sign and return the signature page. 

A concussion is a type of traumatic brain injury that changes the way the brain normally works. A 
concussion is caused by a bump, blow or jolt to the head or body that causes the head and brain to 
move rapidly 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. 

 

 

 

 

 

WHAT ARE THE SIGNS AND SYMPTOMS OF CONCUSSION?  

Signs and symptoms of concussion can show up right after the injury or may not appear or be noticed 
until days or weeks after the injury.  

If an athlete reports one or more symptoms of concussion listed below after a bump, blow or jolt to the 
head or body, s/he should be kept out of play the day of the injury and until a health care provider* says 
s/he is symptom-free and it's OK to return to play. 

SIGNS OBSERVED BY COACHING STAFF SYMPTONS REPORTED BY ATHLETES 
Appears dazed or stunned Heachache or “pressure” in head 
Is confused about assignment or position Nausea or vomiting 
Forgets an instruction Balance problems or dizziness 
Is unsure of game, score or opponent Double or blurry vision 
Moves Clumsily Sensitivity to light 
Answers questions slowly Sensitivity to noise 
Loses consciousness, even briefly Feeling sluggish, hazy, foggy, or groggy 
Shows mood, behavior or personality changes Concentration or memory problems 
Can’t recall events prior to hit or fall Confusion 
Can’t recall events after hit or fall Just not “feeling right” or “feeling down” 

 

*Health care provider means a Tennessee licensed medical doctor, osteopathic physician or a clinical 
neuropsychologist with concussion training 

Did You Know? 

• Most concussions occur without loss of consciousness. 
• Athletes who have, at any point in their lives, had a concussion have an increased risk for 

another concussion 
• Young children and teens are more likely to get a concussion and take longer to recover than 

adults. 



CONCUSSION DANGER SIGNS  

In rare cases, a dangerous blood clot may 
form on the brain in a person with a 
concussion and crowd the brain against the 
skull. An athlete should receive immediate 
medical attention after a bump, blow or jolt 
to the head or body if s/he exhibits any of 
the following danger signs: 

• One pupil larger than the other 
• Is drowsy or cannot be awakened 
• A headache that not only does not 

diminish, but gets worse 
• Weakness, numbness or decreased 

coordination 
• Repeated vomiting or nausea 
• Slurred speech 
• Convulsions or seizures 
• Cannot recognize people or places 
• Becomes increasingly confused, 

restless or agitated 
• Has unusual behavior 
• Loses consciousness ( even a brief 

loss of consciousness should be taken 
seriously) 

WHY SHOULD AN ATHLETE REPORT HIS OR 
HER SYMPTOMS?  

If an athlete has a concussion, his/her brain 
needs time to heal. While an athlete's brain 
is still healing, s/he is much more likely to 
have another concussion. Repeat 
concussions can increase the time it takes 
to recover. In rare cases, repeat 
concussions in young athletes can result in 
brain swelling or permanent damage to 
their brains. They can even be fatal. 

 

 

WHAT SHOULD YOU DO IF YOU THINK 
YOUR ATHLETE HAS A CONCUSSION?  

If you suspect that an athlete has a 
concussion, remove the athlete from play 
and seek medical attention. Do not try to 
judge the severity of the injury yourself. 
Keep the athlete out of play the day of the 
injury and until a health care provider* says 
s/he is symptom-free and it's OK to return 
to play. 

Rest is key to helping an athlete recover 
from a concussion. Exercising or activities 
that involve a lot of concentration such as 
studying, working on the computer or 
playing video games may cause concussion 
symptoms to reappear or get worse. After a 
concussion, returning to sports and school 
is a gradual process that should be carefully 
managed and monitored by a health care 
professional.  

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

 

Remember:  

Concussions affect people differently. 
While most athletes with a concussion 
recover quickly and fully, some will have 
symptoms that last for days, or even 
weeks. A more serious concussion can 
last for months or longer. 



Student-athlete & Parent/Legal Guardian Concussion Statement 

Must be signed and returned to school or community youth athletic activity prior to 
participation in practice or play. 

Student-Athlete Name: _________________________________________________________ 

Parent/Legal Guardian Name(s)___________________________________________________ 

After reading the information sheet, I am aware of the following information: 

Student-
Athlete 
Initials 

Statements 
Parent/Legal 

Guardian 
Initials 

 A concussion is a brain injury which should be reported to my parents, 
my coach(es) or a medical professional if one is available. 

 

 A concussion cannot be "seen." Some symptoms might be present right 
away. Other symptoms can show up hours or days after an injury. 

 

 I will tell my parents, my coach and/or a medical professional about mv 
injuries and illnesses. N/A 

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

 I will/my child will need written permission from a health care provider" 
to return to play or practice after a concussion. 

 

 Most concussions take days or weeks to get better. A more serious 
concussion can last for months or longer. 

 

 After a bump, blow or jolt to the head or body an athlete should receive 
immediate medical attention if there are any danger signs such as loss 
of consciousness, repeated vomiting or a headache that gets worse. 

 

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

 

 Sometimes repeat concussion can cause serious and long-lasting 
problems and even death. 

 

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

 

*Healthcare provider means a Tennessee licensed medical doctor, osteopathic physician or a 
clinical neuropsychologist with concussion training 

______________________________________________________ ____________________ 
Signature of Student-Athlete       Date 

______________________________________________________ ____________________ 
Signature of Parent/Legal Guardian      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: 

• fainting or seizures during exercise; 
• unexplained shortness of breath; 
• dizziness; 
• extreme fatigue 
• chest pains; or 
• 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: 

• All youth 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. 712013 



• 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 

• 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. 

• 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         Print Student-Athlete’s Name          Date 

________________________________   _______________________________     ______________ 
Signature of Parent/Guardian         Print Parent/Guardian’s Name          Date 

 

  



MEDICAL RELEASE FOR RETURN TO ATHLETIC PARTICIPATION 

This release is to certify that _____________________________ has been examined 
(Student athlete’s name) 

due to exhibiting the signs or symptoms consistent with sudden cardiac arrest. Following an 
examination, it is my medical opinion that he/she 

_____ Is unable to return to participation in athletics until further notice 

Return appointment scheduled on _______________________ 
(Date) 

_____ May return to limited participation in athletics on______________________ 
(Date) 

_____ Following return to limited participation this student needs to return for re-
evaluation before being released for full participation in athletics. 

_____ May return to full participation on _______________________ 
(Date) 

Restrictions: _____________________________________________________________ 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

__________________________________________________  ___________________ 
Health Care Provider’s Name (Type or Print) Date 

__________________________________________________  ___________________ 
Health Care Provider’s Signature Date 
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