OUR STUDENTS, ouRr TEAMS . . LOUR F‘U;TLJRE'.

_ Arizona Interscholastic Association, Inc.
ild Traumatic Brain Injury (MTBI) / Concussion
Annual Statement and Acknowledgement Form

1, (s’ruden’r),.dcknowledge that I have to be an aclive parficipant in my own
healih and have the direct responsibility for reporting all of my injuries and illnesses o the school staff (e.g.,
coaches, team physicians, athletic training staff). 1 further recognize that my physical condition is dependent
upon providing am accurate medical hisfory and a full disclosure of any symptorms, complaints, prior injuries
and/or disabilities experienced before, during or after athletic activities.

By signing below, [ acknowledge:
o My institution has provided me with specific educational materials including the CDC Concussion
fact sheet (h’f’rp://www.cdc.gov/concussion/HeudsUp/you’(h.h’rml) on what a concussion is and has
given me an opportunity fo ask questions. -
» | have fully disclosed fo the staff any prior medical conditions and will also disclose any future con-
ditions. -
- . There is a possibility that parficipation in my sport may result in a head injury and/or concussion.
In rare cases, these concussions can cause permanent brain damage, and even death.
. A concussion is d brain injury, which | am responsible for reporting to the tearn physician or athlet-
ic frainer. 2
» A concussion can affect my ability to perform everyday activities, and affect my reaction fime, bal-
ance, sleep, and classroom performance.
' Some of the symptoms of concussion may be noticed right away while other symptoms can show
up hoursor days after the injury. . )
. If| susped a teammate has a concussion, | am responsible for reporting the injury fo the school
staff. ~

. [ will notreturn fo play in a game or practice if | have received a blow fo the head or body that
results in concussion related symptoms. ~ : )
. « ] will notreturn fo play in a game or pracfice until my symptoms have resolved AND | have written
clearanceto do so by d qualified health care professional. .
. Following concussion the brain needs fime to heal and you are much more likely fo have a repeat
concussion or further damage if you return to play before your symptoms resolve.

Based on the incidence of concussion as published by the CDC the following sporis have been identified as
high risk for concussion; baseball, basketball, diving, football, pole vaulting, soccer, softball, spiritline and
wrestling. '

[ represent and cerfify that I and my parent/guardian have read the enfirety of this document and fully
understand the contents, consequences and implications of signing this document and that | agree to be
bound by this document.

Student Athlete:

Print Name: Signature: Ddte:

Parent or legal guardian must print and sian name below and indicate date signed:
Print Name: ] Signature: : Date:

e
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Parental consent for minor athletes is generally required for sports medicine services, defined as services including,
but not limited to, evaluation, diagnosis, first qid and emergency care, stabilization, treatment, rehabilitation and
referral of injuries and illnesses, along with decisions on return fo play after injury or illness. Occasionally, those
minor athletes require sports medicine services before, during and-after their participation in sport-related activifies,
and under circumstances in which a parent or legal guardian is not immediately available to provide consent
pertaining fo the specific condition affecting the athlete. In such instances it may be imperative to the health and
safety of those athletes that sports medicine services necessary fo prevent harm be provided immediately, and not
be withheld or delayed because of problems obtaining consent of a parent/guardian.

Accordingly, as a member of the Arizona Interscholastic Association (AlA), (hame
of school or district) requires as a pre-condition of participation in inferscholastic activities, that a parent/guardian
provide written consent fo the rendering of necessary sporis medicine services fo their minor athlete by a qualified
medical provider (QMP) employed or otherwise designdted by the school/district/AlA, fo the extent the QMP deems
necessary fo prevent harm fo the ctudent-athlete. It is understood that. a QMP may be an athletic trainer, physician,
physician assistant or nurse praciitioner licensed by the state of Arizona ‘(or the state in which the student-athlete
s located at the time the injury/illness occurs), and who is acting in accordance with the scope of practice under
their designated state license and any other requirement imposed by Arizona law. In emergency situations, the QMP
may also be a certified paramedic or emergency medical technician, but only for the purpose of providing emérgency
care and fransport as designated by sfate regulation and standing profocols, and not for the purpose of making
decisions about return to play.

PLEASE PRINT LEGIBLY ORTYPE

“1 A . the undersigned, am the  parent/legal  guardian of,

_, aminor and student-athlete at

(name of school or district) who infends fo participate in inferscholastic sports and/or acfivities.

{ understand that the school/district/AlA employs or designates QMP's (as defined above) fo provide sports medicine
services (as also defined above) io the school’s inferscholastic athlefes before, during or after sport-related activifies,
and that on cerfain occasions there are sport-related acfivifies conducted away from the school/district facilities
during which ofher GMP's are resporsibtefor-providing such-sporis medicine services. | hereby give consent fo any

such QMP fo provide any such sports medicine services to the above-named minor. The QMP may make decisions
on return to play in accordance with the defined scope of practice under the designated state license, except as
otherwise limited by Arizona law. | also understand that documentation pertaining fo any sports medicine services
provided to the ahove-named minor, may be maintained by the QMP | hereby authorize the QMP who provides
such services to the above-named minor to disclose <uch information about the athlete’s injury/illness, assessrment,
condition, freatrnent, rehabilitation and return to play status fo those who, in the professional judgment of the QMF,
are required to have such information in order to assure optimum treatment for and recovery from the injury/iliness,
@nd to protect the health and safety of the minor. | understand such disclosures may be made o above-named
minor's coaches, athletic director, school nurse, any classroom tfeacher required to provide academic
accommodation to assure the student-athlete’s recovery and safe return fo activity, and any reating QMP.

If the parent believes that the minor i« in need of further treatment or rehabilitation services for the injury/illness,
the minor may be treated by the physician or provider of his/her choice. 1 understand, however, that all decisions
regarding same day refurn fo activity following injury/iliness shall be made by the QMP employed/designated by the
school/district/AlLA. '

Date: Signature:

£ Ath W ie e rormired vons visit NextCore Jocations for your healthcare needs. 1



