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                                           SESC Care and Prevention                                             
 

Care and Prevention 

for Training and Games 

Before activity: 

-Have the club provided first aid kit available and stocked with the required supplies 

-Have child medical information and parent/guardian contact information 

-Inspect field, equipment (shoes, goals, no jewelry etc…) prior to the start of training 
and games 

-Make sure there is ample water available 

 

During activities: 

- If in doubt call 911.  It is better to error on the side of caution than to not have taken 
appropriate action. 

-If there has been a concussion or it is suspected that there may have been a concussion 
then follow SESC policy on concussions. 

-If the incident is not life threatening or it has been determined that 911 is not an 
appropriate response then: 

 A. Note the position of the injured part 
 B. Look for swelling and deformity 
 C. Compare with the opposite side 
 D. As the player or teammates what happened 
 
Treatment should be as follows remembering R.I.C.E.  

 R: Remove the athlete from the situation 
 I: Apply ice to the injured part 
 C: Apply compression bandage 
 E: Elevate the body part 
 



                                           SESC Care and Prevention                                             
-The athlete should not be able to return to play in practice or game conditions until the 
following criteria have been met: 
  
 

 
A. The player should be able to run straight without pain: run and turn in a figure 

eight without a sign of a limp. 
 B. The player should be able to support weight with the injured part.  If the injury 
is an ankle or knee, he should be able to do a toe raise on the injured side without being 
supported. 
 C. There should be no pain or swelling or disability following activity.  
 
After activity: 

-Follow up with the parent or guardian either in person or via phone.  Advise them of 
the situation and the actions that were taken. 

 

 
 

  



 
Southeast Soccer Club Sideline Concussion Management  

Check List 

Blow to the head OR body, and/or whiplash 
If back or neck injury suspected, OR if athlete loses consciousness, contact emergency 
services immediately (call 911). If not, progress to next step. 
RECOGNIZE  does athlete report or demonstrate signs/symptoms of a concussion? 

Signs (Observed by others) Symptoms (reported by athlete) 
 Athlete appears dazed or stunned  Headache 
 Confusion  Fatigue 
 Forgets Plays  Nausea or vomiting 
 Unsure about game, score, opponent  Double vision, blurry vision 
 Moves Clumsily (altered coordination)  Sensitive to light or noise 
 Responds slowly to questions  Feels sluggish 
 Personality changes   
 Balance Problems 

with eyes closed for at least 30 sec) 
 Problems concentrating 

digits in a row backwards) 
 Forgets events prior to hit (ask about the 

score, last play, etc.) 
 Problems remembering 

details about the game  score, etc.) 
 Forgets events after the hit  
 Loss of consciousness (any duration)  

 
REMOVE from activity 
Contact parents 
Document incident with Sideline Concussion Documentation form 
Monitor athlete 
RED FLAGS  Call 911 immediately, IF at any time, the individual: 

 Loses consciousness 

 Vomits repeatedly (more than 1 time) 

 Demonstrates extreme drowsiness (cannot be awakened)  

 Is extremely confused (does not know familiar people, self, what year it is, etc.) 

 Has an extreme headache that comes on very, very quickly 
 

REFER the athlete for medical evaluation  give parent/s Sideline Concussion 
Documentation with physician release form on reverse side 
Document the incident in Concussion Incident Log 
BEFORE PLAY AGAIN  must have signed Return to Participation Medical Release 
(RPMR). This can happen no sooner than the next day. 
File the RPMR with your Concussion Incident Log 



Southeast Soccer Club Sideline Concussion Documentation 

Athlete name: ___________________       Date of birth: ___/___/___  Age/Grade: ____/_____ 

 

 

 

 

 

 

 

 

 

 

 

Monitoring Symptoms 

Ask player to rate each symptom 
immediately after the injury, 15 minutes 
after, and 30 minutes after, using a scale 
of 0 to 3: 

 0  none 
 1  a little 
 2  medium  
 3  a lot 

Enter the rating in each box for each 
symptom at the time intervals listed. 

 

 

 

Symptom Immediately 15 min after 30 min after 
Headache    
Dizziness    
Vision changes    
Light sensitivity    
Noise sensitivity    
Neck pain    
Feeling distracted    
Fatigue    
Tingling/loss of movement    
Feeling foggy/cloudy/out of it    
Difficulty remembering    
Upset/emotional    

OBSERVATIONS 
Team: ____________________ Date: _______________ Venue: _____________________ Current time: ____________ 

Time of Injury: __________     Documentation completed by: _____________________   Phone #: ____________ 
        Coach        ATC       Parent      Other: ___________________ 
1. Loss of consciousness?       Yes      No  1  Duration of LOC____________ 

2. Were seizures observed?         Yes      No     Comments: _________________________________________________ 

3. Was vomiting observes?        Yes      No   

4. Injury description:  Fall           Hit head on other player         Hit head on ground/object         Struck by object          
  5. Location of Impact:    On the head-           Front         Left Front         Right Front         Left Back         Right Back         Back                           

Other location-        Neck          Indirect Force 
6. Last memory before the impact: ________________________ (Duration of time between memory and impact: ___________) 

7. First memory after the impact: _________________________  (Duration of time between impact and memory: ___________) 

FUNCTION 

1. Oriented to:  self  location        score       opponent   last play 

2. Does player stagger, sways, stumbles or appears uncoordinated?       Yes      No 

3.     Yes      No   

4. Does the player seem dazed, is the player responding slowly, or acting different than usual?       Yes      No   



SESC Concussion Return to Participation Medical Release 

Athlete name: ___________________       Date of birth: ___/___/___  Age/Grade: ____/_____ 

 Dear Physician,  
 
This athlete has been referred to you due to a suspected concussion sustained during play. Please evaluate this player to 
determine if player sustained a concussion, review the Graduated, Step-wise Return to Participation Progression below, and 
make recommendations as you see fit. If you determine the player has sustained a concussion, the SESC will follow your 
recommendations, and will not allow a player to return to full sports participation within 2 weeks of the injury (regardless of 
whether player is released to play by you prior to that time).Thank you for your assistance! 
 

Additional information can be found at: www.cdc.gov/concussion/HeadsUp/physicians_tool_kit.html 

Have you determined that this player sustained a concussion?  No (Skip to bottom of page and sign)  Yes (Next section) 

 

GRADUATED, STEP-WISE RETURN TO PARTICIPATION PROGRESSION  

1. No activity: Complete rest, both physical and cognitive. This may include staying home from school or limiting school 
hours and/or homework as activities requiring concentration and attention may worsen symptoms and delay recovery. 

2. Light aerobic exercise: Walking or stationary bike at low intensity; no weight lifting or resistance training. 

Before progressing to the next stage the student must be healthy enough to return to school full time. 

3. Sport specific exercise: Sprinting, dribbling basketball or soccer; no helmet or equipment, no head impact activities. 

4. Non contact training: More complex drills in full equipment. Weight training or resistance training may begin. 

5. Full contact practice: Participate in normal training activities. 

6. Unrestricted Return to Participation/full competition  

The athlete should spend a minimum of one day at each step. If symptoms re occur, the athlete must stop the 
activity. The student must rest for a minimum of 24 hours and then resume activity one step below where he or 

she was when the symptoms occurred. Graduated return applies to all activities including academics, 
electronics, sports, riding bikes, playing with friends, PE classes, chores, etc. 

THIS SECTION TO BE COMPLETED BY PHYSICIAN/HEALTH CARE PROFESSIONAL 

 This athlete may NOT return to any sport activity until medically cleared. 

 Athlete should remain home from school to rest and recover until next follow up with physician on 
______________________ (date). 

 Please allow classroom accommodations, such as extra time on tests, a quiet room to take tests, and a 
reduced workload when possible. Additional Recommendations: ______________________________________ 
___________________________________________________________________________________________ 

 Athlete may begin graduated return at stage circled above.  

Physician/Health Care Professional Signature: ____________________________________   Date: _______________ 

Physician/Health Care Professional Name/Title: __________________________________    Phone:___________________ 




	CONCUSSION 2015.pdf
	1
	2
	3


