
Player Name: __________________________________________________________    Age: ____________ 

 

Name of Parent and/or Legal Guardian: _________________________________________________________ 

 

1. I understand that the Lamorinda Football Rugby Club has adopted a concussion-related education and awareness 

program. 

2. I understand the following guidelines exist and will respect them if they must be instituted with the above named 

player: 

 An athlete who is suspected of sustaining a concussion or head injury in an athletic activity shall be immediately 

removed from the activity for the remainder of the day. Removal from play can be at the request of a coach, offi-

cial, team manager, parent/guardian, or the player.  

 The athlete shall not be permitted to return to the activity until he/she is evaluated by a licensed health care pro-

vider, who is trained in the management of concussions, acting within the scope of his/her practice.  

 The athlete shall not be permitted to return to the activity until he or she receives written clearance to return to 

the activity from that licensed health care provider.  

3. Should it be determined that the above named player needs to be removed from play, I/we understand that the pro-

tocol outlined herein must and will be followed for the safety of the player. Further, I/we understand that the 

above named player will receive concussion education during the course of the season. 

4. I understand that if I/we suspect the above named player has experienced a concussion or exhibits behavior that 

suggests concussion-like symptoms, I/we have the authority to remove the player from play and begin the con-

cussion protocol with a licensed healthcare provider of my/our selection. 

 

By the signature(s) below, I/we acknowledge responsibility for the above named player in the current season, and 

agree to all of the information stated herein. 

 

_____________________________________________            _____________________________________________ 
Signature     Date    Signature          Date 
 

 

If signing as a Legal Guardian, please state relationship to player: __________________________________________ 

Lamorinda Rugby Football Club 
Concussion Awareness and Protocol  

Parent/Guardian Acknowledgement Form  

2017-2018 Season 



 

 

THIS RETURN TO PLAY IS BASED ON TODAY’S EVALUATION 

 

Care Plan Completed By: __________________________________________________________________ 

 

Date of Evaluation: ____/_____/_______     Return to This Office: ____/_____/_______   Time:  ___________ 

 

 

RETURN TO SPORTS:  

 

 

 

 

 

 

 

 

The following are the return to sports recommendations at the present time: 

 

Sports:    

 

 Do NOT return to sports practice or competition at this time. 

 

                May gradually return to sports practices and competition if successfully completes return to play  

    protocol, and under the following conditions and with the following instructions: ______________ 

  __________________________________________________________________________ 

  __________________________________________________________________________ 

 

 Must return to physician for final clearance to return to competition 

 

  Recommend gradual return to usual activities.  Return of symptoms should result in re-evaluation by 

  physician. 

 

Medical Office Information (Please Print/Stamp): 

 

Evaluator’s Name: ______________________________________________    Office Phone: ______________                              

Evaluator’s Address: _______________________________________________________________________ 

Evaluator’s Signature: ______________________________________________________________________        

1. Athletes should not return to practice or play for at least 24 hours after their head injury 
has occurred. 

2. Athletes should never return to play or practice if they still have ANY symptoms. 

3. Athletes: Be sure that your coach and/or athletic trainer are aware of your injury and 
symptoms, and that they have the contact information for the treating physician. 

Please 

Note: 

 

Concussion Evaluation Form 
This form is adapted from the Acute Concussion Evaluation (ACE) care plan on the CDC website 

(www.cdc.gov/injury). All medical providers are encouraged to review this site if they have questions      

regarding the latest information on the evaluation and care of the athlete following a concussion injury. 

Please initial any recommendations that you select below. 

 

 

 

 


