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Concussion Home Instructions
Physician Referral Checklist
Day-of-injury referral:

· Loss of consciousness on the field
· Amnesia lasting longer than 15 minutes
· Deterioration of neurologic function*
· Decreasing level of consciousness*
· Decrease or irregularity in respirations*
· Decrease or irregularity in pulse*
· Increase in blood pressure*
· Unequal, dilated, or non-active pupils*
· Cranial nerve deficits
· Any signs or symptoms of associated injuries, spine or skull fracture or bleeding*
· Mental status changes: lethargy, difficulty maintaining arousal, confusion, or agitation*
· Seizure activity*
· Vomiting
· Motor deficits (loss of movement) subsequent to initial on-field assessment
· Sensory deficits (loss of feeling) subsequent to initial on-field assessment
· Balance deficits subsequent to initial on-filed assessment
· Cranial nerve deficits subsequent to initial on-field assessment
· Post-concussion symptoms that worsen
· Additional post-concussion symptoms as compared with those on the field
· Athlete symptomatic at the end of game 

Delayed referral (after the day of injury):

· Any of the findings in the day-of-injury referral category
· Post-concussion symptoms worsen or do not improve over time
· Increase in the number of post-concussion symptoms reported
· Post-concussion symptoms begin to interfere with the athlete’s daily activities (i.e.: sleep                
        cognitive difficulties)

*Requires that the athlete be transported immediately to the nearest emergency department












Concussion Home Instructions


I believe that  _______________________________________________________ sustained a concussion on ____________________________

To make sure he/she recovers, please follow these important recommendations:

1. Please remind athlete to report to the athletic training facility on ___________________ for a follow-up
         evaluation.
2. Please review the items outlined on the Physician Referral Checklist (back of the sheet). If any of these problems develop prior to his/her follow-up, please call ______________________________________ or contact the local emergency medical system or your primary care physician. Otherwise, please follow the instructions outlined below:
		It is OK to:
· Use acetaminophen (Tylenol) for headaches
· Use ice packs on head and neck as needed for comfort
· Eat light diet and stay hydrated
· Return to school, with possible accommodations
· Go to sleep
· Rest (no strenuous activity or sports)
	There is NO need to:
· Check eyes with flashlight
· Test reflexes
· Stay in bed
· Wake up every hour

AVOID
· Intensive reading
· Computer usage
· Television
· Cell phone texting
	Do NOT:
· Drink alcohol
· Eat spicy foods
· Hot tub
· Take aspirin/ibuprofen (Advil)








Specific recommendations: _________________________________________________________________________________________________________
Recommendations provided to: _____________________________________________________ Relationship: ______________________________
Cell Phone Number: _________________________________________________ Athlete’s Cell Phone Number: _____________________________
Recommendations provided by: ___________________________________________ Date: _______________________ Time: __________________
Please feel free to contact the Athletic Trainer(s) if you have any questions or concerns:
· Susan Houlihan-Davis, ATC     Athletic Training Facility: 805-965-0581 Ext: 3672      Cell: 805-455-6106
· [bookmark: _GoBack]Joseph Farias, ATC	         Athletic Training Facility: 805-965-0581 Ext: 3672      Cell: 805-636-1294

Athlete Signature: ____________________________________________________________________ Date: _________________________________
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