UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
Utah Youth Soccer Association (UYSA) has developed this form as a uniform method for Qualified Health
Care Providers (Q.H.C.P.) to present a written release for athletes to return to play after having
sustained a concussion, or have been removed from participation due to demonstrating signs,
symptoms, or behaviors consistent with a traumatic brain injury. Final authority for return to play
clearance shall reside with a Q.H.C.P. as designated by the Utah ‘Protection of Athletes with Head
Injuries’ Act (UCA 36-12-13(2)). Prior to returning to competition the concussed athlete shall have a
written release signed by a Qualified Health Care Provider indicating the athlete is medically released to
return to play. The use of this form is required for the clearance of all UYSA affiliated athletes.
An athlete MAY NOT return to play until THIS FORM is signed by a Q.H.C.P. and returned to the
appropriate administrative staff as outlined by the UYSA Concussion Policy.
Players Information
____________________________

__________________

U-____

_______________________

Players Name

Team Name

Age

Event (i.e. tournament, season game)

_____/_____/__________

_____/_____/__________

_______ AM PM

_____/_____ /__________

Date of Injury

Date of Initial Exam

Time of Exam

Date of Birth

The athlete will be released to, ___________________________________ who is an adult over the age
of 18, and is capable of monitoring the above named athletes medical condition. If the above named
adult is not the parent/legal guardian of the above named athlete, then they are responsible for
monitoring the named athlete’s progress until a parent/legal guardian is present, or until athlete is
under the care of a medical professional. If the individual’s symptoms worsen then immediate medical
attention is needed.
______________________________________________________
Signature of Person Responsible for Monitoring Progress

_____/_____/__________
Date

“Overview” Returning Back to the Field Process
Checklist: returning a player back to the field
 Step 1. Initial Evaluation from a Qualified Health Care Provider.
- If an athlete is suspected of having a concussion or is experiencing symptoms of a traumatic
brain injury (TBI) then it is important they are immediately evaluated by a Qualified Health
Care Provider (M.D., Ph.D., A.T.C., P.A., or N.P.).
- They will be diagnosed as having, or not having a concussion.
- If diagnosed as not having, follow the evaluating Qualified Health Care Providers instruction.
- If diagnosed as having a concussion, then proceed to step 2.
 Step 2. Follow up visit with a Qualified Health Care Provider once the athlete is symptom free.
- After the athlete is 100% symptom free they will return to a Qualified Health Care Provider
for further information.
 Step 3. Follow Qualified Health Care Provider’s return to play orders.
- The Qualified Health Care Provider will choose 1 of 2 options for “return to play”. (page 2)
 Step 4. If needed, obtain final clearance from Qualified Health Care Provider.
- If Qualified Health Care Provider chooses option #2, then final clearance will be needed.
 Step 5. Return all completed and signed paperwork to appropriate administrative staff.
- Athletes will not be able to fully return until they are cleared in affinity through UYSA.
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
Evaluation
DIAGNOSIS - for the Q.H.C.P. who is providing the initial evaluation.
The above named athlete has been found to HAVE suffered a concussion on the date of injury
noted above. (The Q.H.C.P. providing the return to play clearance will choose a clearance option below).

____________________ __________________________ ___________________ __/__/____
Health Professional (print name) Health Professional (signature)

Phone: (______ )________ -_____________________

Qualification: (M.D., A.T.C., etc) Date

Email:____________________________________________________

Health Professional Office Number

Health Professional Email

LIABILITY STATEMENT - for Q.H.C.P. providing return to play clearance (details below).
QUALIFIED HEALTH CARE PROVIDER STATEMENT
I ___________________________________, am a Qualified Health Care Provider as specified in the
Utah Youth Soccer Association Concussion Management Policy (M.D., Ph.D., A.T.C., N.P., P.A.). I am
trained in the management, evaluation, and treatment of a concussion and:




Licensed under Utah Code, Title 58, and Division of Occupational and Professional Licensing.
Can evaluate and manage a concussion within the scope of my practice.
Within 3 years have successfully completed a continuing education course in the evaluation and
management of concussions.

__________________________

________________________

(Qualification (M.D., PhD, A.T.C., N.P., P.A.)

Utah License Number (optional)

__________________________

___/___/______

(______)_______-_________

Signature Date

Date

Phone Number

RETURN TO PLAY CLEARANCE

QUALIFIED HEALTH CARE PROVIDER - Clearance Options
(Qualified Health Care Provider - Please choose 1 of the following 2 options)

 Option 1: Player is released to return back
to play with no restrictions as of the following
date: ____/____/________.
* As a Qualified Health Care Provider, It is my professional
opinion that the above named athlete does not need to
complete the R.T.P.P. (details page 3)



Option 2: Player is released to return back
to play after successfully completing the
Return to Play Protocol (R.T.P.P.) (details page 3)

*It is understood that the final signature below is being
granted, and the above named athlete is not required to
complete the R.T.P.P. (details pg. 3)

__________________________________ ___/___/______
Health Professional - signature
Date
(Permission to start R.T.P.P.)
*It is understood that the final signature below will not be
granted until the athlete has completed the R.T.P.P. and has
returned back to me (Q.H.C.P.) for a follow up visit.

*By signing this form I acknowledge that I am releasing the
above named athlete to full return to play with no restrictions
and providing a final clearance.

*By signing this form I acknowledge that the above named
athlete has successfully completed the R.T.P.P. and release to
play with no restrictions. I am providing final clearance.

_______________________________
Health Professional - signature
(Final Clearance)

__________________________________
Health Professional - signature
(Final Clearance)

___/___/______
Date

___/___/______
Date
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
Return to Play Protocol Requirements









The R.T.P.P. was designed as a safe, gradual return to sport protocol ensuring that an increase in
activity level does not cause a reoccurrence of symptoms.
It is expected that each athlete will start in stage 1 and remain in stage 1 until they are able to
complete the stage symptom free.
There must be a 24 hour window between each successfully completed stage, before the next
state is attempted.
If symptoms occur during any stage then stop activity. That stage may be attempted again in 24
hours.
It is recommended that if a single stage cannot be passed symptom free within 2 attempts then
the athlete should return to the Qualified Health Care Provider and report symptoms.
A player’s parent(s) or legal guardian(s) shall be responsible for overseeing the completion of
the R.T.P.P.
Parents/legal guardians may seek assistance for the R.T.P.P., but liability for an accurate and
completed protocol will reside with the parents/legal guardians.
Once the protocol has been completed, and athlete has received the final signature from the
Qualified Health Care Provider (page2), this information must be emailed, faxed or delivered to
the appropriate administration (Appropriate Administration is defined in the UYSA Concussion Policy).

RETURN TO PLAY PROTOCOL (R.T.P.P.)
Stage

1. Aerobic &
Jogging

2. Full Practice
NO HEADING

3. Full Practice
No Restrictions

Exercises and Activities

Experience any
symptoms

(Examples)

(circle)

50%-75% of estimated maximum
heart rate for up to 30 minutes.
-NO Heading Allowed.
-NO contact with another player.
-Conditioning
based to see
reactions to the brain with an
increased heart rate.
Released to practice with the team,
but must avoid excessive contact.
-NO Heading Allowed.
-Free to play, but must avoid head
contact with any object.
-Confirm that stress of playing does
not cause symptoms to reoccur.
Release to full practice with no
restrictions.
-Heading IS Allowed.
-Final test before receiving
approval from Qualified Health
Care Provider.
-Confirm that playing at full speed
and with contact does not cause
symptoms to reoccur.

Date Tested

Date
Completed
(Adult Initials)

Yes
No

Yes
No

Yes
No
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
Player Symptom Tracking Sheet



To be filled out on a daily basis until are symptoms scores are “0”
Preferably done at the same time every day ± 2 hours.
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM

PHYSCIAN EVALUATION FORM
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
PHYSCIAN EVALUATION FORM
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UTAH YOUTH SOCCER ASSOCIATION
CONCUSSION CLEARANCE FORM
CONCUSSION DIAGNOSIS FORM
For the USE and RECORD of the Q.H.C.P. making the initial diagnosis
(Please tear this sheet from the packet and keep for your personal records)

PLAYERS INFORMATION
____________________________

__________________

U-_____

________________________

Players Name

Team Name

Age

Event (i.e. tournament, season game)

_____/_____/__________

_____/_____/__________

_______ AM PM

_____/_____ /__________

Date of Injury

Date of Initial Exam

Time of Exam

Date of Birth

The athlete will be released to, ___________________________________ who is an adult over the age of 18, and
is capable of monitoring the above named athletes medical condition. If the above named adult is not the
parent/legal guardian of the above named athlete, then they are responsible for monitoring the named athlete’s
progress until a parent/legal guardian is present, or until athlete is under the care of a medical professional. If the
individual’s symptoms worsen then immediate medical attention is needed, and required.
______________________________________________
Signature of Person Responsible for Monitoring Progress

(________)________-____________
Contact Info.

SIGNS AND SYMPTOMS
Did the athlete suffer Loss of Conscious: Yes

No

_____/_____/__________
Date

Unknown

Headache

Slow to
Respond

Difficulty
Balancing

Slurred
Speech

Retrograde
Amnesia

Anterograde
Amnesia

Nervousness

Dizzy

Dazed

Photophobia

Tinnitus

Fatigue

Depressed

Confused

Nausea

Vomiting

Diplopia

Foggy

Sadness

Nervous

Irritable

Notes:

*** If more space is needed, please use the back of the page.

_______________________________________________________________________________
Health Professional Signature

_____/_____/_________
Date
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