
Parent/Guardian Approval

Return to School Day Activities Following A Concussion

Date:  ______________________ School: _____Addenbrooke Classical Academy___________________________________

School Site Concussion Coordinator:___Trisha Caldwell___________ __________

Student: ____ __________________________________

Dear Parent/Guardian,

Your child was placed on concussion protocol on ________________. Your child is no longer exhibiting any

signs/symptoms of a concussion and no longer is in need of academic adjustments. We encourage you to have your child

evaluated by a medical provider to confirm the resolution of the injury. In order to remove your child from the

concussion protocol and return to all school day physical activities we will need the following;

A release from a medical provider OR Sign this form acknowledging you agree and have completed the process below.

I acknowledge the following:

❏ I am aware of the seriousness of a concussion.

❏ I acknowledge that it is best practice to have my child evaluated by a medical provider for medical clearance

following a concussion.

❏ I Recognize that allowing my student to prematurely participate in physical activity post-concussion/head injury

could result in a secondary head injury (second impact syndrome).

❏ My student is no longer displaying any concussion symptoms at home.

❏ I approve my child to return to all school day activities including PE, recess, and/or all other

organized/unorganized physical school activities.

❏ My student has completed a gradual return to activity at home, as outlined in the table below:

Please contact your district RN with any questions or concerns.

__________________________________________

Parent/Guardian Print Name

_____________________________________________   _______________________

Parent/Guardian signature Date DHS 08/2020


