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P.O. Box 800 
Craig, AK 99921 
Phone (907) 826-2274 
Fax (907) 826-3016 
craigschools.com 

 
 
 
 
 

 
 
 
 
 
 

Participant’s Name ________________________________ Activity __________________________ 
 
Each Craig student represents everyone connected with the school; students, staff, parents, and the community. For 
this reason, each student has responsibilities when s/he decides to participate in a school activity. Therefore, each 
Craig student will: 

1. Conduct him/herself appropriately in the role of school and community representative. S/he accepts 
responsibility for his/her actions and will act in a mature manner, including the use of appropriate language 
and respectful behavior at all time.   

2. Meet the Alaska School Activities Association and/or Craig Schools standards for eligibility in order to 
participate. 

3. Obey the instructions of the coach/sponsor/chaperone in a respectful manner.  Further, the supervising 
adult will know of and agree to the student’s whereabouts at all times.  The decisions of the supervising 
adult are final. 

4. Attend and participate in all scheduled activities and curfew times. 

5. Show good sportsmanship at all times, keeping temper and emotions under control. 

6. Be neat and clean in appearance and dress appropriately for activities. 

7. Adhere to all standards for behavior as established in the Craig Schools Student Handbook. Violations that 
are also against the law (possession, use or distribution of alcohol, illegal drugs, or tobacco products; 
shoplifting, etc.) will result in the student being immediately sent home. 

8. Attend all classes the school day preceding and following an activity/event. 

9. Attend ten practices (five if transferring from another sport) before participating in the first contest of the 
season. 

10. Provide evidence of a current physical and insurance coverage/self-insurance. 

11. Remove him/herself immediately from situations where others may be participating in violations of this 
Activities Agreement. 

12. When students elects to participate in activities involving travel, parents will be asked to sign an agreement 
to reimburse the District if the student declines to travel after tickets are purchased. 

13. Students participating in all extra curricular activities are required to pay a $125 activity fee per sport, up to 
$250 maximum per year. In addition the maximum fee per family will be $350 per year. 

Activities Agreement 
Jack Walsh, Superintendent                       Kim Brand, Principal       
   

                   s 
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14. I authorize the Craig City School District to conduct a drug/alcohol screening prior to the start of the sports 
season, and on a random basis thereafter.  

Students participating in activities shall be notified in advance when they are scheduled to travel. Students must 
commit to travel at that time. Once tickets have been purchased, students who decide not to  travel, except in cases 
of emergency or ineligibility, will reimburse the district for the cost of the tickets.(AR 6153 (b)) 
 
In addition, we, the undersigned student and parent/guardian understand that: 

• Violations of any section of this Activities Agreement may result in the immediate removal from the 
activity and, if traveling, the parent/guardian is responsible for the full expense of the student’s immediate 
return to Craig. Additional consequences in accordance with Craig Schools discipline procedures will be 
enforced. 

• The District does not carry student medical insurance. 

• The parent/guardian, in consideration of the student’s opportunity to participate in the school activity, 
hereby gives consent to emergency medical treatment as may be necessary for the welfare of the named 
student by a physician, qualified nurse, and/or hospital during all periods of time in which the student is 
away from his/her legal residence as a member of the approved student activity or group, and hereby 
waives, on behalf of him/herself and the named student, any liability of the school district, and of its 
officers, agents or employees, arising out of such medical treatment.  

We have read, understand, and agree to abide by the provisions of this Activity Agreement. 
 
 
 
Signature of Student_____________________________________________Date____________ 
 
 
 
Signature of Parent/Guardian____________________________________    Date______________ 
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6WXGHQW��3DUHQW�*XDUGLDQ�
acknowledgement form
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Please read the following statements, sign below and return to your school’s office

Sport or Activity School

Printed Name of Parent/Guardian Parent/Guardian Signature Date 

_______/______/______

Printed Name of Student Student Signature Date 

_______/______/______
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Student Last Name

Address

Student First Name MI

City Zipcode

GradeDate of birth

 _____/_____/_____

Phone Email 

School

STUDENT

Parent/Guardian Last Name

Address

Parent/Guardian First Name MI

City Zipcode

Phone Email 

Phone Email 

PARENT/GUARDIAN

Coach/Advisor Last Name

Address

Coach/Advisor First Name MI

City Zipcode

COACH/ADVISOR

Principal Last Name Principal First Name

School

MI

PRINCIPAL

$6$$�3$5(17���*8$5',$1�&216(17�)25�678'(17� 
75$9(/�$1'�3$57,&,3$7,21�
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

PAGE 2 of 2

,�KHUHE\�JLYH�P\�FRQVHQW�IRU�WKH�DERYH�QDPHG�VWXGHQW�WR�HQJDJH�LQ�$6$$�RU�VFKRRO�GLVWULFW�DSSURYHG�LQWHUVFKRODVWLF�DFWLYLWLHV�
DV�D�UHSUHVHQWDWLYH�RI�KLV�KHU�VFKRRO���,�DOVR�JLYH�P\�FRQVHQW�IRU�WKH�WKH�DERYH�QDPHG�VWXGHQW�WR�DFFRPSDQ\�WKH�JURXS�DV�D�
PHPEHU�RQ�RXW�RI�WRZQ�WULSV��,�KDYH�UHFHLYHG�DQG�KDYH�UHYLHZHG�WKH��3DUHQWV�*XLGH�WR�&RQFXVVLRQ�LQ�6SRUWV���

Parent/Guardian name (please print) Parent/Guardian signature Date

 _____/_____/_____

,�XQGHUVWDQG�WKDW�WKH�$ODVND�6WDWH�%RDUG�RI�(GXFDWLRQ�DQG�$ODVND�6FKRRO�$FWLYLWLHV�$VVRFLDWLRQ��$6$$��GR�QRW�FDUU\�PHGLFDO�
RU�OLDELOLW\�LQVXUDQFH�FRYHULQJ�VWXGHQWV�WUDYHOLQJ�IRU�LQWHUVFKRODVWLF�DFWLYLWLHV��,�+(5(%<�:$,9(�21�%(+$/)�2)�0<6(/)�
$1'�7+(�$%29(�1$0('�678'(17�$1<�/,$%,/,7<�5(63216,%,/,7,(6�2)�7+(�%2$5'�2)�('8&$7,21�25�
$6$$��(,7+(5�25*$1,=$7,21$//<�25�)25�$1<�2)�,76�2)),&(56��$*(176�25�(03/2<((6��)25�,1-85,(6�
25�'$0$*(6�6867$,1('�,1�7+(�,17(56&+2/$67,&�352*5$0�� I also understand that medical or liability insur-
ance is my responsibility. 

Parent/Guardian name (please print) Parent/Guardian signature Date

 _____/_____/_____

,Q�FRQVLGHUDWLRQ�RI�WKH�DERYH�QDPHG�VWXGHQW·V�RSSRUWXQLW\�WR�SDUWLFLSDWH�LQ�LQWHUVFKRODVWLF�DFWLYLWLHV��,�KHUHE\�JLYH�P\�FRQVHQW�
WR�PHGLFDO� H[DPLQDWLRQ��HPHUJHQF\�PHGLFDO� WUHDWPHQW��KRVSLWDOL]DWLRQ�RU�RWKHU�PHGLFDO� WUHDWPHQW�DV�PD\�EH�QHFHVVDU\� IRU�
the welfare of the above named student, by a physician, nurse practitioner, PA, athletic trainer, community health aid, and/or 
KRVSLWDO�LQ�WKH�HYHQW�RI�LOOQHVV�RU�LQMXU\�GXULQJ�DOO�SHULRGV�RI�WLPH�LQ�ZKLFK�WKH�VWXGHQW�LV�DZD\�IURP�KLV�RU�KHU�OHJDO�UHVLGHQFH�
DV�D�PHPEHU�RI�DQ�LQWHUVFKRODVWLF�DFWLYLW\�JURXS��,�IXUWKHU�KHUHE\�ZDLYH�RQ�EHKDOI�RI�P\VHOI�DQG�WKH�DERYH�QDPHG�VWXGHQW��DQ\�
OLDELOLW\�RI�WKH�VFKRRO�GLVWULFW�RU�$6$$��LWV�RIILFHUV��DJHQWV�RU�HPSOR\HHV��DULVLQJ�RXW�RI�VXFK�PHGLFDO�WUHDWPHQW��
&RYHUDJH�LV�SURYLGHG�DV�IROORZV�� ��1DWLYH�6HUYLFHV� ��0LOLWDU\� ��3ULYDWH�,QVXUDQFH�&DUULHU
� ��1RQH��,�ZLOO�DVVXPH�ILQDQFLDO�UHVSRQVLELOLWLHV�IRU�LQMXULHV�

1DPH�RI�,QVXUHU�BBBBBBBBBBBBBB� 3ROLF\�1XPEHU��BBBBBBBBBBBBBBBBBBBBBB�3KRQH�RI�,QVXUHU�BBBBBBBBBBBBBBBBBBBB�
Parent/Guardian name (please print) Parent/Guardian signature Date

 _____/_____/_____
Parent/Guardian phone number Parent/Guardian emergency phone number

Continuation

CONSENT FOR PARTICIPATION

INSURANCE COVERAGE

CONSENT FOR EMERGENCY MEDICAL TREATMENT

Personal Physicians Name Personal Physicians phone number
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,�KHUHE\�DXWKRUL]H�\RX�WR�UHOHDVH�FRSLHV�RI�DOO��PHGLFDO�LQIRUPDWLRQ�LQ�\RXU�SRVVHVVLRQ��ZKHWKHU�SDSHU�RU�HOHFWURQLF��UHODWLQJ�
to student health review/exams of the student identified below to the school or school district in which the student is enrolled 
and to appropriate health care providers.

,�DP�WKH�SDUHQW�RU�OHJDO�JXDUGLDQ�RI�WKH�DERYH�VWXGHQW��DQG�DXWKRUL]H�WKH�IRUHJRLQJ�UHOHDVH�RI�PHGLFDO�LQIRUPDWLRQ�WR�WKH�
student's school/school district and to appropriate health care providers.

7KLV�UHOHDVH�DXWKRUL]HV�GLVFORVXUH�RI�WKLV�LQIRUPDWLRQ�WR�WKH�VFKRRO�IRU�SXUSRVHV�RI�WKH�VFKRRO
V�GHWHUPLQLQJ�WKH�ILWQHVV�RI�WKH�
VWXGHQW�WR�SDUWLFLSDWH�LQ�VWUHQXRXV�SK\VLFDO�DFWLYLWLHV��LQFOXGLQJ�EXW�QRW�OLPLWHG�WR�FRPSHWLWLYH�DWKOHWLF�HYHQWV��
I understand that the medical information disclosed by the medical provider to the school may be further disclosed by the school 
to the school's administrators, athletic director and coaches of any interscholastic activities in which I seek to participate.  
I understand that once the information is disclosed, it may be re-disclosed by the recipient and federal law may not protect the 
information.  
,�XQGHUVWDQG�WKDW�,�PD\�UHYRNH�WKLV�DXWKRUL]DWLRQ�LQ�ZULWLQJ�DW�DQ\�WLPH��H[FHSW�WR�WKH�H[WHQW�DFWLRQ�KDV�EHHQ�WDNHQ�LQ�UHOLDQFH�
on this authorization.  
,�FHUWLI\�WKDW�WKH�VLJQDWXUHV�RQ�WKLV�UHOHDVH�DUH�YROXQWDU\��
3KRWRFRSLHV�RI� WKLV�UHOHDVH�VKDOO�KDYH�WKH�VDPH�DXWKRULW\�DV� WKH�RULJLQDO�� �7KLV�UHOHDVH�ZLOO�H[SLUH�RQH�\HDU�IURP�WKH�GDWH�RI�
VLJQDWXUHV�RQ�WKLV�IRUP��XQOHVV�UHYRNHG�HDUOLHU�E\�PH�LQ�ZULWLQJ���
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Medical Provider

Name of school or school district

CONSENT OF PARENT

Signature of student

Printed or typed name of student

Student’s social security number

Date of signature

 ________/_________/_________

Signature of parent / legal guardian

Printed or typed name of parent / legal guardian

Date of signature

 ________/_________/_________

Date of birth

 ________/_________/_________

TO:
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

SECTION A: To be completed by parent or guardian.

Student Last Name

Address

Student First Name MI

City Zipcode

GradeDate of birth

 _____/_____/_____

Phone Emergency Phone Date of last physical exam

 ________/_________/_________
Last tetanus shot

_____/______/____

Last measles shot

______/______/___

Last TB skin test

______/______/___

Are your immunizations up to date

  YES NO
1.� +DYH�\RX�HYHU�EHHQ�KRVSLWDOL]HG" . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   
2. +DYH�\RX�HYHU�KDG�VXUJHU\" . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
3.� $UH�\RX�SUHVHQWO\�WDNLQJ�DQ\�PHGLFDWLRQV�RU�SLOOV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
4.� +DYH�\RX�HYHU�SDVVHG�RXW�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
5. +DYH�\RX�HYHU�EHHQ�GL]]\�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
6.� +DYH�\RX�HYHU�KDG�FKHVW�SDLQ�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
7.� 'R�\RX�WLUH�PRUH�TXLFNO\�WKDQ�\RXU�IULHQGV�GXULQJ�H[HUFLVH"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
8.� +DYH�\RX�HYHU�KDG�KLJK�EORRG�SUHVVXUH"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
9.� +DYH�\RX�HYHU�EHHQ�WROG�WKDW�\RX�KDYH�D�KHDUW�PXUPXU"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
10.� +DYH�\RX�HYHU�KDG�UDFLQJ�RI�\RXU�KHDUW�RU�VNLSSHG�EHDWV"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
11.� +DV�DQ\RQH�LQ�\RXU�IDPLO\�GLHG�RI�KHDUW�SUREOHPV�RU�VXGGHQ�GHDWK�EHIRUH�DJH���"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
12. Do you have any skin problems (itching, rashes, acne)"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
13.� +DYH�\RX�HYHU�KDG�D�KHDG�LQMXU\"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
14. +DYH�\RX�HYHU�KDG�D�FRQFXVVLRQ"��,I�\HV��KRZ�PDQ\BBBBBBB  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
15. +DYH�\RX�HYHU�EHHQ�NQRFNHG�RXW�RU�XQFRQVFLRXV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
16.� 'R�\RX�VXIIHU�IURP�PLJUDLQHV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
17.� +DYH�\RX�HYHU�KDG�D�VHL]XUH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
18. +DYH�\RX�HYHU�KDG�D�VWLQJHU��EXUQHU�RU�SLQFKHG�QHUYH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
19.� +DYH�\RX�HYHU�KDG�KHDW�RU�PXVFOH�FUDPSV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
20.� +DYH�\RX�HYHU�EHHQ�GL]]\�RU�SDVVHG�RXW�LQ�WKH�KHDW"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
21.� 'R�\RX�KDYH�WURXEOH�EUHDWKLQJ�RU�GR�\RX�FRXJK�GXULQJ�RU�DIWHU�DFWLYLW\"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
22.� 'R�\RX�XVH�DQ\�VSHFLDO�HTXLSPHQW�(pads, braces, neck rolls, mouth guards, eye guards, etc.)"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
23.� +DYH�\RX�HYHU�KDG�SUREOHPV�ZLWK�\RXU�H\HV�RU�YLVLRQ"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
���� 'R�\RX�ZHDU�JODVVHV�RU�FRQWDFWV�RU�SURWHFWLYH�H\H�ZHDU"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
25.� +DYH�\RX�HYHU�VSUDLQHG�VWUDLQHG��GLVORFDWHG��IUDFWXUHG��EURNHQ�RU�KDG�UHSHDWHG�VZHOOLQJ�RU�RWKHU 
� LQMXULHV�LQ�DQ\�RI�WKH�IROORZLQJ�ERQHV�RU�MRLQWV"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
� BBB+HDG� BBB6KRXOGHU� BBB7KLJK� BBB1HFN� BBB(OERZ� BBB.QHH� BBB&KHVW 
� BBB)RUHDUP� BBB6KLQ�FDOI� BBB%DFN� BBB:ULVW� BBB$QNOH� BBB+LS� BBB+DQG
26.� +DYH�\RX�HYHU�KDG�RWKHU�PHGLFDO�SUREOHPV�(infectious mononucleosis, diabetes, etc.)"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
27.� +DYH�\RX�KDG�DQ\�PHGLFDO�SUREOHP�RU�LQMXU\�VLQFH�\RXU�ODVW�HYDOXDWLRQ"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
28.� $UH�\RX�'LDEHWLF"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
29.� $UH�\RX�$VWKPDWLF"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
30.� 'R�\RX�KDYH�DQ\�DOOHUJLHV�(medicine, bees or other stinging insects)""� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
� /LVW�DOO�DOOHUJLHV� ___________________________________________________________________________________________________
31.� :KHQ�ZDV�\RXU�ILUVW�PHQVWUXDO�SHULRG" __________________________________________________________________________
� :KHQ�ZDV�\RXU�ODVW�PHQVWUXDO�SHULRG" __________________________________________________________________________
 :KDW�ZDV�WKH�ORQJHVW�WLPH�EHWZHHQ�\RXU�SHULRGV�ODVW�\HDU" __________________________________________________________
32.� ([SODLQ�DOO�´\HVµ�DQVZHUV� ___________________________________________________________________________________________

  ________________________________________________________________________________________________________________

,�KHUHE\�VWDWH�WKDW��WR�WKH�EHVW�RI�P\�NQRZOHGJH��P\�DQVZHUV�WR�WKH�DERYH�TXHVWLRQV�DUH�FRUUHFW�DQG�JLYH�FRQVHQW�IRU�P\�VWXGHQW�WR�EH�H[DPLQHG�

6WXGHQW�6LJQDWXUH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�����'DWH�� ___________________

3DUHQW�*XDUGLDQ�6LJQDWXUH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB������'DWH�� ____________________
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Clearance:    &OHDUHG
    &OHDUHG�DIWHU�FRPSOHWHG�HYDOXDWLRQ�UHKDELOLWDWLRQV�IRU��6SHFLILF�6SRUWV�� _______________________
    1RW�FOHDUHG�IRU�� �&ROOLVLRQ� �&RQWDFW�  1RQFRQWDFW�  Strenuous
    Moderately Strenuous �1RQVWUHQXRXV

� � 'XH�WR�� __________________________________________________________________________

              __________________________________________________________________________
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

SECTION B: To be completed by physician, physician assistant or advanced nurse practitioner

Student Last Name

Height

Name of M.D., P.A. or ANP (circle which)

Address

Signature

Phone

Vision — Right Eye

20/

Vision — Left Eye

20/

Vision Corrected?

  Yes        ��1R

Weight Blood Pressure Pulse

Pupils

Student First Name MI GradeDate of birth

 _____/_____/_____

Date

 _____/_____/_____

   NORMAL  ABNORMAL FINDINGS    INITIALS
&DUGLRSXOPRQDU\
 Pulse
� +HDUW
� /XQJV
Skin
Abdominal
Genitalia
Musculoskeletal
� 1HFN
 Shoulder
 Elbow
� :ULVW
� +DQG
� %DFN
� .QHH
 Ankle
 Foot
 Other

This form to be sent to the school (do not send to ASAA)
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Concussion facts:
 A concussion is a brain injury that affects how your  
brain works.
 A concussion is caused by a bump, blow, or jolt to the 
head or body.
 A concussion can happen even if you haven’t been  
knocked out.
 If you think you have a concussion, you should not 
return to play on the day of the injury and not until  
a health care professional says you are OK to return  
to play.

What are the symptoms of a concussion?
Concussion symptoms differ with each person and with 
each injury, and they may not be noticeable for hours  
or days. Common symptoms include:

Headache 
Confusion 
Difficulty remembering or paying attention 
Balance problems or dizziness 
Feeling sluggish, hazy, foggy, or groggy 
Feeling irritable, more emotional, or “down” 
Nausea or vomiting 
Bothered by light or noise 
Double or blurry vision 
Slowed reaction time 
Sleep problems 
Loss of consciousness 

During recovery, exercising or activities that involve a 
lot of concentration (such as studying, working on the 
computer, or playing video games) may cause concussion 
symptoms to reappear or get worse.

What should I do if I think I have  
a concussion?
DON’T HIDE IT. REPORT IT. Ignoring your symptoms and 
trying to “tough it out” often makes symptoms worse. 
Tell your coach, parent, and athletic trainer if you think 
you or one of your teammates may have a concussion. 
Don’t let anyone pressure you into continuing to practice 
or play with a concussion.

 GET CHECKED OUT. Only a health care professional 
can tell if you have a concussion and when it’s OK to 
return to play. Sports have injury timeouts and player 
substitutions so that you can get checked out and the 
team can perform at its best. The sooner you get checked 
out, the sooner you may be able to safely return to play.

 TAKE CARE OF YOUR BRAIN. A concussion can affect 
your ability to do schoolwork and other activities. Most 
athletes with a concussion get better and return to 
sports, but it is important to rest and give your brain 
time to heal. A repeat concussion that occurs while your 
brain is still healing can cause long-term problems that 
may change your life forever.

How can I help prevent a concussion?
Every sport is different, but there are steps you can take 
to protect yourself.

 Follow your coach’s rules for safety and the rules of  
the sport.
Practice good sportsmanship at all times.

If you think you have a concussion:
Don’t hide it. Report it. Take time to recover.

It’s better to miss one game than the whole season.
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For more information, visit www.cdc.gov/Concussion.

http://www.cdc.gov/Concussion
















Parent/Athlete Concussion  
Information Sheet 
A concussion is a type of traumatic brain injury  
that changes the way the brain normally works. A  
concussion is caused by bump, blow, or jolt to the  
head or body that causes the head and brain to move 
rapidly back and forth. Even a “ding,” “getting your 
bell rung,” or what seems to be a mild bump or blow 

to the head can be serious. 

WHAT ARE THE SIGNS AND 
SYMPTOMS OF CONCUSSION?
Signs and symptoms of concussion can show up right 
after the injury or may not appear or be noticed until 
days or weeks after the injury. 

If an athlete reports one or more symptoms of 
concussion listed below after a bump, blow, or jolt to 

the head or body, s/he should be kept out of play the 
day of the injury and until a health care professional, 
experienced in evaluating for concussion, says s/he is 
symptom-free and it’s OK to return to play. 

Did You Know?
Most concussions occur without loss  
of consciousness.

Athletes who have, at any point in their 
lives, had a concussion have an increased 
risk for another concussion.

Young children and teens are more likely to 
get a concussion and take longer to recover 
than adults.

SIGNS OBSERVED BY COACHING STAFF SYMPTOMS REPORTED BY ATHLETES

Appears dazed or stunned Headache or “pressure” in head

Is confused about assignment or position Nausea or vomiting

Forgets an instruction Balance problems or dizziness

Is unsure of game, score, or opponent Double or blurry vision

Moves clumsily Sensitivity to light 

Answers questions slowly Sensitivity to noise

Loses consciousness (even briefly) Feeling sluggish, hazy, foggy, or groggy

Shows mood, behavior, or personality changes Concentration or memory problems

Can’t recall events prior to hit or fall Confusion

Can’t recall events after hit or fall Just not “feeling right” or “feeling down”



CONCUSSION DANGER SIGNS
In rare cases, a dangerous blood clot may form on 
the brain in a person with a concussion and crowd 
the brain against the skull. An athlete should receive 
immediate medical attention if after a bump, blow, 
or jolt to the head or body s/he exhibits any of the 
following danger signs:

One pupil larger than the other 

Is drowsy or cannot be awakened 

A headache that not only does not diminish,  
but gets worse 

Weakness, numbness, or decreased coordination 

Repeated vomiting or nausea 

Slurred speech 

Convulsions or seizures 

Cannot recognize people or places 

Becomes increasingly confused, restless, or agitated 

Has unusual behavior 

Loses consciousness (even a brief loss of 
consciousness should be taken seriously)

WHY SHOULD AN ATHLETE  
REPORT THEIR SYMPTOMS?
If an athlete has a concussion, his/her brain needs time 
to heal. While an athlete’s brain is still healing, s/he is 
much more likely to have another concussion. Repeat 
concussions can increase the time it takes to recover. 
In rare cases, repeat concussions in young athletes can 
result in brain swelling or permanent damage to their 
brain. They can even be fatal.

WHAT SHOULD YOU DO IF YOU 
THINK YOUR ATHLETE HAS A 
CONCUSSION?
If you suspect that an athlete has a concussion, 
remove the athlete from play and seek medical 
attention. Do not try to judge the severity of the injury 
yourself. Keep the athlete out of play the day of the 
injury and until a health care professional, experienced 
in evaluating for concussion, says s/he is symptom-free 
and it’s OK to return to play. 
 
Rest is key to helping an athlete recover from a 
concussion. Exercising or activities that involve a 
lot of concentration, such as studying, working on 
the computer, or playing video games, may cause 
concussion symptoms to reappear or get worse.  
After a concussion, returning to sports and school is  
a gradual process that should be carefully managed 
and monitored by a health care professional.

Remember
Concussions affect people differently. While 
most athletes with a concussion recover 
quickly and fully, some will have symptoms 
that last for days, or even weeks. A more seri-
ous concussion can last for months or longer. 

It’s better to miss one game than the whole season. For more information on concussions, 
visit: www.cdc.gov/Concussion.

Student-Athlete Name Printed Student-Athlete Signature Date 
 
 

Parent or Legal Guardian Printed Parent or Legal Guardian Signature Date

www.cdc.gov/Concussion
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Student Acknowledgement (required for all athletes)

Print Name

Date 

_______/______/______
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

Parent/Guardian/Eligible Student Acknowledgement 
(Parent signature required for all students under 18 years of age; student signature 

required for students age 18 or older) 

Parent/Guardian/Eligible Student Signature Print Name

Date 

_______/______/______



192017-2018 ASAA Forms

SUDDEN CARDIAC ARREST

CAUSES OF SCA INCLUDE:
• Structural heart defects (hypertrophic cardiomyopathy, Marfan syndrome etc.)
• Electrical Heart Defects (long QT syndrome, Wolff-Parkinson White Syndrome, etc.)
• Blow to the chest (Commotio Cordis)

RISK FACTORS FOR SCA INCLUDE:
• Fainting or seizures during or immediately following exercise
• Chests pains during exercise
• Unexplained shortness of breath, long time to catch breath
• Dizziness
• Unusually rapid heart rate
• Extreme fatigue, always tired and lack of energy
• Unexplained sudden death of a direct family member under the age of 50

If you have any of the risk factors consult your healthcare provider

TO INCREASE THE CHANCES OF SURVIVING SCA THERE SHOULD BE:
1. An Emergency Action Plan in place for every practice and event
2. Someone immediately calling 911 
3. An Automated External Defibrillator (AED) immediately accessible
4. Cardiopulmonary Resuscitation (CPR) hands only started immediately

I have reviewed and understand the symptoms and warning signs of SCA

PARENT & STUDENT INFORMATION SHEET
Sudden Cardiac Arrest (SCA) takes the lives of thousands of students every year. It is the number 

one cause of death in student athletes. SCA is where the heart stops beating suddenly. An individual 
will stop breathing and collapse, lying motionless or appearing to have a seizure.

PAGE 1 of 1

TO BE COMPLETED BY THE STUDENT AND HIS/HER PARENT OR GUARDIAN.

Parent or Guardian Name (please print) Parent or Guardian Signature Date

Student Name (please print) Student Signature Date
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