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Lewisville ISD Athletics 

High School Athlete Concussion Management Form 
1096 W. Main Street   Lewisville, Texas 75067 

 

Athlete’s Name: 

__________________________________________DOB:_________________________________________ 

Injury Date: ______________________________________________ Today’s Date:_________________________________ 

Dear Parents/Guardians & Treating Physician,  
In 2011 Texas Education Code 38.157, Natasha’s Law was passed by the Texas Legislation. This law mandates that secondary school                    

athletics manage concussions with a specific protocol. The policy that being used will be an LISD policy at all LISD athletic facilities.                      

Furthermore, the law requires that an athlete suspected of having a head injury must be removed from activity. The athlete will not be                       

permitted to resume activity until he/she receives a written release from a physician and completes the return to play (RTP) protocol.  

General outline of LISD concussion management protocol as as follows: 

A. Potential concussion recognized, removed from play, referred for medical evaluation.  

B. Provider evaluation utilizing a multimodal assessment which includes a thorough history and physical 

neurologic exam with specific attention to cognitive function, cervical spine, vestibular, balance, ocular 

examinations, and symptom screening including emotional state. Neurocognitive testing is strongly 

recommended.  

C. Once medically clear, have the provider of the parent/guardian’s choosing provide a written release date 

for which to start LISD default RTP protocol.  

D. Once athlete has a full day of school activity without symptoms (if injury occurs during school year) 

athlete will progress through RTP process and may return to sport per LISD protocol. Unless a graduated 

RTP protocol is specified by the treating provider, the following LISD RTP protocol will apply. The 

graduated protocol must be at least 5 steps and have a minimum of 24 hours between each step.  

Return to Play (RTP) occurs over a minimum of 5 steps. Athlete must wait until the next day to progress to the next step.  

Step 1 - Light aerobic activity for 10-15 minutes with no head movement during the exercise 

Step 2 - Moderate to heavy activity for 20-30 minutes - no head movement during the exercise 

Step 3 - Non Contact practice 

Step 4 - Full Contact practice 

Step 5 - Return to game participation 
If symptoms increase during any step, the athlete must repeat this step until no additional symptoms occur. If the athlete continues to no                       

progress then they must return to the treating physician for evaluation. After fulfillment of LISD concussion management protocol,                  

including successful completion of RTP protocol the athlete may return to full activity unless otherwise stated by treating physician.                   

Additional information can be found at: http://www.uiltexas.org/health/info/concussions,       

http://www.nata.org/health-issues/concussion, http://impacttest.com/concussion/overview#commonsigns, or   

https://www.cdc.gov/headsup/index.html 

Treating Physician Please Select: 

Will use a multimodal assessment as stated in part B above with or without a neurocognitive tool. 

_______ With Neurocognitive Tool (Strongly Suggested) (ImPACT, C3 Logix, Axon)   _______Without Neurocognitive Tool 

Athletic Recommendations 
1. Fully recovered clinically, and by testing parameters, begin Return to Play Protocol on:______________ (date). 

2. Multimodal Assessment Tool re-testing recommended on:_____________________________________ (date).  

Athletes follow up appointment is:_________________________________________________________(date). 

3. Other recommendations: ___________________________________________________________________ 
Academic Recommendations 

Concussion may affect the ability to learn at school. The athlete may need to miss time from school after a concussion. When returning to                        

school, athletes may need to go back gradually and may need to have some changes made to their schedule so that symptoms do not get                         

worse. If a particular activity makes symptoms worse, then the athlete should stop the activity and rest until symptoms get better. It is                       

important that the health care provider, parents, caregivers and teachers discuss a plan for each student athlete. If mental activity does                     

not cause any symptoms, the athlete may be able to skip to step 2 or 3 and return to school part-time before doing school activities at                          

home first.  

Required Information and Signatures on Reverse Side ⇒ 
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Treating provider fill in dates for each step below:  

Mental Activity Activity at Each Step Goal of Each Step Dates 

1. Daily activities that do not 
give the athlete symptoms 
EXCUSED FROM SCHOOL- 
AT HOME 

Typical activities that the athlete does during the 
day as long as they do not increase symptoms 
(reading, texting, screen time). Start with 5-15 
minutes at a time and gradually build up. 

Gradual return to typical 
activities. 

 

2. School activities 
EXCUSED FROM SCHOOL- 
AT HOME 

Minimal homework, reading, or other cognitive 
activities OUTSIDE the classroom. Once 
tolerated progress to step three.  

Increase tolerance to cognitive 
work. 

 

3. Return to school or 
part-time 

Gradual introduction of school work. May need to 
start with a partial school day or with increased 
breaks during the day. 
Homework (Circle): 
       0%         50%        75% 
Testing (Circle): 
       0%         50%        75% 

Increase academic activities. 
 

 

4. Return to school full-time Full day of school. If student regresses, return to 
step 3. 

Return to full academic 
activities and catch up on 
missed work.  

 

 

If the athlete continues to have symptoms with mental activity, some other accommodations that can help 
with return to school may include the following. Please check appropriate areas for this student: 

 
Starting school later, only going for half days or 

going to certain classes  Taking rest breaks during class, homework, tests 

 More time to finish assignments/tests  No more than one exam per day 

 
Quiet room to finish assignments/tests 

 
Shorter assignments for concept learning only 

 

Avoiding  noisy areas like cafeteria, assembly 
halls, sporting events, music class, shop class, 

etc.  

Repetition or memory cues from teachers 

 
Reassuring from teachers that the child will be 

supported while getting better.  
Use of a student helper or tutoring 

Other Adjustments:  

 

Technology Note: Restricting technology use may include computers, texting with cell phones, music with headphones,               

tablets or similar devices. This does not include watching most educational films unless the level of intensity or volume                   

causes the student to have symptoms. Of special concern should be the amount of time spent viewing electronic screens. 
To be Completed by Treating Physician: 

Treating Physician’s Name: (Print/Stamp): __________________________________________________________________ 

Address: _____________________________________________________Phone:__________________________________ 

 

Physician’s Signature: ___________________________________________ Date: __________________________________ 

Required to be Completed by Parent/Guardian of the Student Athlete:  
I, __________________________________________, parent/guardian of _______________________________, acknowledge that: 

I have read and understand the LISD concussion management protocol requiring completion before returning to athletic activity. I                  

understand the consequences of returning to activity too soon; withholding information can lead to permanent brain injury or second                   

impact injury. The adolescent brain needs time to heal. I understand that these are the physician’s orders for my child.  

 

Parent Signature: _______________________________Student Signature: ________________________________Date: ______________ 
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Please Return This Document to the Athletic Trainer at Your School 
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