
       WASHINGTON INTERSCHOLASTIC ACTIVITIES ASSOCIATION  

   Return to Practice and Competition for Athletes with a Suspected Concussion 
  

 

Youth Athlete Name______________________________  

  

D.O.B.: _____________________________   

School/Organization: _____________________________   
 

Injury Date: _____________________________________    Sport/Activity:    
 

Required Steps for Return to Practice and Competition: Initial each box that youth athlete has:  
 

Returned to baseline at rest for any concussion signs or symptoms   

Returned to all school and social activities (return to learn)  

Completed a multi-day medically supervised graduated return to play protocol  

  

Was pre-season baseline neuropsychological testing completed?                        Yes     No  

If “Yes”, who performed the baseline testing? ______________________________________________________ 

If “Yes”, when was the baseline testing performed? __________________________________________________ 

        If “Yes”, was post-injury neuropsychological testing completed?                         Yes     No  

A. If “Yes”, who performed the post-injury testing? _______________________________________  

B. When was the post-injury testing performed? __________________________________________  

C. Did the post-injury testing return to pre-season baseline?     Yes     No  

Meeting all of the above required and necessary steps for releasing a youth athlete for unrestricted return to 
practice and competition does not encompass all aspects of medical decision making for this injury.   The 
healthcare provider must additionally consider many modifiers and situations unique to the youth athlete in 
making the clearance decision.    
   
This youth athlete is cleared to return to full practice and play as of today. 
 
Name of Licensed Healthcare Provider (MD, DO, ARNP, PA-C, LAT) (Print):  __________________________________   

Signature of Licensed Healthcare Provider:                                                 _        ______________ Date:  

Date of last youth athlete visit:    _______________________ 

Contact number/email of Licensed Healthcare Provider: _________________________________________________  

I have reviewed the process documented above for this youth athlete to verify the required and necessary steps 

for unrestricted return to practice and competition have been completed.  

Name of Athletic Director: _________________________________________________________________________ 

Signature of Athletic Director: ______________________________________________________________________ 

Date form signed by Athletic Director: ________________________________________________________________   

  

 



 

 

Resources:  
  

5th International Consensus Statement on Concussion in Sport and Sideline Concussion Assessment Tool 

Version 5 (SCAT5)  

  
• https://bjsm.bmj.com/content/bjsports/51/11/838.full.pdf (accessed 02/26/19)  

  
• https://bjsm.bmj.com/content/bjsports/early/2017/04/26/bjsports-2017-097506SCAT5.full.pdf 

(accessed 02/26/19)  

  
• Return to Learn https://bjsm.bmj.com/content/bjsports/early/2017/04/26/bjsports-2017-

097506SCAT5.full.pdf (accessed 02/26/19)  

  
• https://www.cdc.gov/headsup/basics/return_to_school.html (accessed 02/27/19)  

  

• http://pediatrics.aappublications.org/content/early/2013/10/23/peds.2013-2867.full.pdf+html 

(accessed 02/27/19)  
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Graduated Return to Learn/School Example (from SCAT5) 
 

 
  

  



 

Graduated Return to Play Example (from SCAT5) 
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