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ACADEMY SCHOOLS

Welcome to
Summit Academy Schools

Please review the following list to make sure you have all of the documentation

with you for enroliment.
Originals are preferred; however, certified true copies will be accepted with a

ELEMENTARY

Birth certificate

Immunization Record and Signed Immunization Waiver
Copy of parent/guardian driver's license to prove residency
Signed Records Release form (In packet)

Last Report Card (Grades 1-6)

MIDDLE SCHOOL

Birth certificate

Immunization Record and Signed Immunization Walver
Copy of parent/guardian driver’s license to prove residency
Signed Records Release form (In packet)

Last report card

HIGH SCHOOL

Birth certificate

Immunization Record and Signed Immunization Waiver
Copy of parent/guardian driver’s license to prove residency
Signed Records Release form (In packet)

Last report card for 9™ grade

Transcript for grades 10-12

~-——————*¥Additional documentation that may be required**— -

Guardianship Court Documents
Custody Court Orders
Foster Care Court Documents
Name Change Court Orders
Special Education Information
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ACADEMY ACADEMY NORTH

SUMMIT ACADEMY/SUMMIT ACADEMY NORTH SCHOOLS

Locations In Flat Rock, Huron Township and Romulus

Central Administration Offices:

30100 Olmstead, Bldg. B, Flat Rock, MI 48134

734-379-9766 Web: http://www.summit-academy.com

Parent's Name

Student's Name Grade

School District Student is coming from

1. Do you feel your home district provided the program you felt was necessary to meet your child's
academic and social needs, in an environment that you felt was safe?

2. Why did you choose to ieave your home district?

3. Were we recommended to you by anyone in your home district?

If so, by whom?

4. How did you hear about us?

5. Did your child receive Special Education Services at their home district?___ Yes No

If yes, please answer the following:

Do you feel your child received appropriate special education services while attending your home district?
If no, why? '

Thank-you for-taking the time to fill out this survey. We know that your child's experlenceat Summit ——

Academy/Summit Academy North Schools will be a rewarding onel

Sincerely,
Mike Bravo
Principal



Start Date: f,?c.m.i% Summit Academy IS ummit Circle One:
Complete Date: £ 2 North ElemK-5  Flat Rock K-8
: = Academy North Schools . .
SU T - Middle 6-8 High g-12
7 A M1 Enrollment Application
ACADEMY NORTH 2014-2015 School Year

STUDENT INFORMATION
ALL STUDENT NAME FIELDS MUST BE AS THEY APPEAR ON THE BIRTH CERTIEICATE

First Name Middle Name ' Last Name Suffix Grade 2014-2015
***KINDERGARTEN STUDENTS MUST BE 5 BY OCTOBER 17 OF THIS YEAR.

( )
Address City State Zip Phene
/ /
Date of Birth Gender Pilace of Birth School District of Residence

School Attending:(Name & District) Building Name, City, State

HOME LANGUAGE

Please answer the following questions:
Is your child’s native language a language other than English?
Yes No If yes, what is that language?

Is the primary language used in your child's home or environment a language other than English?
—_Yes _.No If yes, what is that language?

STUDENT INFORMATION-SPECIAL SERVICES

Yes No Date of Last IEP

Does your child receive Special Education Services

Check the boxes before each service that your child receives: (chack all that apply)
(] Speechand Language Services (SL) (Jiearning Disabled Support (LD) () Emotional Impairment Support
[—_JADD/ADHD {J Social Work (SW) () PhysicalfOccupational Therapy (PT/OT)

My child DOES NOT receive special services; but they DO HAVE A 5o, PLAN for individuals with disabilites (]

Comrments




DISCIPLINE

Did you withdraw from another school to avoid discipline charges or consequences? YES NO

If so, what was the
violation?

Has your child ever had a long term suspension or expulsion from another school? YES NO

RESIDENCY/CITIZENSHIP/ETHNICITY

Please answer both questions to comply with state and federal ragulations.

Is your child HISPANIC OR LATIN? YES NO (COMPLETE THE NEXT QUESTION)

Is your child African American___  Asian___ Caucasian____ PacificIslander__ Amer. indian___

Is your child a US Citizen? Yes No / Is your child a State of Michigan Resident? Yes No
Has your child ever attended ANY Summit Academy or Summit Academy North School? Yes No

if so, when? Which tocation?

PRIMARY CONTACT PARENT/GUARDIAN INFORMATION

Relationship First Name Last Name
Address City State Zip Home Phone
Work Phone Cell Phone Email Address

**ARE THERE CUSTODY ISSUES THE SCHOOL SHOULD KNOW ABOUT? YES NO

SECONDARY CONTACT PARENT/GUARDIAN INFORMATION

Relationship First Name Last Name

( )
Address City State Zip Home Phone

Worlk Phone Cell Phone Email Address (used for school notification system)



EMERGENCY CONTACT INFORMATION
(In addition to Parents/Guardians)

My child may be released to the following people:

I /
Relationship Name Home Cell Work

/ /
Relationship Name Home Cell Work

/ /
Relationship Name Home Cell Work

STUDENT HEALTH INFORMATION

Is your child subject to condition which may cause emergencies such as epilepsy, diabetes, fainting, allergies, etc?
Yes No [fyes, please explain:

Does your child have any visual or hearing problems for which the school should compensate by seating or other
action?
Yes No If yes, please explain:

Does your child have any health conditions which may limit participation in strenuous activities such as physical
education or athletics? Yes No Ifyes, please explain:

Does your child have any other health conditions or medications which should be brought to the schools

attention?
Yes No [fyes, please explain:

Has your child had chicken pox? Yes No

TUTORING/REMEDIATION NEEDS

Has your child ever attended any tutoring or remediation programs? Yes No
Which one?
What was the difficulty? e Whatgrade was the studentin at thattime?—__

How long were they in the program?




PHOTO RELEASE

Summit Academy North DOES NOT have my permission to use a likeness or photograph of my child.
Please check only if you DO NOT want your child to be used in any Summit Academy advertisement,

news|etter or on the website.

SIBLING INFORMATION

Relationship Name School Site Grade

Relationship Name . School Site Grade

Relationship Name School Site Grade
SIGNATURE

To the best of my knowledge the information on this application is true.

f !
Parent/Guardian Signature Date -
Office Use Only
Birth Centificate
— - Qfflee Use Only
Immunizations
- g Test Grade Leval

Copy of Legal Docs, if custody Issues
Taken By B ——
Dats Recerved Placemant

ate Recelve — Assessment Math { Reading
Consultant Neede

suTtant e Date Taken
Score
FOR S5 OFFICE USE Date . initials . me
ONLY B I . B - S s L T _
Retake Date

Informed Retake Score

MICIS |
J;{.'Aéio




JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI

ACVEANOR LANSING DIRECTOR

IMMUNIZATION WAIVER FORM

INSTRUCTIONS TO PARENTS OR GUARDIANS:

Vaccine-preventable diseases are still with us. In many cases, they cause disability or death. Immunizations are one of our most cost-
effective measures to protect children from harmful diseases. A high proportion of children must be immunized to prevent outbreaks of
disease in school setings and other places where children work and play closely together,

Sections 9208 and 9211 of the Michigan Public Health Code require that a parent, guardian, or person in foco pareniis applying to have a
child registered for the first time in a Michigan school or in a program of group residence, care, or camping in this state shall present to
officials at the time of registration or not later than the first day of school or program enrollment, a certificate of immunization verifying
that the child has been vaccinated against diphtheria, tetanus, pertussis, measles, mumps, rubella, polio, hepatitis B, and varicella
(chickenpox). Vaccination for Pneumococeal conjugate is also required for preschool-aged children. The Haemophilus Influenza type b
is ot required for the 200920010 reporting season.

A parent or guardian wishing to exempt his or her child from a particular vaccination must provide a written statement indicating the
religious or philosophical objections to the vaccination(s). A child whe has been exempted from a vaccination is considered susceptible
to the disease or diseases for which the vaccination offers protection. The child may be subject to exclusion from the school or program,
if the local and or state public health authority advises exclusion as a disease control measure,

By signing this walver, you acknowledge that you are placing your child and others at risk of serlous illness should he or
she confract a disease that could have been prevented through proper vaccination.

ALL INFORMATION MUST BE FILLED IN BELOW,

1 object to having my child, , born , immunized against the
diseases I have checked below: {First & Last Name) (Birth Date)
o Diphtheria Iy Measles ) Hepatitis 8
0 Tetanus L Mumps ) Huemophiins influenzae lype b
) Pertussls & Rubella ) Pnenmococcal Conjugate
a Varicelln (chickenpox) 0 Polio 0 Meningacoceal
I Tdap
Reason:
Parent(s)/Guardian(s) Name:
Adldress: Telephone:
Child's Address: Telephone:
o if different from parent/guardian R R ——
Parent or Guardian's Signature Date Signed

Preschool Program or Licensed Day Care Center OR School Name (Required)

File in the child's permanent record and send a copy to your local health department.
DCH-0716 AUTHORITY: P.A. 368 of 1978, Part 92 Rev. 112010

CAPITOL VIEW BUILDING * 201 TOWNSEND STREET » LANSING, MICHIGAN 46913
DON-1272 {0703 W) www.richigan.gov » (617) 373-3740
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STATEMENT OF CONDUCT
Conduct Resulting in Long Term Suspension or Expulsion in Other School Districts

Student Name Grade Enrolling in

A student who has engaged in misconduct resulting in expulsion or long-term suspension in another school district, or
who has withdrawn from said school district before such misconduct was established by and appropriate hearing, which
misconduct, if true, is sufficient gravity to pose a threat to the health or welfare of students or district personnel, or
makes the presence of the student in the school district disruptive to the educational process, may be subject to a
suspension or expulsion due process hearing prior to admission in Summit Academy North. Such conduct, if established,
may make a student ineligible to enroll in and attend Summit Academy North,

In order to process the student’s enrollment, the parent or legal guardian (if the student is under 18 years of age) or
student {if the student is 18 or older} must answer the questions below:

1. Has the student been convicted of a crime, or are any felony charges pending against the student?

Yes___ No___ Ifthe answer is yes: Date of Charge Charge
2. Has the student been expelled from ancther school district?
Yes_  No___ Ifthe answer is yes, please explain

3. Has the student received a long-term suspension (more than 10 days) from another school district?
Yes_  No__ Ifthe answer is yes, please explain

4. Has the student withdrawn from a school district in lieu of being charged with conduct that may have resulted in

expulsion or long-term suspension?
Yes__ No___ Ifthe answer is yes, please explain

Restrictions for enroliment may apply. Approval may be needed from the Administration.

Parent Signature Date

This form must be signed by former building principal or administrator.,

____Name of Former District

___According to our records, we verify the information provided is correct.

According to our records, we can verify the information Is not correct,

If the student has been suspended or expelled for any reason, please forward appropriate disciplinary documentation

to .

Signature of Former Administrator Date



Summrt Academy North Schools
ReSldency Questlon nalre

Righ Schoal Phone: 734-955-1730 Fax: 734-955-1737 Middle School Phone: 734-955-1712 Fax: 734-955-1729 Elementary
Phone 734-789-1428 Fax: 734-789-1431

Student’s Name:
Date of Birth: Age: Grade: Sex:

Home School (based on current residence)
School of Origin {last school attended):

Siblings of student

Name: Sthool;
Name: School:
Name: School:

The answers to the foliowing questions can help determine the services this student may
be eligible to receive under the McKinney-Vento Act 42 U.S.C. 11435.

1. Is this student’s home address a temporary living arrangement? oYes  oio
2. s this a temporary living arrangement due to loss of housing or economic hardship? oYes  oNo
3. Is this student in temporary or emergency foster care placement? oYes oNo

4. As a student, are you living with someone other than your parent or legal guardian? oYes oNo

If you answered YES to any of the above questions, please complete the remainder of this form.
If you answered NO to all of the above questions, please stop here,

1. Where is this student currently living? (check box)’

oin a motel/hotel oWith mere than one famlly In a house or apartment

oOln a shelter oMoving from place to place

oiTransitional Housing (through community agency) nln a location not designed for sleeping accommodations
0oGroup Home such as a car, park, or campsite

oTemporary/emergency foster home

2. With whom does the student currently live: (check box)
o Both parents 0 One parent and another adult(s)
o One parent 1 A relative, friends or other adults

Print name of parent(s)/legal guardlans(s)

-—{(Or-tinaccompanied-youth)
Signature of parent/legal guardian; Date:
{Or unaccompanted youth)

Name of Contact: Phone or Contact Number:
Address of Current Residence:

For School Staff Only: Forward questionnaire to building assistant administrator. Date forwarded Initial

Revised 2/2013



HEALTH APPRAISAL

Dear Parent or Guardian: The foffowing information Is requested so that tha scheaol ean work with the parent to meet the physical, intellectual and emotional neads
of the child. Fill out the Infermalion requested in Sectlon I, Saction Il may be cerfified by ihe transctiption of information from the certificate of Immuzatlon. The
remaining sections are to be completed by a doctor, nurse and dantist. (BE SURE TO BRING YOUR CHILD'S IMNMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL
GHLD'S NAME {Last, Firat, Middle) DATE OF BIRTH {mm/dcyy)
/ /
ADDRESS [Number & Strast) (City) (ZIP Code) TODAY'S DATE {min/ddlyy)
Mi ! /
PARENT/GUARDIAN (Last, First, Middle) HOME TELEPHONE NUMBERA
{ )
ADDRESS (Number & Streel) (Ctty) (ZIP Code) WORK TELEPHONE NUMBER
Wi { )
SECTION | - HEALTH HISTORY
gz E # Is your child having any of the prohlems Iisted below? Birth History:
0 O O 1 Allergles or Reactlons {for example, foed, medication or other}
O O O 2 Hay Fever, Asthma, ¢r Wheezing
O O 0O 3 Eczema or Freguent Skin Rashes
O O [0 4 Convulslons/Selzures
0O 0O 0O 5 Heart Trouble
OO0 O 6 Dlabotes
0 O [} 7 Frequent Colds, Sore Throats, Earaches {4 or more per yeat) Ara there any current of past diaghosisfes) O Yes £ No
U O L) 8 Trouble with Passing Urine or Bowal Movements If yes, please describg:
0O 0O 0O 9 Shortness of Breath
0 B O 10 Speach Problems
0 0O 0O 11 Menstrual Problems
0O 0O 0O 12 Dental Problems: Date of Last Exam / /
O O O Other (please describe):
O L Does your child take any medication(s) regularly? If yes, lIst medications:
Reason for Medication (=]
/ / Was lhe heaith history reviewed by a haalth professlonal?
Parent/Guardian Signature Date 0O Yes O Ne Examlner's Initialg:

Requilred for Child Care and

SECTION Il - PHYSICAL EXAMINATION, INSPEGTION, TESTS AND MEASUREMENTS

Head Start / Early Head Start

Tasts and Measurements

=
=| B 5 =1 8|2
E| (& El 5|5
8| &| was child tested far: Test results: S|zl 8 8| £ Was child lestes for: Testresults: 2|25
WISION Visual Acu'ly O] O [HEKGHT & WEIGHT Helght
aolo Muecle Imbalance | Weight
Dale: / / Qthar: 0| [] &har: Other
HEARING Audlometer Of {3 | HEMOGLOBIN / HEMATOCRIT (=]
Cthes:
[m]gn] O] D) | BLooD PRESSURE Readng:
Date: I !
—-{ —{ VRINALY&3 - Suger-[— 1= | |TRERCLN Typer - — e — - ——— = - ——
o|o ARuia olo
Dala: { f Microscopic Date: / / Hag.: O Pes.: I mm
BLCOD LEAD LEVEL NOTE: Blood lead level requited for all chlidren enrolled In Medicaid must be tested
Levsl ugrdi r | at ona and lwo years of age, or once between thwes and six years of age If not
oo previously tested. All children undes age six living in high-risk areas should be testad
Date! / { ak the sama Intervals as Nsted abova,

Examinations and/or Inspections

Eesentlal Findings Deviating from Normal:

Exam Dale: { 7

MDCH/BGAL-3305 (formerly OCAL 3305/BRS-5305)

Page 1ol 2 June 2012



"~ Hoad S1art/Early Head Start - Determination that child Is up-to-date on

SECTION IIl - IMMUNIZATIONS
Statements such as “UP-TO-DATE® or "COMPLETE" will not be accapted. Admission to schoo! may be denled on the basis of this Information.”

DATE ADMINISTERED DATE ADMINISTERED
VACCINES (Clrcle Type) MMDOAYYY VAGGINES {Circle Type) MMADDAYYY
Hepatitis B 1 3 Hepatills A Hep A) 1 2
{Hep B} 2 1 3
influenza {TIV/LA
1 ) AWAN 2 4
DTaP/DTP/DT/Td 2 1 Meningococcal (MCGV4 7 MPSVA) |1 2
3 G Human Papilomaviius 1 3
Tdap 1 HPVA/HPV2) 2
Haemophllus Influenzae 1 3 Type of Vacelne(s) Dale of Vaccine(s)
type b (HIB) 2 4 OTHER Vaccines ]
Polio 1 3 Specily Date & Type 2
{IPY/OPY) 2 4 3
Pneumococcal Ganjugate 1 3 Indicate end sllach physiclan diagnosls or iahoralory evidence of immunity as applicable
PGV7fACVI3) 2 4 *NOTE: Accordng to Public Act 368 of 1978, any shiki enrolling In @ Michigan schoo! for
Rotavirus (RY1/RV5} 1 3 the first ime must be adaqualely Inmunized, vislon tested and hearing tested.
Exemplions fo these requirements arg granted for medicel, religlous and olher
2 objections, provided that the walver forms are properly prepared, slgned and
Measles,Mumps, Rubella (MMR) |9 2 dellvered to school administrators. Forms for these exemptions ere avaliable at
. your chikl’s school or local heallh departmeant.
Varicella (Chickenpox) i
H'slory ol Ghickenpox Diseasa? [ Yoa O Mo  Ifyas, dale: Parent/Quardian refused immunizallons: O
1 certlfy 1hat the Immunization dales ara lue 1o (he bast of my knowledge ’
) )
Health Professional’s Slgnature Title Date
SECTION IV - RECOMMENDATIONS
2 8 {Ftequired for Ghild Care and Head Starl/Early Head Start)
Ol O] s ihese any delecl of viston, kaaring or other condition Tor which the schoel could help by esaling ar olher asllens? Il yes, pleass axplain:
1] {1} Sheukd the child's sctivily be testricted because of any physical dafect or Finess?
Ifyss, chack and explaln degree ol reslriction(s): O Gleswoom (1 Playground () Gymnasum 0 Swimming Pood O Gerpetilive Sporls ™ Qther
Olber Recommendalions
SECTION V - DENTAL EXAMINATION AND RECONMMENDATIONS (OPTIONAL)
| hava examined 's teath. As a result of th's examination, my recommendation for Trealmenl i
chid's nemo
Denifsl's Slgnature - Dale
PHYSICIAN'S SIGNATURE
/ i
Examiner's Signature Dale Examiner's Nams (Print or Type) Dsgree or License
M { 1
Number & Sireat - City 2IP Gode Taelephone

Information required for:

Early On - Hearlng and Vislon Status; Dlagnosls: Haalth Status
Child Gare Licensing - Physlcal Exam, Restrictlons, Immunizatlons

scheduls of age-appropriate preventive and primary health care, including
medical, dental, and mantal health. The schedule must Incorporale the well-child cars visit required by EPSDT and the latest Immunlzations schedule
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authortles. An EPSDT well-child exam Includes helght, welght,
and blood tests for anemta at regular intervals based on age.

Developed in Cooperation with the Departments of Human Services, Educallon, Community Heallh, Michlgan Amercan Assaclallon of Pedlatrics, Early
Childheod Investrment Gorparation, Child Care Licensing, Head Start, Michlgan State Medical Soclaty, Michigan Assoclation of Ostaopathlc Physlclans
and Surgaons.

MDCH/BOAL 3305 (formerly QGAL 3305/BAS-3305} Page 2 of 2 Rev. June 2012




RECORDS REQUEST

DATE:

SCHOO), REQUESTED FROM:
ADDRESS:

Phone Fax

PLEASE RELEASE ALL THE CUMULATIVE FILES INCLUDING BUT NOT LIMTED TO:
- Initial Eacli B
CA-60 [
DISCIPLINE RECORDS
SPECIAL EDUCATION RECORDS [}
HEALTH RECORDS
PSYCHOLOGICAL RECORDS [ ]
SOCIAL WORK RECORDS [~

FOR THE FOLLOWING STUDENT:

Grade DATE OF BIRTH:

PLEASE FORWARD RECORDS TO: (circle one)

Sumunit Academy Flat Rock K-8 Swinmit Academy North Elementary K-5

P.0, BOX 310 28697 Sibley Rd,

FLAT ROCK, MI 48134 Romulus, M1 48174

734-379-6810 Fax 734-379-6745 734-789-1428 Fax 734-789-1431

Summit Academy North Summit Academy North High School 9-12
Middle School 6-8 18601 Middlebelt

18601 Middlebelt Romulus, MI 48174

Romulus, MI 18174 734-955-1730 Fax 734-955-1737

734-955-1712 Fax 734-955-1729
SCHOOL TRANSFER WEAPONS FREE SCHOOL ZONE STATEMENT:

THE ABOVE MENTIONED STUDENT 1S CURRENTLY ENROLLED IN SUMMIT ACADEMY SCHOOL. IN
ORDER TO COMPLY WITH PUBLIC ACT 328, PLEASE VERIFY THAT he/she HAS NOT BEEN EXPELLED
FROM SCHOOL FOR A WEAPONS VIOLATION SUBSEQUENT TO JANUARY 1, 1995, IF THE ABOVE HAS
BEEN SUSPENDED GR EXPELLED DUE TO A WEAPONS VIOLATION, PLEASE ATTACH AN EXPLANATION
AS'TO THE CURRENT STATUS OF THE STUDENT.

SCHOOL OFFICIAL NAME OF SCHOOL DATE

My signature is my expressed permission to forward all school records to
Sunmmnit Academy. He/she is no longer enrolled at your school.

—— - — Parent/Guardlan Signature__—— _— ___——— ——— —— —— — pyaga—




WHAT IS A CONCUSSION?
L e e e R e Tt R S R R R N S P e S AT S
A concusslon Is a type of (rawmmallc braln [nfury that
changes the way the braln normally works. A concusslon

s caused by a bump, Blow, or Jolt {0 -the head or body that
causes the head-and bralit 1o move quickly back and forth.
Even a “ding,” “getting your bell rung,” or what seemis to he
a mild bing or blow to the head can be setlous,

WHAT ARE THE SIGNS AND
SYMPTOMS OF CONCUSSION?

A A e A T U N S Vs S g

Stans and symploms of concusslon ean show ip tlght after
the Injuey or itay not appear or be notlced until days or
weels after the njuty,

If an athlete reporls one or more symptoms of corncussion
after a buinp, blow, or Jolt to the liead or body, sfe should
he kept out.of play the day of the Injury, The athlete shonld
only returit to play with permlsslon from a health care
professional experlenced In evaluating for concusslon,

:-"‘:'l‘-i'—i:‘“\'\':-"‘—"\'-‘-\~27111:::5J}r::_:-1a’-1ﬂ6'\--.\QJ_\‘V:'r‘-"."‘drr.-\‘.\.‘-.'.i.,l, T,

DID YOU KNOW?

+  Maost-concusstons occur wlihout loss of
consglousnass.

¢+ Athletes who tiave, at any polaf In thefe [Ives,
had a concusslon have an Increased rlsk for
anothér soncusston.

*  Young children and teens are more Itkely to

" geta contusslon and take longer to recover

than aduits,

e Sy o e LT N 1 et ming B T v e gt

Michipan Drf{mrmrenr
af" Conmnnnily Health

Alok Snyder, Governor
James K. Haveman, Direotor

}-'-ot-.-.

SYMPTOMS REPORTED
BY ATHLETE:

{%;’fa.f%whwu:;—f_-‘-.-.&'éﬂ-‘ﬂ‘\?-:a7-.—-.‘.';{-}&-«-6tu.—::--_:z,v.'-_—_\-:.'- A T TR SV MR
*  Heatlache or “pressure” in head

Nausea or vomiting

Balance problams or dlzzlness

Double or blurry vision

SensHivity to light

Sensltivity to nolse

Feellng slugglsh, hazy, foygy, or groggy
Concentration or memory problems
Gonluslon

Just not “feeling right” or is “feellng down”

.- & & + & =5 & e =

SIGNS OBSERVED
BY COACHING STAFF:

T L T R P T 1 W T T R AL T 1) Ly 2 U PSSt me e s
Appears dazed or stunned
Is confused about asstgntitent or position
Fargats an Instructlon
1S unsure of game, score, or opponent
Moves clumsily
Answers questlons slowly
Loses consclousness (even belefly)
Shows mood, beliavier, or personallty changes
—Can't recall-events prior to hitor fall— —— -
Gan't recall events after hlt or fall

B> “IT'S BETTER TO MISS ONE GAME
THAN THE WHOLE SEASON”




CONCUSSION DANGER SIGNS

L L B e ]

In rare cases, a dangerous blood clot may forim on the
bratn-t a person with a concusslon.and crowd {he brain
agalnst the-skull,-An athiete should recelve Immedialo
hiedlcal attentlon If after a bump, blow, or folt to the
head or body sfhe-exhiblts aity of the followlng danger
slans;

*  One pupll larger thah the othey

+  Isdrowsy or camot be awakened

¢ Aheadache {hat gels worse

¢+ Weakuess, numhness, or dacreased coordination

*  Repeated vomlting or nansea

+  Slurred speech

+  Gonvulslons or selzures

*  Caniol recognize people or places

*  Becomes Increasingly confused, restless, or agliated
+  Hasamusual behavior

*  Loses consclousness (even a brlef loss of cansclousnass
shouid he taken serlously) .

WHAT SHOULD YOU DO IF YBU THINK
YOUR ATHLETE HAS A CONCUSSION?

S S IR T R T ST A I D AT 2N A e A Ty 2 S I T AT T e SUAEY
1. lfyou suspect that an athlete hasa concusslon,
rethove the athlete from play and seek-medical
attentlon. Do not try to. judge ihe severlty of the
Injury yolirseff, Keep the athlele aut of play the day
of the Injury and unlll a health care professlonal,
experlenced n evaluathig for concusslon, says sflie Is
symptom-free and [t’s OK to return to jifay,

2. Rest Is key to helping an athlete recover from a
congusston, Exerclshiy or activitles that Involve a
lot of concéntration, suct as studying, worling on
the conputer, and playhig video fjarhes, inay cause
concusslon symiptoms to_redppear or get worse,
After a concusslon, returning to sports and school Is
a gradual process that shoild be carefully managed
and monitored by a health care professlonal.

3. Rentember: Conousslons affect people differentiy.
While most athlefes with a cangussion recover
qulekly and fuily, sotme will bave symyitoms Uiat last
for days, or even wosks. A more serlous concussion
can last for months or longer,

Ry
¥

sJOI—N THE. CONVERSATION L www.faceboolé.com/CDCHeadsUp

WHY SHOULD AN ATHLETE REPORT
THEIR SYMPTOMS?

M o R S STy e R A A S T AT T T

1 an athlele has a concussfon, Iils/her brain needs thme to
heal. While an athlete’s brain Is still healing, she Is vauch
titore Hicely to have another concusslon, Repeal concusstons
¢an Increase the fine It takes to recover, In rave cases,
repeat concusslons In youny athietes can resuit In brain
swelling ar permanent damage to thelr biraln, They ¢can even
be fatal,
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