Concussed Player Clearance Form
ARLINGTON SOCCER ASSOCIATION ARLINGTON TEXAS 
Return completed signed form via email to: 
concussion@arlingtonsoccer.org

For Questions or Concerns Contact:
Rodney Caffey	  

Email: victoryhsolutions@gmail.com

Concussed Player’s Name: _______________________________ Age: _______________
Parent’s Name: ___________________________________________________________
Team: __________________________________________________________________
Date of Evaluation: ________________________________________________________
Return to Play Status
The player above has been evaluated by a physician or neuropsychologist with
knowledge of concussion management. I recommend the following:
___ The player has been examined and no concussion has been diagnosed.
___ The player has been examined and a concussion has been diagnosed
 The player is cleared (based upon acceptable concussion Return to Play procedures)
to return to:
____ Practice: No Restrictions
____ Practice: Restrictions_________________________________________________
____ Competition: Restrictions______________________________________________
____ Full Competition _____________________________________________________
COMMENTS:____________________________________________________________
____________________________________________________________
Physician or Neuropsychologist Name (PRINT)__________________________________
Physician or Neuropsychologistignature________________________________________ Date____________________
Physician or Neuropsychologist Phone________________________________________________
Name of Practice__________________________________________________________
