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ROCHESTER JR. AMERICANS
Player Injury Report

Player’s Name _________________________________________________________


Team  ________________________________________________________________


Coach  ________________________________________________________________


Date of Injury  __________________    Location  _______________________________


Describe the injury and how it occurred  _______________________________________


________________________________________________________________________

________________________________________________________________________

Did the player require medical treatment at the rink or hospital?  ____________________


_________________________________________________________________________

Was the player transported to the hospital by ambulance or parent/guardian?  _________


_________________________________________________________________________

If no parent or guardian was present, who was the responsible adult?  ________________


_________________________________________________________________________


What was the diagnosis after medical evaluation?  ________________________________

_________________________________________________________________________

_________________________________________________________________________

Please complete this form after any injury that requires medical treatment.  If a concussion is 


suspected, the other side of this form must also be completed.  
NOTE – after release by doctor, the Return to Play Form must also be completed.  Forward to:

NedraLMiller@gmail.com

Please note that if the player has an injury that prevents him/her from participating in team practices/games, there must be a doctor’s release provided to PYH President or Team Manager PRIOR to the player returning to practices/games.
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	ROCHESTER JR. AMERICANS
CONCUSSION CHECKLIST



Name: _____________________________ Age: ______  Grade:  ______  Sport:     Ice Hockey


Date of Injury:  _____________________________ Time of Injury:  ______________________________

On Site Evaluation

Description of Injury: ________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
	Has the athlete ever had a concussion?
	Yes
	No
	
	Questions to Ask Player

	
	
	
	
	

	Was there a loss of consciousness?
	Yes
	No
	Unclear
	Where are we?      What city is this?

	
	
	
	
	What month is it?   What day is it?

	Does he/she remember the injury?
	Yes
	No
	Unclear
	Who is the opposing team?   Score of the game?

	
	
	
	
	Repeat words….Table, Dog, Green

	Does he/she have confusion after the injury?
	Yes
	No
	Unclear
	What do you remember prior to the hit?  Remember the hit?

	
	
	
	
	Repeat days of the week backward (from today)

	
	
	
	
	Repeat numbers backwards …36 (63), 419 (914), etc.

	
	
	
	
	Repeat three words from earlier…. Table, Dog, Green


Symptoms observed at time of injury:

	
	
	
	
	
	
	

	Dizziness
	Yes
	No
	
	Headache
	Yes
	No

	
	
	
	
	
	
	

	Ringing in Ears
	Yes
	No
	
	Nausea/Vomiting
	Yes
	No

	
	
	
	
	
	
	

	Drowsy/Sleepy
	Yes
	No
	
	Fatigue/Low Energy
	Yes
	No

	
	
	
	
	
	
	

	“Don’t Feel Right”
	Yes
	No
	
	Feeling “Dazed”
	Yes
	No

	
	
	
	
	
	
	

	Seizure
	Yes
	No
	
	Poor Balance/Coord.
	Yes
	No

	
	
	
	
	
	
	

	Memory Problems
	Yes
	No
	
	Loss of Orientation
	Yes
	No

	
	
	
	
	
	
	

	Blurred Vision
	Yes
	No
	
	Sensitivity to Light
	Yes
	No

	
	
	
	
	
	
	

	Vacant Stare/Glassy Eyed
	Yes
	No
	
	Sensitivity of Noise
	Yes
	No


* Please circle yes or no for each symptom listed above. 

Other Findings/Comments: ____________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________

Final Action Taken:

Parents Notified

Sent to Hospital

Evaluator’s Signature:  ______________________________________  Title:  _____________________

Printed Name:  ____________________________________________

Address:  _______________________________________  Date:  ________  Phone:  _______________

              _______________________________________
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