Name:

Sport:
Date:_ / /  Time:_. _
. TYPE OF ACTIVITY AT
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Event:

INCIDENT REPORT

Address:
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Date of birth: ___ /[

Team:

TIME OF INJURY
training

warm-up
competition
cool-down

other

, REASON FOR

PRESENTATION
new injury
aggravated injury
recurrent injury
illness

other

BODY PARTS INJURED
circle and name

. REASON FOR

PRESENTATION
bruise / contusion

cardiac problem

cold/flu

concussion (see concussion form)
dislocation / subluxation

fracture (including suspected)
inflammation / swelling

loss of consciousness

overuse injury

respiratory problem

skin injury e.g. graze / cut / blisters
sprain e.g. ligament tear

strain e.g. muscle tear
unspecified medical condition

other

am/pm Gender:

._u

’ OOoOoO0o00oOOod

CAUSE OF INJURY

collision with fixed object

collision with other player

fall from height / awkward landing
jumping to shoot or defend
overextension

overuse

slip / trip / fall / stumble

struck ball / object

struck by other player
temperature related

other

EXPLAIN HOW THE

° INCIDENT OCCURRED

®

WERE THERE CONTRIBUTING

> FACTORS TO THE INCIDENT?

e.g. unsuitable footwear, playing surface,
equipment, foul play

0 e

WAS PROTECTIVE

> EQUIPMENT WORN ON THE

INJURED BODY PART?

[ no

If yes, what?
e.g. mouthguard, brace

yes

OOO00000000 @

= INITIAL MANAGEMENT

none given (not required)
CPR

dressing

immobilisation

RICER

sling / splint

strapping / taping

stretch / exercises
transport from field / court

other

Injured person (please circle) player / referee / coach / spectator

& ADVICE GIVEN

immediate return to activity

D return to play with restrictions

[[] unabletoreturn at present

[[] referred for further assessment

before returning to activity

. + NOTICE

The injured person told that if injury
/illness does NOT improve in the
following 24 hours MUST seek
further advice from their own
medical professional

[ wves [ no
'—QREFERRAL

no referral

medical practitioner
physiotherapist
ambulance

hospital

other

PROVISIONAL SEVERITY
ASSESSMENT

mild
(1-7 days modified activity)

moderate
(8-21 days modified activity)

severe
(>21 days modified or lost)

> TREATING PERSON

Sports Trainer / First Aider
1D

medical practitioner
physiotherapist

other

OO0 0@ O 0O 0O @ OOooon

Signature of treating person




SUSPECTED
CONCUSSION RECORD

Please complete the following table for any athlete where a concussion is suspected.
This table is a record of the information contained on the Concussion Recognition and
Referral Form, which is retained by the athlete.
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THE INJURY INVOLVED

direct contact to the head

indirect contact (e.g. whiplash

OBSERVATION

Upon initial assessment did the athlete display
any of the following signs or symptoms?

Signs
Was the athlete;

lying motionless on the playing surface

slow to get up following direct or indirect contact
to the head

blank vacant stare

facial injuries

balance issues

slow laboured movements
memory issues
disorientation

Symptoms
Does the athlete complain of;

headache

“pressure in the head”
nausea

drowsiness

dizziness

blurred vision
sensitivity to light
sensitivity to noise
fatigue or low energy
“don't feel right”

more emotional or irritable
sadness

nervous or anxious
neck pain

difficulty concentrating
difficulty remembering
feeling slowed down

feeling “in a fog”
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Did the severity of any signs or symptoms
increase after 15 minutes?

no I

yes (please specify which ones)

Did any additional signs or symptoms develop
after 15 minutes?

no D

yes (please specify which ones)
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> RED FLAGS

If the athlete displays or reports any of the
below, call an ambulance. Mark all that apply:

neck pain or tenderness

double vision

weakness / tingling / burning in arms or legs
severe or worsening headache

seizure or convulsions

loss of consciousness

deteriorating consciousness

increasingly agitated, restless or combative

vomiting

CONCUSSION HISTORY

In the last 12 months, has the athlete been
suspected of, or diagnosed with a concussion?

no [l

REFERRAL

yes, how many

local GP
hospital
ambulance

other

MEMORY ASSESSMENT

Did the athlete answer all memory assessment
questions correctly?

no I

yes




	INCIDENT REPORT
	Name: __________________
	Address: __________________________________________
	Date of birth: ___/___/___
	Sport: _________________
	Event: _______________
	Venue: _________________
	Team: __________________
	Date: ___/___/___
	Time: ___:___
	Gender: ____________
	Injured person
	TYPE OF ACTIVITY AT TIME OF INJURY
	training
	warm-up
	competition
	cool-down
	other ______________________

	REASON FOR PRESENTATION
	new injury
	aggravated injury
	recurrent injury
	illness
	other ______________________
	BODY PARTS INJURED circle and name

	REASON FOR PRESENTATION
	bruise / contusion
	cardiac problem
	cold / flu
	concussion (see concussion form)
	dislocation / subluxation
	fracture (including suspected)
	inflammation / swelling
	loss of consciousness
	overuse injury
	respiratory problem
	skin injury e.g. graze / cut / blisters
	sprain e.g. ligament tear
	strain e.g. muscle tear
	unspecified medical condition
	other ______________________

	CAUSE OF INJURY
	collision with fixed object
	collision with other player
	fall from height / awkward landing
	jumping to shoot or defend
	overextension
	overuse
	slip / trip / fall / stumble
	struck ball / object
	struck by other player
	temperature related
	other ______________________

	EXPLAIN HOW THE INCIDENT OCCURRED
	WAS PROTECTIVE EQUIPMENT WORN ON THE INJURED BODY PART?
	yes
	no

	INITIAL MANAGEMENT
	none given (not required)
	CPR
	dressing
	immobilisation

	RICER
	sling / splint
	strapping / taping
	stretch / exercises
	transport from field / court
	other ______________________


	ADVICE GIVEN
	immediate return to activity
	return to play with restrictions
	unable to return at present
	referred for further assessment before returning to activity

	NOTICE
	The injured person told that if injury / illness does NOT improve in the following 24 hours MUST seek further advice from their own medical professional
	yes
	no

	REFERRAL
	no referral
	medical practitioner
	ambulance
	hospital
	other ______________________

	PROVISIONAL SEVERITY ASSESSMENT
	TREATING PERSON
	Sports Trainer / First Aider
	ID _________________________
	physiotherapist
	other ______________________
	Signature of treating person
	Date: ___/___/___
	physiotherapist
	mild (1-7 days modified activity)
	moderate (8-21 days modified activity)
	severe (>21 days modified or lost)
	medical practitioner
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