
 

BCSA-FORM-005 Rev.0 

SUSPECTED CONCUSSION REPORT 

Name: Date of Birth:   Day:                         Month:                          Year: 

Date and Time          Day:                Month:                Year:              Time: 
of Injury: 

Game/ Practice Location of Injury: 

Position Played at Time of Injury:     Defense                 Midfield                   Forward               Keeper   
 

Injury Description: Player to Player Contact             Ball to Player Contact            Fall to Ground          Other   

 

 

 

 

 

Reported Observations/ Symptoms (Check all that apply) 

 Headache  Feeling Mentally Foggy  Sensitive to Light  Nausea 

 Feeling Slowed Down  Sensitive to Noise  Dizziness  Difficulty Concentrating 

 Irritability  Vomiting  Difficulty Remembering  Sadness 

 Visual Problems  Drowsiness  Nervous/ Anxious  Balance Problems 

 Sleeping/ More/ Less than Usual  More Emotional  Numbness/ Tingling  Fatigue 

 

Red Flag Observations/ Symptoms (Check all that apply) Call 911 with the immediate onset of any of these observations/ symptoms. 

 Severe/ Rapid Increase Headache  Neck Pain/ Tenderness  Seizure/ Convulsions  Double-Vision 

 Loss of Consciousness  Repeated Vomiting  Deteriorating Conscious State  Tingling in Arms/ Legs 

 Weakness in Arms/ Legs  Burning in Arms/ Legs  Combative   Increased Agitation 

 

Are there any other reportable observations/ symptoms?   Yes          No   
 
If so, please describe:  
 

Is there evidence of injury to anywhere else on the body other than the head?   Yes          No   
 
If so, please describe:  
 

Has this player had any concussions before this incident?   Yes          No           Do Not Know   
 
If yes, how many:  
 

Does this player have any pre-existing medical conditions?   Yes          No           Do Not Know   
 
If yes, please list:  
 

Does this player take any medication?   Yes          No           Do Not Know   
 
If yes, please list:  
 

 

Based on the details noted in this report, I recommend to the player’s parent/ guardian that they seek a formal medical assessment of the player to determine the degree of injury 

sustained in the activity noted above.  This is in support of protecting the health and safety of the player and to ensure that the player is either cleared to resume soccer activities 

or is to be placed on a “Return-to-Play” program allowing time to gradually resume full soccer activities.  

Date: Name: Role: 
 
 

Contact Number: 
 
 

Email: Signature 

 

PLEASE NOTE: This form is to be completed by the head coach in the event of a suspected concussion in a soccer game, practice, or team activity. Once complete, give one 

copy of this report to parent/ guardian and the other to your Association designate. Parents/ guardians must take this form to medical appointment with medical doctor or nurse 

practitioner with the recommended Canada Soccer Concussion Assessment Medical Form.  This report form is aligned with best-practice guidelines and a tool to be used to 

support the remove, refer, and report sections of the Canada Soccer Concussion Policy and Big Country Soccer Association’s Return to Play Policy (Ref: BCSA-POL-

013). 
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