
SMSCS CONCUSSION  
ACTION PLAN
FLOW CHART

IDENTIFY...
suspected Concussion

STOP...
activity/game

MANAGE
Initiate Emergency Action Plan

EVALUATE...
for Red Flags

YES
Red Flags Present

DOCUMENT...
suspected Concussion and Transfer Care  

to a Responsible Adult

BE EVALUATED... 
by a primary care health care professional  
with specific training and experience in the  

assessment and management of 
sports-related concussion within 48 hours

CONCUSSION DIAGNOSIS 

COMPLETE... 
a Health Care Practitioner Monitored and  

Guided Progressive Return to Learn / Return  
to Play Protocol

CLEARED... 
by a primary care health care professional  
with specific training and experience in the  

assessment and management of sports- 
related concussion for Full Return to  

Practice and Games

•	 Activate	EMS-	CALL	911
•	 Stabilize	the	Athlete
•	 Do	Not	Move	Athlete  
	 (other	than	for	airway	management)
•	 Do	Not	Remove	Equipment	unless	you	 
	 have	be	trained	to	do	so	safely

RED FLAGS
• Loss of consciousness
• Blocked airway
• Not breathing
• Loss of circulation
• Neck pain or tenderness
• Double vision
• Weakness or tingling/burning in the arms or legs
• Severe or increasing head ache
• Seizure or convulsion
• Deteriorating conscious state

REMOVE...
athlete from the Field of Play

EVALUATE...
for a Suspected Concussion  

using Sideline Tool

CONTINUE TO MONITOR ATHLETE... 
for 48 Hours by a Responsible Adult for Red Flags 

NO
Red Flags Not Present

YES
Red Flags Present

NO
Red Flags Not Present



• Athlete Name: __________________________________________________________________________________

• Date of Suspected Concussion: _____________________________________________________________________

• Name of Person Monitoring Athlete at the scene: ______________________________________________________  

• Relationship to the athlete: ________________________________________________________________________

• Description of what happened:  (Blow to head, Hit to the body, etc): _______________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

• EMS called:   o Yes        o   No   OR 

• Athlete care transferred to responsible adult:   o Yes      o No

• Name of Parent/Guardian responsible for at home monitoring of athlete: ___________________________________

 • Relationship to the athlete: _____________________________________________________________________

 • Concussion information sheet provided:   o Yes       o No 

• Date athlete assessed by primary care health care professional: ___________________________________________

 • Supervising health care professional: ___________________________ Profession: ________________________

 • Concussion Diagnosis:   o Yes      o No

• Athlete Returned to School:   o Yes      o No

• Cleared for Participation in Non-Contact Training Drills (Step 4 SCAT5):  o Yes      o No      Date: _________________

 • Supervising health care professional: ___________________________ Profession: ________________________

 • Note from Professional Received:  o Yes      o No

• Cleared for Full Contact Practice (Step 5 SCAT5):   o Yes      o No               Date: ______________________________

 • Supervising health care professional: ___________________________ Profession: ________________________

 • Note from Professional Received:   o Yes      o No

• Cleared for Return to Play/Sport (Step 6 SCAT5):   o Yes      o No               Date: ______________________________

 • Supervising health care professional: ___________________________ Profession: ________________________

 • Note from Professional Received:   o Yes      o No

SMSCS CONCUSSION ACTION PLAN
Record	of	Concussion


