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East View High School

Tippit/Wagner MS

COVID Management Form

Athlete Name:  ________________________________

Date of Injury:  ____________________

Sport /Team:  _________________________________

Time of Injury:  ____________________

Date of Symptom Onset:  ___________                 or

Asymptomatic Testing:  _____________ 
Test Date:  ______________

PCR (circle one):  Positive   Negative

Antigen (circle one):   Positive   Negative
Must be fever free for 24 hours without fever reducing medication and symptom must improve before returning to campus

Name of Healthcare Provider __________________________________________________________________

Signature of Healthcare Provider _______________________________________________________________

Date of Visit: _______________________________             
Return to Activity:

Yes:  No restrictions

Yes:  Begin graduated Return to play over ______ days/weeks

 NO:  Return visit prior to beginning Return to play 
Comments/Restrictions:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Return to Play Example


Day 0 – Return to school

Day 1 – Light aerobic activity: Date: ___________




Day 2 – Sport Specific Conditioning: Date: ___________
 
Day 3 – Practice: No Contact & Weights: Date: ___________    

(FB; Helmet, Shoulder Pads, Shorts, Girdle)

Day 4 – Full Contact Athletic Practice:  Date: ___________
Day 5 – Return to Play: Date: ___________
Parent Signature:  _____________________________
In order for us to give the best possible care to our athletes, we want to follow the treatment plan you have designed for the above athlete.  The Sports Medicine Department requires a hard copy release before an athlete can return to activity from the treating physician.  An athlete may not be able to participate without THIS form complete and on file with the school Athletic Trainer.  This Form also gives permission to release medical information for above athlete related to his/her injury to become a confidential permanent record of the Sports Medicine Department.
Athlete must present this completed form to the EVHS Athletic Trainer
Must be completed by Healthcare Provider





To be completed by


Athletic Trainer








