
 

Jackson County Clearance, Insurance, and Consent Form 
THIS PACKET WILL NOT BE ACCEPTED IF ALL INFORMATION IS NOT COMPLETED 

 
STUDENT:__________________________________________________________                (____)_______________________ 
                             Last                                    First                                      M.I.                                           Phone 

 
EMERGENCY CONTACT:  _________________________________RELATIONSHIP:  ________________PHONE:_________________ 
 
EMERGENCY CONTACT:  _________________________________RELATIONSHIP:  ________________PHONE:_________________ 

 
Please CHECK  one of the following statements regarding insurance coverage for your son/daughter for this school year, then sign below. 

 
My son/daughter is adequately and currently covered by accident insurance that will cover injuries sustained 

while participating in interscholastic athletics. 
 

Company providing insurance:  ______________________________  Policy#:  __________________________  
 

 
 My son/daughter has purchased a voluntary k12 policy and the policy is attached. 

 
THIS SIGNATURE CERTIFIES THAT ALL ABOVE INFORMATION IS CORRECT.   IN CASE OF EMERGENCY DURING ANY SCHOOL ACTIVITY INVOLVING THE STUDENT 
NAMED ON THIS PAPER, WHICH IN THE OPINION OF SCHOOL OFFICIALS REQUIRES IMMEDIATE MEDICAL OR SURGICAL ATTENTION, I HEREBY GRANT 
PERMISSION TO PHYSICIANS, CONSULTING PHYSICIANS, ATHLETIC TRAINERS, EMT’S, AND ANY OTHER HEALTHCARE PROVIDERS SELECTED BY SCHOOL 
OFFICIALS TO PROVIDE MEDICAL CARE AND TREATMENT UNLESS I AM PRESENT AND REQUEST OTHERWISE OR UNTIL I LATER REQUEST OTHERWISE.  I ALSO 
GRANT  PERMISSION TO THE ABOVE NAMED STUDENT FOR  ATHLETIC PARTICIPATION AND PERMISSION TO USE THE ATHLETES PICTURE AND/OR VIDEO ON 
OUR SCHOOL WEBSITE, AND ALL OTHER FORMS OF MEDIA AVAILABLE TO JACKSON COUNTY SCHOOLS.  

 
 

Signature(s) of Parent(s) or Guardian(s):    _______________________________________      Date:_______________ 
 

CLEARANCE--TO BE FILLED OUT BY PHYSICIAN ON DATE OF PHYSICAL   
 

DATE OF PHYSICAL EXAM:  _____________________ 
  CLEARED FOR ALL SPORTS WITHOUT RESTRICTION                                               CLEARED WITH THE FOLLOWING RECOMMENDATIONS FOR TREATMENT 

 
MEDICAL CONDITIONS: ________________________________________________________________________________________________ 
ALLERGIES:   _________________________________________________________________________________________________________ 
CURRENT MEDICATIONS:  ______________________________________________________________________________________________ 

 
Name of Physician (print/type) ________________________________________________ Date __________________  
 
Address __________________________________________________________________          Phone _________________  
 

Signature of Physician ____________________________________________________________________ MD or DO 

THIS PACKET WILL NOT BE ACCEPTED IF ALL INFORMATION IS NOT COMPLETED 
 

JACKSON COUNTY SCHOOLS     1660 WINDER HIGHWAY     JEFFERSON, GA.  30549 
 









Georgia High School Association 
Student/Parent Concussion Awareness Form 

 
 
SCHOOL: _______________________________________________________________________  
DANGERS OF CONCUSSION  
Concussions at all levels of sports have received a great deal of attention and a state law has been passed to address this issue. 
Adolescent athletes are particularly vulnerable to the effects of concussion. Once considered little more than a minor “ding” to the 
head, it is now understood that a concussion has the potential to result in death, or changes in brain function (either short-term or 
long-term). A concussion is a brain injury that results in a temporary disruption of normal brain function. A concussion occurs when 
the brain is violently rocked back and forth or twisted inside the skull as a result of a blow to the head or body. Continued 
participation in any sport following a concussion can lead to worsening concussion symptoms, as well as increased risk for further 
injury to the brain, and even death.  
Player and parental education in this area is crucial – that is the reason for this document. Refer to it regularly. This form must be 
signed by a parent or guardian of each student who wishes to participate in GHSA athletics. One copy needs to be returned to the 
school, and one retained at home.  
COMMON SIGNS AND SYMPTOMS OF CONCUSSION  

• Headache, dizziness, poor balance, moves clumsily, reduced energy level/tiredness  
• Nausea or vomiting  
• Blurred vision, sensitivity to light and sounds  
• Fogginess of memory, difficulty concentrating, slowed thought processes, confused about surroundings or game 

assignments  
• Unexplained changes in behavior and personality  
• Loss of consciousness (NOTE: This does not occur in all concussion episodes.)  

 
BY-LAW 2.68: GHSA CONCUSSION POLICY: In accordance with Georgia law and national playing rules published by the National 
Federation of State High School Associations, any athlete who exhibits signs, symptoms, or behaviors consistent with a concussion 
shall be immediately removed from the practice or contest and shall not return to play until an appropriate health care professional 
has determined that no concussion has occurred. (NOTE: An appropriate health care professional may include licensed physician 
(MD/DO) or another licensed individual under the supervision of a licensed physician, such as a nurse practitioner, physician 
assistant, or certified athletic trainer who has received training in concussion evaluation and management.  
a) No athlete is allowed to return to a game or a practice on the same day that a concussion (a) has been diagnosed, OR (b) cannot 
be ruled out.  
b) Any athlete diagnosed with a concussion shall be cleared medically by an appropriate health care professional prior to resuming 
participation in any future practice or contest. The formulation of a gradual return to play protocol shall be a part of the medical 
clearance.  
 
By signing this concussion form, I give ___________________________________________________High School 
permission to transfer this concussion form to the other sports that my child may play. I am aware of the dangers of 
concussion and this signed concussion form will represent myself and my child during the 2018-2019 school year. This 
form will be stored with the athletic physical form and other accompanying forms required by the 
______________________________________________________________School System. 
 
 
I HAVE READ THIS FORM AND I UNDERSTAND THE FACTS PRESENTED IN IT.  
 
_________________________________          _________________________________ __________  
Student Name (Printed)                                       Student Name (Signed)                                   Date  
 
_________________________________          _________________________________ __________  
Parent Name (Printed)                                         Parent Name (Signed)                                     Date 

                                                                                                                                                                  (Revised: 2/18) 



 
 

 

Dear Parent/Guardian, 

Jackson County Schools are  currently implementing an innovative program for our high school student-athletes. 
This program will assist our team physicians/athletic trainers in evaluating and treating head injuries (e.g., 
concussion). In order to better manage concussions sustained by our student-athletes, we have acquired a software 
tool called ImPACT (Immediate Post Concussion Assessment and Cognitive Testing). ImPACT is a computerized exam 
utilized in many professional, collegiate, and high school sports programs across the country to successfully 
diagnose and manage concussions. If an athlete is believed to have suffered a head injury during competition, 
ImPACT is used to help determine the severity of head injury and when the injury has fully healed. 

The computerized exam is given to athletes before beginning contact sport practice or competition. This 
non-invasive test is set up in “video-game” type format and takes about 15-20 minutes to complete. It is simple, and 
actually many athletes enjoy the challenge of taking the test. Essentially, the ImPACT test is a preseason physical of 
the brain. It tracks information such as memory, reaction time, speed, and concentration. It, however, is not an IQ 
test. 

If a concussion is suspected, the athlete will be required to retake the test. Both the preseason and post- injury test 
data is given to a local doctor or, to help evaluate the injury. The information gathered can also be shared with your 
family doctor. The test data will enable these health professionals to determine when return- to-play is appropriate 
and safe for the injured athlete. If an injury of this nature occurs to your child, you will be promptly contacted with 
all the details. 

We wish to stress that the ImPACT testing procedures are non-invasive, and they pose no risks to your student- 
athlete. We are excited to implement this program given that it provides us the best available information for 
managing concussions and preventing potential brain damage that can occur with multiple concussions. The 
Jackson County School administration, coaching, and athletic training staffs are striving to keep your child’s health 
and safety at the forefront of the student athletic experience. Please return the attached page with the appropriate 
signatures.  

Consent Form 

For use of the Immediate Post-Concussion Assessment and Cognitive Testing (ImPACT) 

I have read the attached information. I understand its contents.   I agree to participate in the ImPACT Concussion 
Management Program. 

 

___________________________________                  __________________________________         __________________ 

          Printed Name of Athlete                                          Signature of Athlete                                Date 

 

                                                                                   ___________________________________        __________________ 

       Signature of Parent                                  Date 

w w w . i m p a c t t e s t . c o m 



 

 

 

 

Authorization to Disclose Health Information 
 
Patient’s Name: __________________________  Date of Birth: _____________ 

 
I understand that by signing this form, I authorize Northeast Georgia Physicians Group, Sports 

Medicine to provide or disclose the above named individual’s sports pre-participation examination as 

described below, concerning the period from 4/01/2018 to 5/31/2019. 

 

Medical information, as specified: 

 

X Other (specify): Pre-Participation Exam and any subsequent athletic injury 

 

This information may be disclosed to and used by the following individual or organization: 

 

Name:       Athletic Department and School Administration at Jackson County High School District 

Address:   1668 Winder Hwy 

        Jefferson, GA 30549 

 

Name:    Jackson County School District Central Office 

Address:  9270 Highway 82 Spur 

   Maysville, GA 30558 

 

Purpose:  To assist the coaches, school administration and Jackson County High School District with the 

athlete’s ability to participate in athletics 

 

Special Instructions:  Only coaches from the particular sport or Athletics Director, School Administration 

and Jackson County High School District may receive this information. 

 

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this 

authorization I must do so in writing and present my written revocation to the health information 

management department.  I understand that the revocation will not apply to information that has already 

been released in response to this authorization.  I understand that the revocation will not apply to my 

insurance company when the law provides my insurer with the right to contest a claim under my policy.  

Unless otherwise revoked, this authorization will expire on the following date, event, or condition: 

5/31/2019.  If I fail to specify an expiration date, event or condition, this authorization will expire in 90 

days. 

 

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this 

authorization.  I need not sign this form in order to ensure treatment.  I understand that I may inspect or 

copy the information to be used or disclosed, as provided in CFR 164.524.  If I have questions about 

disclosure of my health information, I can contact the Director of Health Information Management Services 

at (706) 721-2722. 

 

My participation in this physical also grants NGPG permission to use my name and photographic likeness 

in all forms and media for advertising, exposition displays, trade and for any other lawful purpose. 

  ________________________________________   _____________________  
             Student Signature        Date 
 _________________________________________   _____________________ 
               Parent or Legal Representative Signature                      Date  
___________________________________________   _____________________ 
       If signed by Legal Representative, Relationship to Athlete                       Signature of Witness 



 
CODE OF CONDUCT FOR STUDENT ATHLETES AT JACKSON COUNTY SCHOOLS 

 
Name (PRINT): _____________________________________ Grade: ________ School Year: ________________ 

 
The Jackson County School System Athletic Departments have adopted these guidelines to support our student-athletes as they                 
choose to participate in our athletic program. This form must be signed and returned each school year and be on file in the Athletic                        
Office to tryout or participate. 
 
This form applies to all student-athletes from the start of fall sports practices until the end of the spring competitive seasons 
including those days that school is not in session. The Athletic Handbook outlines this and all other policies for which a 
student-athlete is responsible. The Athletic Department recommends that you obtain and read a copy of the handbook by 
downloading it from your school website  or pick up a copy in the Athletic Office at your school. 
 
The Jackson County School System Student-Athlete shall:  
1. Represent his or her team and school in a positive manner and display good sportsmanship at all times.  
2. Avoid situations that may lead to an unwanted outcome.  
3. Not use tobacco products, consume alcohol, or use illicit drugs.  
4. Adhere to specific team demands as indicated in each program. 
5. Support the concept of “the team comes first.”  
6. Maintain proper academic standing per JCSS eligibility standards listed in the Jackson County Parent/Student 
Handbook.  
7. Alert teachers ahead of time to approved class absences due to athletic competition and arrange to complete 
assignments in advance when possible.  
8. Attend every practice and game and communicate directly with the coach if he/she will be missing a practice or 
game as soon as the student-athlete recognizes that this will occur. 
9. Meet daily participation rules requiring their presence on campus from 8:00 AM until 3:10 PM on a school day to be 
eligible for practices or games. See Eligibility for Activities in the Attendance section of the JCHS Parent/Student 
Handbook.  
10. Complete his/her commitment to one team/season before participating with a new team/season unless mutually 
agreed upon by both varsity head coaches involved and the athletic director.  
11. Commit to in and out-of-season strength and conditioning programs to reduce the risk of injury and improve 
performance. 
12.  Adhere to all other rules/expectations found in their school Athletics Handbook and/or the JCS Student 
Handbook 
 
Consequences for failing to adhere to Policies and Expectations for the Jackson County Student-Athlete on this form 
or in the local school Athletics Handbook could result in disciplinary action as determined by the head coach and/or 
athletic director, which may include but not be limited to loss of varsity letter for that season, suspension, or dismissal 
from the team. 
 
A student’s athletic participation may also be impacted by consequences imposed through a disciplinary hearing as 
described in the Parent/Student Handbook.  
 
Note: If an underclassman is not participating in athletics when consequences for a violation of this document  or the 
athletic handbook are prescribed, the penalties will be applied to his or her next competitive season. Should a senior 
be found in violation, any of the above mentioned consequences may be applied retroactively. 
 
We have read and understand the commitment necessary to be a member of a Jackson County Schools athletic 
team. We will support these policies and expectations: 
 

 
Student Signature: __________________________________  Date   :________ 
 
 
Parents Signature: __________________________________  Date:  _________ 

JACKSON COUNTY SCHOOLS     1660 WINDER HIGHWAY     JEFFERSON, GA.  30549 


	DANGERS OF CONCUSSION: JACKSON COUNTY SCHOOL SYSTEM
	permission to transfer this concussion form to the other sports that my child may play I am aware of the dangers of: 
	School System: 
	Student Name Printed: 
	Parent Name Printed: 


