ILLINOIS YOUTH SOCCER ASSOCIATION (I1YSA)
MEDICAL ACTION REPORT

GENDER: [ ] Girls []Boys TEAM AGE U CLUB & TEAM NAME

Event Event Date(s)
ACTIVITY: [] Game []Practice [ | Tournament [_| Team Function [ | State Cup/Presidents Cup/Illinois Cup [_] ODP

Date of Incident Time AM/PM Location Field #

Injured Person’s Name Birthdate

Street Address

City, State, Zip

Parent/Legal Guardian’s Name
Cell Phone ( ) Work Phone ( ) Email
Witness Title Phone ( )

FOR A HEAD INJURY, ALSO COMPLETE & SUBMIT THE IYSA CONCUSSION NOTIFICATION FORM.
BODY PART: [ JHEAD [ JARM [ ] LEG [ ] SHOULDER [ ] EXPLAIN

DESCRIPTION

ASSESSMENT

IMMEDIATE ACTION

STATUS OF PLAYER
[ ] Returned to Play [ ] Release to Parent/Guardian for Home Care [ ] Released to Parent/Guardian for further Medical Treatment
] Transported via EMS to [] Other

DID PLAYER RETURN TO ACTIVITY? [] YES []NO IF YES, INDICATE TIME AM/PM
IF YES, INDICATE CAPACITY: [ JFULL [ ]JLIMITED [ ]AS TOLERATED

Was a parent/legal guardian contacted? [ ] YES [JNO IF YES, PROVIDE FOLLOWING INFORMATION.

Print Contact’s Name Relationship to the Player
Contact Type: [ ] In Person Conversation || Phone [ ] Writing TIME CONTACTED AM/PM
CONVERSATION NOTES

WAS PLAYER REFERRED FOR TREATMENT? [_] YES [|NO IF YES, WHERE

COMPLETE BELOW IF DECLINING MEDICAL TREATMENT AND/OR AMBULANCE SERVICE.
Only the Parent/Legal Guardian of an Injured Minor is authorized to decline medical treatment and/or ambulance service.
Name of person declining treatment/ambulance Relationship to Injured Person

Signature of person declining treatment/ambulance Date

Information about the person to whom parent/guardian of the Injured Person gives responsibility for medical treatment.
Print Name Relationship to Injured Person
Medical Credentials

Circle One: Parent/Legal Guardian/Responsible Party’s Signature Attending Health Care Professional’s Signature Date
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