
Upper Darby Futbol Club 

Possible Concussion Notification 

Version adopted by UDFC Directors– [Date] 

 

Today, __________________________, 20____ at ___________________________, [insert name of event], 

____________________________________________ [insert player’s name] received a possible concussion.  

UDFC wants to make you aware of this possibility, of the signs and symptoms of a concussion that may 

arise, and the requirement for further evaluation and/or treatment, prior to the player’s return to 

participation in UDFC activities. 

 

It is common for a concussed player to have one, many or even none of the following symptoms.  If your 

child shows any of these symptoms, or you notice other changes in their behavior or conduct, you should 

consider seeking immediate medical attention: 

- Memory difficulties - Neck pain - Sensitivity to light or noise 

- Headaches that worsen - Odd behavior -- Irregular sleep patterns 

- Vomiting - Fatigue -- Slow reactions 

-- Lack of mental focus - Irritability - Less responsive 

- Seizures -- Slurred speech - Weakness or numbness 

If you have questions about your child’s condition, please contact a health care provider trained in 

concussion treatment and management.  Until you receive a professional medical opinion, please consider 

having your child follow these guidelines: 

 -- Refrain from physical activities. 

 -- Refrain from cognitive activities requiring concentration, such as TV, video games, computer 

work, and text messaging if they are causing symptoms. 

 

-BE ADVISED- 

-A player with a possible concussion may not participate in UDFC-sponsored soccer activities until he or 

she is evaluated and cleared to participate by a health care professional trained to diagnose a concussion.   

-A player diagnosed with a concussion may not participate in UDFC-sponsored soccer activities until a 

health care professional trained in concussion treatment and management provides a signed clearance to 

return to play. 

 
Complete two copies of this form. Copy 1 – Player’s family.  Copy 2-Team Official forward to the UDFC Concussion 
Coordinator. 
 

Player’s Team: _________________________________ Program & Age Group: _______________________ 

 

Player’s Name: ___________________________________________________________ 

 
I confirm that I have been provided with, and acknowledge that I have read the information contained in this Form.   

 

Player’s Signature: _______________________________________________________ Date: __________________ 

 

Parent/Guardian’s Signature: ______________________________________________ Date: __________________ 

 

Team Official’s Signature: _________________________________________________ Date: __________________ 

 

UDFC Concussion Coord. Signature: _______________________________________ Date: __________________ 

 

Concussion Diagnosed - Y  /  N   Date: _____________________  Cleared to play Date: ____________________ 


