NCTA Taekwondo Tournament
University of California
April 1-2, 2017
Athletic Injury/Illness Report Form
Name:____________________________   M/F    DOB:__________  Phone: __________________________
Home Street:________________________
  Home City/State/Zip___________________________________
School:____________________________      Belt/Division:________________________________________
1) Assessment of Emergency Condition:  Type/Location of Injury:
_______ Athlete is conscious and able to communicate (A/V/P/U)

_______ Athlete is unconscious and/or is unable to communicate
      Signs and Symptoms:  
      Skin is warm  /dry  /moist  /cold
      Vital Signs:  Pulse__________BP__________Resp_________Pupils_________Temp:_________________
      History of Asthma/  Diabetes/  Seizure/  Heart/  TIA/  Allergies etc.________________________________

      Additional Emergent Findings:______________________________________________________________

     Mechanism of Injury:__________________________________________________________________
2)  Subjective Complaint:
 3) Objective Findings:
4)  Assessment: 
 5)  Plan: 
Recommendations:   Athlete may return to competition:  YES   NO     30 Day Out Head Rule:  YES  NO
_____EMT requested and athlete transported to hospital/ER
_____Referred athlete to treatment area for further evaluation: Ortho/Medical/Chiropractor/Other
_____Treatment:  (tape, ice, compression, etc. Describe below)
Print Name/Signature:_____________________________________________ ATC, DC, MD, DO, EMT

Date:_________________________

Athlete/Guardian/Coach has been made aware of their condition and recommendations for transport to emergency room for further treatment or to discontinue their competitive activity and has
 __________ Accepted ________Declined these recommendations. 

Athlete/Guardian/Coach Signature/Date:________________________________________
NCTA Taekwondo Tournament
University of Colorado
April 23-24, 2016
Informed Consent Waiver

I, the undersigned, acknowledge by my signature, that I am aware the participating treating physician, chiropractor, health care provider listed below is a licensed physician, health care provider.  I also realize that though rare, injury from treatment or manipulation may have an adverse effect, which may include stroke, death, disc herniation and other possible injuries or complications.  I agree to have such treatment rendered with this understanding.
I hereby also agree to hold the sponsors, coordinators or agents acting for the National Collegiate Taekwondo Association and their affiliates free and harmless from liability, claims, demands or suits for damages from any injury or complications whatever, which may result from such treatment.  This document is a binding document and the parties hereto intend this INFORMED CONSENT WAIVER AND AUTHORIZATION TO TREAT to be binding on and inure to the benefit of their respective principles, heirs, executors, administrators, successors and assigns; this includes any and all successors and/or heirs.  I further state that should complications arise from such agreed treatment with the treating physician/health care provider, that such individual and myself will be the only parties to engage in any and all recourse should that need arise.
Patient Name:______________________________________

Treating Provider:___________________________________

Treating Provider Signature:___________________________

Athlete and/or Guardian Signature and Date: 

__________________________________________________

