
	
	
	

Western	Colorado	Concussion	Consortium	
Final	Teacher	Feedback	Form	

	
Student	Name:	______________________________________	Date:	_____________________	School:	_______________________________________________			

Date	of	Concussion:	_______________________	Health	Care	Provider:	__________________________________________________________________	

Your	child	has	been	diagnosed	with	a	concussion	and	is	being	managed	by	your	health	care	provider.	It	is	your	responsibility	
to	gather	signatures	from	his/her	teachers	before	your	child	is	cleared	by	his/her	health	care	provider	for	return	to	physical	
activity.		After	it	appears	that	your	child	has	no	concussion	related	symptoms,	have	your	child	contact	their	teachers	and	ask	
them	to	fill	in	the	boxes	below	based	upon	your	child’s	current	performance	in	classes	AND	whether	there	is	an	ongoing	need	
for	academic	adjustments	in	their	classes	(related	to	the	current	concussion).	This	process	will	allow	your	child’s	health	care	
provider	to	make	a	decision	whether	or	not	it	is	safe	to	clear	your	child	for	return	to	physical	activity.	

Teachers:	your	feedback	is	very	valuable	in	making	decisions	regarding	return	to	physical	activity.		If	you	have	noticed	any	physical,	
cognitive,	and/or	emotional	symptoms	in	your	classroom,	please	indicate	below.		

1	–	Teacher	
name	
2	–	Class	in	
which	you	
teach	this	
student			

Is	student	receiving		
any	academic	
adjustments	in	
your	class?	
If	yes,	please	
describe.	

Have	you	noticed	or	has	the	student	reported	any	concussion	symptoms	to	you	(e.g.,	
headaches,	dizziness,	concentration	or	memory	problems,	irritability,	fatigue	etc.)?	
If	yes,	please	explain.	

To	the	best	of	your	knowledge,	is	
this	student	performing	at		
their	pre-concussion		
level?		

	
	
	
	

	 	 YES	or	NO	
Date:	
Teacher	Signature:	

		
	

	 	 YES	or	NO	
Date:	
Teacher	Signature:	

		
	

	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

		
	

	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

	 	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

	 	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

	 	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

	 	 	 YES	or	NO	
Date:	
Teacher	Signature:	
	

	
	

School	Counselor	Signature:	________________________________________________________________________Date:	__________________________________________	

	

PARENT:	Return	form	to	health	care	provider	to	be	cleared	for	return	to	activity	


