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NIAGARA	UNIVERSITY	

CONCUSSION	POLICY	SUMMARY	

	

	Niagara	University	developed	a	universal	Concussion	Policy	designed	to	maximize	
the	neurological	health	of	our	students,	student-athletes,	and	club-sport	athletes	
by	providing	a	framework	of	education	and	clinical	management.		The	policy	was	
designed	under	the	principle	that	each	concussion	injury,	and	each	individual,	is	
unique.		Optimum	medical	care	depends	on	an	individualized	and	comprehensive	
approach	to	concussion	management.	

This	policy	has	been	formed	by	a	collaborative	effort	between	NU	Athletics	and	
NU	Student	Health	Services.		The	policy	is	used	campus	wide	for	all	concussion	
injuries	sustained	at	NU	(on	campus	and/or	any	athletic	activities).		This	policy	is	
reviewed	and	evaluated	on	an	annual	basis	to	remain	in	best	practice	with	the	
current	topic	of	concussions.	

	

1. Education:		Every	student-athlete,	club-sport	athlete,	and	coach	receives	
concussion	education	through	fact	sheets	provided	by	the	NCAA,	and	on-
line	videos	on	the	athletic	training	link	on	the	NU	Athletics	web-site.		Topics	
include	information	on	what	a	concussion	is,	prevention,	signs	and	
symptoms,	and	recognizing	a	possible	concussion.	
	

2. Baseline	Testing:		Prior	to	each	season,	all	NU	Division	I	incoming	freshmen	
and/or	transfer	student-athletes	will	be	given	a	baseline	neurocognitive	
exam	utilizing	the	ImPact	test	and	the	Balance	Error	Scoring	System	(BESS)	



test.		Club-sport	athletes	who	participate	in	a	collision	or	contact	sports	will	
be	given	a	baseline	ImPact	and	BESS	test.		The	ImPact	test	was	added	in	
2014	to	further	enhance	our	concussion	evaluation	and	management.		
	

3. Evaluation	and	Management:		If	a	player	is	suspected	of	having	a	
concussion,	or	exhibits	any	signs	or	symptoms	of	concussion,	they	will	be	
REMOVED	from	participation	and	undergo	evaluation	by	the	medical	staff.	

• If	a	student-athlete/club-sport	athlete	is	diagnosed	with	a	
concussion,	he/she	will	not	return	to	participation	on	that	same	day.	

• A	student-athlete/club-sport	athlete	that	is	diagnosed	with	a	
concussion	should	have	their	physical	and	cognitive	exertion	limited	
as	much	as	possible	while	they	are	experiencing	symptoms.	
	

4. Return-to-Play	 Decisions:	 	 Any	 student-athlete	 and/or	 club-sport	 athlete	
who	 is	 diagnosed	with	 a	 concussion	 shall	 be	 held	 out	 of	 all	 activity	 until	
symptom-free	at	rest	and	exertion	until	 there	 is	no	appreciable	difference	
from	their	baseline	neurological	exam	score	on	the	ImPact	Test	and	BESS.			

• The	concussed	student-athlete/club-sport	athlete	may	not	return	to	
participation	 until	 they	 are	 asymptomatic	 at	 rest	 and	 has	
successfully	completed	the	Graduated	Return-to-Play	Protocol.		

• The	final	medical	clearance	for	a	student-athlete/club-sport	athlete	
diagnosed	with	 a	 concussion	 to	 return	 to	 athletics	 activity	 shall	 be	
determined	by	the	Team	Physician	or	the	Physician’s	designee.	

• It	 is	 important	 to	note	 that	 there	 is	no	 timeframe	 to	 complete	 the	
protocol.	 	Each	 injury	and	player	 is	different	and	recovery	time	can	
vary	in	each	case.	

	

			

	

	

	

 



Concussion Management Plan 
 

Concussion Definition: 
  
Concussion or mild traumatic brain injury (mTBI) has been defined as “a complex 
pathophysiological process affecting the brain, induced by traumatic biomechanical 
forces.”  Although concussion most commonly occurs after a direct blow to the head, it 
can occur after a blow elsewhere that is transmitted to the head. Concussions can be 
defined by the clinical features, pathophysiological changes and/or biomechanical 
forces that occur. 
 
Niagara University Sports Medicine adheres to the current NCAA Concussion Policy 
and Legislation.  In addition, Niagara University, as a member institution in the Metro 
Atlantic Athletic Association, has opted to comply with the NCAA Concussion Safety 
Protocol Checklist.  All members of the Niagara University Sports Medicine staff will 
provide care within the scope of their established professional practice.  All of the 
concussion management progression lies exclusively with the Niagara University Sports 
Medicine Staff.  The Team Physician will make the final determination of return-to-play 
once asymptomatic, has a stable medical examination and post-exertion assessments 
are within normal limits. 
 
The entire concussion management process for the student-athlete, from the baseline 
assessment, initial post-injury evaluation, and eventual return to full athletic 
participation, including any diagnostic testing, shall be documented within their medical 
file. 
 
Education: 
 
As a part of NCAA Compliance, each student-athlete will be required to annually sign 
and verify that they have received, read, and understand the information provided in the 
NCAA document; Concussion: A Fact Sheet for student-athletes (Appendix I), prior 
to athletic activity.  This document on concussions includes the definition of a 
concussion, how to prevent concussion, the symptoms of a concussion, and how to 
report any concerns for themselves, or a teammate regarding a concussion. 
 
All Niagara University Coaches, Athletic Trainers, Strength and Conditioning Coaches, 
Team Physicians, Director of Athletics, and any professional staff member involved in 
the care of the S-A will be required to sign an Athletic Staff Concussion Statement 
Acknowledgement  (Appendix J) annually stating that they have received, read, and 
understand the information provided by the NCAA document; Concussion: A Fact 
Sheet for Coaches (Appendix K).  Educational sessions for coaches shall occur on an 
annual basis prior to the beginning of fall sports and shall include information on a 
“safety first” approach and reducing physical contact which may cause potential injury to 
the head and neck.   
 
Baseline Testing: 
 



All incoming freshman and/or transfer student-athletes who participate in any sport will 
be given a baseline exam utilizing the ImPact test (Immediate Post-Concussion 
Assessment and Cognitive Testing).  The test is computerized and takes about 20 
minutes to complete.  A Balance Error Scoring System (BESS) evaluation will also be 
used during baseline testing.  If a concussion is suspected, follow-up ImPact and BESS 
scores will be used during the recovery process to provide the most reliable measure of 
pre-injury performance.  At the time of injury, ATC’s will also utilize a Graded Symptom 
Checklist (GSC) to determine the extent of the student-athletes symptoms.  The GSC 
will also be used during the recovery process. At the time of injury, ATC’s and/or Team 
Physicians will  utilize the ImPact, BESS, and GSC after injury to monitor progress and 
help determine return to play decisions.  Annual concussion history will be taken and 
the athlete will be asked if any pertinent medical conditions exist.  Student-Athletes with 
concussion history may have repeat baseline testing periodically upon the request of 
the Team Physician or Physician’s Designee.  The Team Physician will determine pre-
participation clearance. 
 
The Verification of Injury/Illness (Appendix A), Head Injury Assessment (Appendix 
B), Head Injury Sheet (Appendix C), GSC (Appendix D), BESS (Appendix E), SAC 
(Appendix F),  Return to Play Guidelines (Appendix G), SCAT 3 (Appendix H), Fact 
Sheet for Student-Athletes (Appendix I), Athletic Staff Concussion 
Acknowledgment (Appendix J), Fact Sheet for Coaches (Appendix K), and Notice 
of Concussion (Appendix L) can be found in: Appendixes A-L. 
 
Concussion Incident: 
 
When the rapid assessment of concussion is necessary (eg, during competition) a 
concussion evaluation tool (Standardized Assessment of Concussion (SAC), SCAT3 
and/or BESS) could be used in conjunction with a motor-control evaluation and GSC to 
support the physical and neurologic clinical evaluation. Concussions are no longer 
graded based on the severity of symptoms.  This means that the student-athlete should 
be checked on a regular basis to determine when the signs/symptoms have resolved 
enough to allow for a graded return to participation.  In any instance where a student-
athlete exhibits signs, symptoms, or behaviors consistent with a concussion, 
they shall be immediately removed from competition and evaluated by the ATC 
and/or Team Physician.  If the student-athlete is deemed to have a concussion, they 
shall be prevented from returning to athletic activity for at least the remainder of that 
calendar day. Should symptoms worsen or not improve, appropriate referrals to the 
Team Physician and/or Emergency Room are recommended.  Medical clearance for a 
student-athlete diagnosed with a concussion to return to athletics activity shall 
be determined by the Team Physician or the Physician’s designee.  
 
Signs and Symptoms of Concussion: 
 
Physical Symptoms: Headache, Blurred Vision, Nausea/Vomiting, Dizziness, Balance 
Problems, Sensitivity to Light/Sound. 
Cognitive Symptoms: Memory Loss, Difficulty Concentrating, Reasoning Difficulty, 
Loss of Consciousness, Disordered Sleep Patterns. 
 



Emotional Symptoms: Irritability, Sadness, Nervousness, Anxiety. 
 
If no ATC or physician is present, then the coach will hold the athlete from 
participation and contact a member of the Athletic Training Staff to coordinate a 
treatment plan and set up an evaluation of this S-A.  At no time should a S-A 
exhibiting signs and symptoms of a concussion return to participation the day of 
injury and shall not be cleared to play until seen by an ATC and/or Team 
Physician. 
 
If at any time, the S-A experiences a prolonged loss of consciousness, repetitive 
vomiting, focal neurological deficit suggesting intracranial trauma, deterioration in vital 
signs, Glasgow Coma Scale <13, or exhibits other significant signs and symptoms, 
including a suspected cervical spine injury, immediate stabilization and referral to an 
emergency room is advised.  Precautions and appropriate evaluation for cervical spine 
injury shall be taken in the evacuation of individuals in these circumstances. 
 
At the time of the concussion, the ATC and /or Team Physician will fill out a Head Injury 
Assessment form.  Serial evaluation and monitoring will be performed following the 
injury.  Also, both oral and written Home Care Guidelines will be given to the concussed 
S-A, and to a responsible adult (eg, parent or roommate) who will observe and 
supervise the S-A during the acute phase of the concussion.  While the S-A is still 
symptomatic and recovering from a concussion, they are encouraged to rest both 
physically and mentally.  Activities that require concentration and attention (school work, 
TV, video games, watching practice/games, etc.) may exacerbate symptoms and 
possibly delay recovery.  The Team Physician may request that the S-A be excused 
from lectures and school work during this period.  In cases where there is a prolonged 
recovery, re-evaluation by the team physician will be performed in order to consider 
additional diagnosis and best management options. All concussions occurring during an 
S-A’s tenure at Niagara University shall be recorded in their respective file as well as 
SportsWare. 
 
Post-Injury Testing: 
 
The GSC will be given within the first hour of injury and repeated every 24 hours until 
symptom free.  A complete BESS test shall be utilized unless a foam pad is not readily 
available, in which case, only the floor portion will be used.  Post-injury BESS tests shall 
be conducted every 24 hours until the S-A has equaled or surpassed the baseline test 
score.  Further testing is at the discretion of the Team Physician or referred specialists.  
In addition, ATC supervised vestibular, vestibular proprioception, cervical range-of-
motion, and sub-maximal exercise testing and/or training may be prescribed by the 
team physician in specific cases. 
 
Post-injury ImPact testing will be utilized in all suspected concussed S-A’s.  Comparison 
of baseline scores will be made.  Testing will not be conducted until the S-A reports s/he 
is symptom free.  The first post-injury test will be conducted within 24 hours of the 
athlete reporting to be symptom free.  Post-injury ImPact testing shall be reviewed and 
compared with the baseline test scores.  Further ImPact testing shall occur upon the 
recommendation of the Team Physician or referred specialists.  



 
Return to Play Guidelines: 
 
All concussion management will be handled on a case-by-case basis.  As per NCAA 
policy, the decision by the ATC and/or Team Physician to return the S-A to 
competition is final.  Once the S-A is determined to be back to baseline, they will 
begin a gradual return to participation.  As the athlete progresses through each stage of 
the gradual return, they should be monitored by their ATC to ensure they are symptom 
free and ready for the next progression.  If any symptoms recur, they are to rest until 
asymptomatic and then return to their last tolerated activity level.  The return schedule is 
designed to increase their cardiovascular and sport specific activities in a gradual 
manner.  These progressions are found in (Appendix G). 
 
Academic Adjustment Guidelines: 
 
Student-athletes shall be held from attending academic classes and activities at least 
on the same day of the concussion incident.  An individualized plan will be made to 
allow the student-athlete to remain at home and/or campus housing that day with a 
gradual approach to return to light cognitive activity as tolerated.  For any concussion, 
the Academic Advisor for Student-Athletes will be notified in writing by forwarding the 
“Notice of Concussion” form (Appendix L).   If the student will be impacted beyond 24 
hours, any further class absences or academic/non-academic accommodations shall be 
requested through the Coordinator of Disability Services.  The Sports Medicine Staff 
and/or Team Physician will provide documentation of the student-athletes’ concussion, 
including the severity, the cognitive and functional limitations, and any recommended 
accommodations by completing the “Disability Services Concussion Verification” form.  
The student-athlete will be required to meet with the Coordinator of Disability Services 
to request and determine reasonable accommodations.  The Coordinator of Disability 
Services shall act as a liaison between the student-athlete and the appropriate 
professors in circumstances where academic or non-academic accommodations are 
necessary.  If the concussion symptoms worsen with academic challenges, re-
evaluation by the team physician is warranted.  The level of multi-disciplinary 
involvement, including the Team Physician, Athletic Trainer, Academic Advisor, 
Academic Support Office, Athletic Administrator, Coach, and individual professors, will 
vary on a case by case basis.  **Niagara University complies with the American’s 
with Disabilities Act (ADAAA).** 
 
Retirement Guidelines: 
 
The decision to permanently retire from competitive sports due to concussions and/or 
concussion related problems is a very complex one.  Situations where this might be 
considered would include but not be limited to: a history of repeated concussions 
(particularly if there is evidence that smaller forces are sufficient to cause concussion), 
post-concussion symptoms that last more than 3 months, evidence of a head or neck 
lesion that would increase the risk of future concussion.  This decision would include 
input from the S-A, their family, the athletic department (ATC’s, Team Physician, 
Athletic Director), and the neurologist/neurophysiologist/concussion specialist. 



	

APPENDIX	A	

NIAGARA UNIVERSITY DEPARTMENT 
OF ATHLETICS 

Verification of Injury/Illness Incidence 
	
I,           verify that I have been 
informed that I may be injured or become ill while participating in intercollegiate athletic practice, 
strength and conditioning sessions or competition. I understand that it is possible that I may 
sustain an injury or illness which may result in permanent disability, paralysis, or possibly death. 
I understand that paralysis may include loss of movement, feeling, and use of my arms, legs, 
and trunk. I further understand that paralysis may involve complete loss of bowel or bladder 
control which would require the insertion of external aids into my body for the collection and 
removal of body wastes. I understand that paralysis and its effects could last my entire lifetime. 
In addition, I understand that an injury to any of my body joints, ankle, hand, knee, hip, wrist, 
etc., may result in disfigurement, loss of movement, loss of strength, or loss of feeling which 
may last my entire lifetime. 
Ø I understand that it is my responsibility to adhere to all rules and regulations of my chosen sport(s). I 

understand that infraction of the rules may result in injury to myself or my opponent. I also understand 
that it is my responsibility to wear all required protective equipment and that no modification of 
equipment or uniform is to be made. I also understand that I am not to touch an injured team mate or 
opponent as further injury may result. 

Ø Further I understand that it my responsibility to report faulty or ill-fitting personal equipment 
immediately to my head coach. I also understand that I am to report potentially injurious hazards in or 
on athletic facilities and locker rooms immediately to my head coach. 

Ø I understand and accept the responsibility of reporting all injuries and illnesses, including 
concussions, to the Certified Athletic Trainers and/or Athletic Team Physicians. I also understand that 
I am responsible for complying with the follow-up care and treatment of my injuries and illnesses 
under a supervision and direction of the Certified Athletic Trainers' and Athletic Team Physicians. 

Ø The Sports Medicine Staff has posted educational materials on concussions on the Sports Medicine 
web-site.  I understand the signs and symptoms of concussions may include: 

•		 Amnesia	(loss	of	memory	or	recalling	events)	 •		 Nausea	(feeling	that	you	might	vomit)	
•		 Confusion	 •		 Feeling	sluggish,	foggy	or	groggy	
•		 Headache	 •		 Feeling	unusually	irritable	
•		 Loss	of	consciousness	 •		 Concentration	or	memory	problems	
•		 Balance	problems	or	dizziness	

	
(forgetting	game	plays,	facts,	meeting	times)	

•		 Double	or	fuzzy	vision	 •		 Slowed	reaction	time	
•		 Sensitivity	to	light	or	noise	

	 	Ø I also agree to perform any baseline testing for concussion management and evaluations requested 
by the Certified Athletic Trainers' and Athletic Team Physicians. I have read the above statement and 
verify this with my signature below. 

 
 
              
Student-Athlete Signature      Date 
 
              
Print Name        Sport(s) 
 



              
*Age    *Parent Signature (If Athlete is under 18 years old)  
 
 
 

APPENDIX	B	

HEAD	INJURY	ASSESSMENT	

	

NAME:_____________________________	DATE:____________	DOI:__________	

PREVIOUS	HX:		YES/NO.		DATE(S):_______________.	HOSPITALIZED:	YES/NO	

HOW	LONG?____________.		TESTS	PERFORMED:__________________________	

MECHANISM	OF	INJURY:______________________________________________	

___________________________________________________________________
__________________________________________________________________.	

UNCONSCIOUS?,		YES/NO.		HOW	LONG?_________________________________.	

AMNESIA?,		YES/NO,		(IF	YES,	CIRCLE	ONE)		RETROGRADE/	ANTEGRADE	

BLOOD	PRESSURE:____________.		PULSE:______________.	

SIGNS/SYMPTOMS:		SEE	GRADED	SYMPTOM	CHECKLIST	(GSC)	

PALPATION:		C-SPINE		+/	-	_________________.		C-SPINE	ROM:		WNL/	LIM/	PAIN	

SPECIAL	TESTS:	(CRANIAL	NERVE	ASSESSMENT)	

I:		SMELL:		+	/-		______________________________________________________	

II:	VISION:		+	/	-		_____________________________________________________	

III/IV/VI:		PUPIL	REACTION:		+	/-	________________________________________	

	 							EYE	TRACKING:		+	/	-		________________________________________	

V/VII:		FACIAL	SENSATION:		+	/-	________________________________________	

													FACIAL	EXPRESSIONS:		+	/	-	______________________________________	



VII:		BALANCE	(RHOMBERG):		+	/	-	______________________________________	

IX:		SAY	“AH”	/SWALLOW:		+	/	-	________________________________________	

XI:		RESIST	SHOULDER	SHRUG:		+	/	-	_____________________________________	

							TURN	HEAD	(ALL	DIRECTIONS):		+	/	-	_________________________________	

XII:		TOUNGE	MOVEMENT:		+	/	-	________________________________________	

ASSESSMENT:	
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	

PLAN:		

REFERRAL	NEEDED:		YES	/	NO__________________________________________	

HEAD	INJURY	SHEET	ISSUED:		YES	/	NO	__________________________________	

ATHLETE	RETURNED	TO	ACTIVITY:		YES	/	NO,		DATE:________________________	

	

	

	

EVALUATOR:______________________________	

 
	

	

	

	

	

	



	

	

APPENDIX	C	

NIAGARA	UNIVERSITY	HEAD	INJURY	SHEET	

I	believe	that	________________________sustained	a	concussion	on________________.		To	make	sure	he/she	recovers,	
PLEASE	follow	the	following	important	recommendations:	

1. Please	remind	________________________	to	report	to	the	athletic	training	room	tomorrow	at	_________________	
for	a	follow-up	evaluation.	

2. Please	review	the	items	outlined	below	in	the	PHYSICIAN	REFERRAL	CHECKLIST.		If	any	of	these	signs	or	symptoms	
develop	prior	to	his/her	visit,	please	call	__________________	at	____________________	or	contact	the	local	
emergency	medical	system	(	911	or	Campus	Safety	at	x8111).	Otherwise,	follow	the	instructions	outlined	below.	

IT	IS	OK	TO:	

• Use	acetaminophen	(Tylenol)	for	headaches	
• Use	ice	pack	on	head	and	neck	as	needed	for	

comfort	
• Eat	a	light	diet	
• Return	to	school	
• Go	to	sleep	
• Rest	(no	strenuous	activity	or	sports)	

	
THERE	IS	NO	NEED	TO:	

• Check	eyes	with	a	flashlight	
• Wake	up	every	hour	
• Test	reflexes	
• Stay	in	bed	

DO	NOT:	

• Drink	alcohol	
• Eat	spicy	foods	

Specific	Recommendations:	

Recommendations	provided	to:	______________________________________________________	

Recommendations	provided	by:	______________________________________________________	

Please	feel	free	to	contact	me	if	you	have	any	questions.		I	can	be	reached	at:	______________________	

Signature:	____________________________________________	Date:	___________________________	

PHYSICIAN	REFERRAL	CHECKLIST	

Day	of	injury	referral:	

• Loss	of	consciousness	on	the	field	
• Amnesia	lasting	longer	than	15	min.	
• Deterioration	of	neurologic	function*	
• Decreasing	level	of	consciousness*	
• Decrease	or	irregularity	in	respirations*	
• Decrease	or	irregularity	in	pulse*	
• Increase	in	blood	pressure	
• Unequal,	dilated,	or	unreactive		pupils*	
• Cranial	nerve	deficits	
• Any	signs	or	symptoms	of	associated	

injuries,	spine	or	skull	fracture,	or	bleeding*	
• Mental	status	changes:	lethargy,	difficulty	

maintaining	arousal,	confusion,	or	
agitation*	

• Seizure	activity*	
• Vomiting	
• Motor	deficits	subsequent	to	initial	on-field	

assessment	

• Sensory	deficits	subsequent	to	initial	on-
field	assessment	

• Balance	deficits	subsequent	to	initial	on	
field	assessment	

• Cranial	nerve	deficits	subsequent	to	initial	
on-field	assessment	

• Postconcussion	symptoms	that	worsen	
• Additional	postconcussion	symptoms	as	

compared	with	those	on	the	field	
• Athlete	is	still	symptomatic	at	the	end	of	

the	game		
Delayed	referral	(after	the	day	of	injury):	

• Any	of	the	findings	in	the	day-of-injury	referral	
category	

• Postconcussion	symptoms	worsen	or	do	not	
improve	over	time	

• Increase	in	the	number	of	postconcussion	
symptoms	reported	

• Postconcussion	symptoms	begin	to	interfere	
with	the	athlete’s	daily	activities	



APPENDIX D 
Graded System Checklist (GSC): 

	

Symptom 
Time of 
Injury 

____ Hours 
Post 

24 Hours 
Post 

48 Hours 
Post 

72 Hours 
Post 

  
 + or - | 

Grade 
 + or - |  
Grade 

 + or - | 
Grade 

 + or - | 
Grade 

 + or - | 
Grade 

Blurred Vision         |         |         |         |         | 
Dizziness         |         |         |         |         | 
Drowsiness         |         |         |         |         | 
Excess Sleep         |         |         |         |         | 
Easily Distracted         |         |         |         |         | 
Fatigue         |         |         |         |         | 
Feel "In a Fog"         |         |         |         |         | 
Feel "Slowed Down"         |         |         |         |         | 
Headache         |         |         |         |         | 
Inappropriate 
Emotions         |         |         |         |         | 
Irritability         |         |         |         |         | 
Loss of 
Consciousness         |         |         |         |         | 
Loss of Orientation         |         |         |         |         | 
Memory Problems         |         |         |         |         | 
Nausea         |         |         |         |         | 
Nervousness         |         |         |         |         | 
Personality Change         |         |         |         |         | 
Poor 
Balance/Coordination         |         |         |         |         | 
Ringing in ears          |         |         |         |         | 
Sadness         |         |         |         |         | 
Seeing "Stars"         |         |         |         |         | 
Sensitivity to light         |         |         |         |         | 
Sensitivity to Sound         |         |         |         |         | 
Sleep Disturbance         |         |         |         |         | 
Vacant stare/glassy 
eyed         |         |         |         |         | 
Vomiting         |         |         |         |         | 
      
GRADES:  0-6, where 0 = not present, 1 = Mild, 3 = Moderate, and 6 = Most Severe.  
      
      
***NOTE: The GSC should be used not only for the initial evaluation but for each subsequent follow-up 
assessment until all 
signs and symptoms have cleared both at rest and during physical exertion. Along with checking each 
symptom present, the 
ATC will ask the athlete to grade or score the severity of the symptom on a scale of 0-6, where 0 = not present, 
1 = Mild, 
3 = Moderate, and 6 = Most Severe.***     



Balance Error Scoring System (BESS): 
	

	
	
	

Balance	Error	Scoring	System	(BESS)	
	

Scorecard       

( No. of errors ) Firm Surface Foam Surface Notes: 

Double-Leg Stance       

Single-Leg Stance       

Tandem Stance       

Total Errors       

Total Score       
 
 

APPENDIX E 
 



Standard Assessment of Concussion (SAC): 
Appendix F 

General Information Neurologic Screening: 
Name:__________________________________________ Loss Of Consciousness:               No               Yes 
Team:__________________Examiner:________________ Witnessed Unresponsiveness:       Length: 
Date of exam: __________ Time:____________________ Post-Traumatic Amnesia?               No               Yes 
Exam(Circle One):   B-Line    Injury    Post-Px/Game Poor recall of events after Injury      Length:     
    Day 1     Day 2     Day 3     Day5    Day 7     Day 90 Retrograde Amnesia?                    No               Yes 
  Poor recall of events before Injury   Length:     
Introduction: I am going to ask you some questions. Strength                              Normal           Abnormal 
Please listen carefully and give your best effort with each  Right Upper Extremity: 
question. Left Upper Extremity: 
  Right Lower Extremity: 
  Left Lower Extremity: 

Orientation: Sensation- Examples: 
What month is it?                            0                1 Finger to Nose Rhomberg 
What ‘s the date Today?                 0                1 Coordination- Examples: 
What’s the day of the week?           0                1 Tandem Walk 
What year is It?                               0                1 Finger-nose-finger 
What time is it right now (w/in 1 hr) 0                1   
Award 1 pt for each correct answer.   
Orientation Total Score:   

Immediate Memory: Concentration: 
I am going to test your memory. I will read you a list of Digits Backward: I am going to read you a string of  
words and when I am done, repeat back as many words numbers and when I am done, you repeat them back to  

as you can remember, in any order. 
Me backwards, in reverse order of how I read them to 
you. 

List                  Trial 1            Trial 2            Trial 3 For example, if I say 7-1-9, you would say 9-1-7. 
Elbow               0      1             0      1            0      1 If correct, go to the next string length, if incorrect, read trial 2. Score  
Apple                0      1             0      1            0      1 1 pt for each string length.  Stop after incorrect on both trials. 
Carpet              0      1             0      1            0      1   
Saddle              0      1             0      1            0      1 4-9-3               6-2-9                      0           1 
Bubble              0      1             0      1            0      1 3-8-1-4            3-2-7-9                   0           1 
Total:              6-2-9-7-1         1-5-2-8-6               0            1 
Trials 2 & 3: I am going to repeat that list again. Repeat  7-1-8-4-6-2      5-3-9-1-4-8            0           1 
back as many words as you can remember in any order   
even if I said the word before. Months in Reverse Order: Now tell me the months of the  
Complete all 3 trials regardless of the score on trials 1 &2. Score 1  Year in reverse order.  Start with the last month and go 

pt. for each correct response. Total score equals sum across all 3  
backward.  So you will start with December, 
November… 

trials.  Do not inform the subject that delayed recall will be tested. 1 pt for entire sequence correct. 
  Dec-Nov-Oct-Sept-Aug-Jul-Jun-May-Apr-Mar-Feb-Jan      0      1 
Immediate Memory Total Score: __________ Concentration Total Score: ___________ 

Exertional Maneuvers: Delayed recall: 
If subject is not displaying or reporting symptoms, conduct Do you remember that list of words I read a few times 
the following maneuvers to create conditions under which earlier? Tell me as many words from the list as you can  
symptoms are likely to be elicited and detected. Remember in any order. Circle each word correctly recalled. 
These measure need not be conducted if a subject is Total score equals number of words recalled. 
Already displaying or reporting any symptoms. If not   
conducted, allow 2 minutes to keep time delay constant   Elbow         Apple         Carpet         Saddle         Bubble 
before testing Delayed Recall. These methods should be Delayed Recall Total Score: ____________ 
administered for baseline testing for normal subjects. SAC Scoring Summary: Exertional Maneuvers & Neurologic 
5 Jumping Jacks Screening are important for examination, but are not incorporated  
5 Sit-Ups into SAC Total Score. 
5 Push-Ups Orientation                                   _____/5 
5 Knee Bends Immediate Memory                      _____/15 
  Concentration                              _____/5 
  Delayed Recall                             _____/5 
  SAC Total Score:                         _____/30 
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NIAGARA	UNIVERSITY	ATHLETICS	

CONCUSSION	AWARENESS	SIGN-IN	SHEET	

BY	SIGNING	BELOW,	I	ACKNOWLEDGE	THAT	I	HAVE	READ	AND	UNDERSTOOD	THE	INFORMATION	
REGARDING	CONCUSSIONS	AND	THAT	I	HAVE	RECEIVED	THE	NCAA	CONCUSSION	FACT	SHEET.	

PLEASE	SIGN	AND	RETURN	THIS	PAGE	TO	COMPLIANCE,	KEEP	THE	FACT	SHEET.	

	

PRINT	FULL	NAME	 	 	 SIGNATURE	 	 	 	 DATE	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	

__________________________										__________________________				____________	

__________________________									__________________________				____________	

__________________________									__________________________				____________	
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NOTICE	OF	CONCUSSION		

	

NAME		 	 	 	 	 	 ID#		 	 	 	 	 DATE			 	 	

The	above	mentioned	Student-Athlete	has	recently	suffered	an	injury	consistent	with	a	Mild	
Traumatic	Brain	Injury	(MTBI),	often	referred	to	as	a	concussion.	S/He	is	being	followed	
medically	by	the	Sports	Medicine	Staff.		Treatment	for	these	injuries	often	involves	rest,	
limitation	of	exertional	activities	and	monitoring	progress.		Some	symptoms	may	arise	which	
may	cause	temporary	issues	in	daily	living	activities,	including	studies.	Any	student-athlete	who	
is	diagnosed	with	a	concussion	by	a	member	of	the	Sports	Medicine	Staff	shall	be	withheld	from	
class	on	the	day	of	injury.		It	is	the	student-athletes	responsibility	to	inform	their	professors	
through	e-mail	that	they	have	been	diagnosed	with	a	concussion.	This	form	will	initially	be	
forwarded	to	the	Academic	Coach	for	student-athletes	for	every	concussion	injury	that	is	
diagnosed	by	the	Sports	Medicine	Staff.	

In	this	specific	individual,	s/he	may	exhibit	the	following	signs	and/or	symptoms:	

	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	

If	the	student-athlete	is	exhibiting	any	signs	and/or	symptoms	after	24	hours,	which	will	require	
accommodations,	the	student	will	be	referred	to	the	Coordinator	of	Disability	Services	in	the	
Office	of	Academic	Support.		S/He	understands	that	any	academic	accommodations	or	needs	
after	the	initial	24	hours	post-concussion	must	be	directed	to	the	Coordinator	of	Disability	
Services.	The	Sports	Medicine	Staff	will	complete	the	“Disability	Services	Concussion	
Verification”	form	and	communicate	any	further	information	to	the	Coordinator	of	Disability	
Services,	as	necessary.	

	

	 	 	 	 	 	 	 	 	 	 	 	 	
Sports	Medicine	Staff	Signature	 	 	 	 	 Date	
	
This	Form	Was	Forwarded	To:	
	
_________	Academic	Coach				 																																		Date:	________________	
	
_________	Coordinator,	Disability	Services																								Date:	________________	
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