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I have put together a packet which includes important information regarding the Athletic Training 
Policies and Procedures at Cedar Key School. 
 
Included within this packet are: 
 

1. CKS Communication Protocol 
2. UF Standard Concussion Guidelines  
3. UF Standard Heat Acclimatization Guidelines  
4. UF Standard Lightning Safety Guidelines  
5. UF Standard Athletic Training On-Site Medical Care Policy / CKS Coverage Policy 
6. UF Standard Professional Guidelines for Injury Management Guidelines 
7. CKS Emergency Action Plans 

 
I encourage you to thoroughly read all of the included policies and procedures. Please don’t hesitate 
to ask me any questions in which you might have over the included information. A complete copy 
of the Cedar Key School Athletic Training Policies and Procedures Manual is available in the Athletic 
Training Room and upon request. 
 
Key points: 

1. In the event that multiple sports are occurring simultaneously, I will physically cover the 
sport with the highest risk of injury. I will be available via cell phone should an injury occur 
at another site. 

2. Please give me at least 24 hours advanced notice in the event of a schedule change (date 
and/or time) of a home event or practice. If appropriate notice is not given, the event may 
not be covered. 

3. Athletes may go to the physician at any time; however, if s/he chooses to do so, s/he must 
provide written documentation from the physician indicating clearance for return to play. 
The note must be physically in my hands before the athlete is permitted to participate in 
practice or competition.  

4. Please encourage your athletes to see me prior to a physician for non-life-threatening inju-
ries. 

5. Copies of physicals and consent forms will be stored in the Athletic Training Room in a locked 
filing cabinet. You are responsible for having copies of these documents when you are trav-
eling to away contests in case of an emergency. 

 
If you have any questions at any time, please don’t hesitate to ask me. I can be reached by phone 
or e-mail at any time. 
 
Brad E. Morgan MEd, LAT, ATC 
Athletic Trainer, UF Health 
440-796-0217 
bmor0003@shands.ufl.edu 
 
 

1. Cedar Key School Communication Protocol 
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Currently, the two desired methods of communication are verbally (in person or phone) and text 
(non-athlete related) or e-mail. In the event of an emergency, I can be reached via telephone call at 
440-796-0217. In non-emergency situations, telephone communication should be used to deter-
mine the appropriate plan of action for the situation. 
 
It is my responsibility to communicate all injured athletes playing status with the Head Coach on a 
daily basis. It is also my responsibility to communicate directly with the Athletic Director, Team Phy-
sician, and Parent(s)/Guardian(s) of the student-athlete. 
 

2. Standard Concussion Education, Assessment, and Treatment Guidelines 
(2020) 

 
Medical management of sports-related concussion continues to evolve.  Recently, there has been a 

significant amount of new research regarding sports-related concussions in high school athletes. Uni-

versity of Florida’s High School Outreach Program has established this protocol to provide education 

about concussion for coaches and school personnel.  This protocol outlines procedures for staff to 

follow in managing concussions, and outlines policy as it pertains to return to activity issues follow-

ing a concussion. 

 

Our goal is to provide a safe return to activity for all athletes following any injury, but particularly 

after a concussion. In order to effectively and consistently manage these injuries, procedures have 

been developed to aid in insuring that concussed athletes are identified, treated and referred appro-

priately, receive appropriate follow-up medical care during the school day (including academic ac-

commodations) and are fully recovered prior to returning to activity. 

 

Policy Statement: 

This describes the policy and procedures for the prevention, pre-season testing, recognition, diag-

nosing and, when necessary, the treatment of concussions for students/athletes. 

 

This policy should be a living, working, continually reviewed and updated as appropriate, as the 

organization and our community changes. 

 

Scope:  

This policy applies to all parties who are associated with the medical care of student-athletes. 

 

Procedures 

 

National Federation of State High School Associations (NFHS) Rules Book Language 

 

Any athlete who exhibits signs, symptoms, or behaviors consistent with a concussion (such as loss 

of consciousness, headache, dizziness, confusion, or balance problems) shall be immediately re-

moved from the contest or practice and shall not return to play until cleared by an appropriate 

health-care professional. (Please see NFHS Suggested Guidelines for Management of Concus-

sion in the Appendix in the back of any NFHS Rules Book). 

 

FHSAA Concussion Action Plan (2013) 

 

Return To Play (RTP) Criteria: Concussion Management 
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1. No athlete should return to play (RTP) or practice on the same day of a concussion. “When 

in doubt, sit them out!” 

2. Any athlete suspected of having a concussion must be evaluated by an ACHP (as defined 

above) as soon as possible and practical. 

3. Any athlete who has sustained a concussion must be medically cleared by an AHCP prior to 

resuming participation in any practice or competition. 

4. After evaluation and examination by an AHCP, return to play must follow a step-wise proto-

col as defined by FHSAA Sports Medicine Advisory Committee (SMAC) and under the super-

vision of an AHCP, athletic trainer, coach or other health care professional. 

5. A written medical clearance from an AHCP is required for return to competition. (Form 

AT18, Defining and Recognizing Concussion) 

 

Once the participant has been removed from a contest due to a suspected concussion, the coach, 

school and appropriate health-care professional(s) assume full responsibility for that athlete’s 

further evaluation and safety. If available, an athletic trainer can perform the sideline evaluation 

of an athlete.  If a concussion is suspected, the athlete must be further evaluated by an AHCP 

according to policy and return to activity will require written clearance from ACHP. If after 

sideline evaluation, it is determined the athlete does not demonstrate symptoms consistent with a 

concussion, the ATC will follow procedures within a written operational protocol to determine 

return to play. In this situation, the athlete should continue to be monitored for any delayed onset 

of concussion symptoms and must be removed from activity immediately, if necessary. 

o In Florida, the FHSAA Sports Medicine Advisory Committee defines an appropriate 

health-care professional (AHCP) as either a licensed physician (MD, as per Chapter 

458, Florida Statutes), a licensed osteopathic physician (DO, as per Chapter 459, Flor-

ida Statutes).  It is recommended that an AHCP or an athletic trainer is present at all 

sporting events, including practices, where athletes are at risk for concussion or for 

those classified as a collision sport, whenever possible. 

 

Role of the School Administrators 

 The FHSAA recommends that all school personnel educate themselves by viewing the free 

online education course; NFHS’s "Concussion in Sports-What You Need to Know" may be 

viewed online at www.nfhslearn.com. 

 It is recommended that the principal/head master and athletic director should be familiar with 

the school’s concussion policy. 

 Baseline neuropsychological testing (computerized ImPACT tests) should be established for 

all football, soccer, lacrosse and wrestling athletes prior to contact activities.  It is recom-

mended that school administrators facilitate the use of a computer lab as needed.    

 

Role of the School Nurse  

 The athletic trainer will notify the school nurse (or designated school administrator) after an 

athlete sustains a concussion if the student-athlete is going to need medical attention or has 

restrictions during the school day. 

 The athlete will be instructed to report to the school nurse upon his/her return to school. At 

that point it is recommended that the school nurse: 

o Re-evaluate the athlete utilizing a graded symptom checklist. 

o Provide an individualized health care plan based on both the athlete’s current condi-

tion, and initial injury information provided by the parent/physician/athletic trainer. 

▪ This plan should include a sensible approach that involves the gradual return 

to school and social activities (prior to contact sports) in a manner that does 

not result in a significant exacerbation of symptoms 

http://www.nfhslearn.com/
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o Notify the student’s guidance counselor and teachers of the injury. 

o Notify the student’s P.E. teacher immediately that the athlete is restricted from all 

physical activity until cleared by his/her treating physician. 

o Monitor the athlete as needed during the school day. 

 

Role of the Coach 

 Once the athlete has been removed from a contest due to a suspected concussion, the coach, 

school and appropriate health-care professional(s) assume full responsibility for that ath-

lete’s further evaluation and safety. FHSAA Concussion Action Plan 2013 

 All coaches should: 

o Complete annual concussion education as required by the FHSAA. NFHS’s "Concus-

sion in Sports-What You Need to Know" may be viewed online at 

www.nfhslearn.com.   

o Make sure all students athletes have completed Affidavit of Coach Compliance for 

Concussion and Sudden Cardiac Arrest Courses (AT-17)  

o Help facilitate pre-season testing as needed 

o Be familiar with the signs and symptoms of concussion and the school’s concussion 

policies.  

o Remove any athlete from activity if he/she exhibits or reports signs, symptoms, or 

behaviors consistent with a concussion.  

o Never permit an athlete to participate in any activity after a suspected or confirmed 

concussion without written permission from the athletic trainer.  

o Allow the medical staff to treat the athlete without interruption or interference and 

never attempt to dictate medical treatment. 

 In the event an athletic trainer is on site, coaches should: 

o Contact the athletic trainer immediately after removal of an athlete exhibiting signs, 

symptoms, or behaviors consistent with a concussion. 

 In the event the athletic trainer is NOT on site, coaches should: 

o Seek assistance from the host site athletic trainer or team physician immediately, if 

available at an away contest. 

o Activate the site’s emergency action plan as needed.  If there is any question about the 

status of the athlete, or if the athlete is not able to be monitored appropriately, the 

athlete should be referred to an emergency department for evaluation. A coach should 

accompany the athlete and remain with the athlete until a parent/guardian arrives. 

o Contact the parents/guardians to inform them of the injury. Depending on the injury, 

either an emergency vehicle will transport or parent/guardian will pick the athlete up 

as soon as feasible at the event for transport. 

o Ensure that the athlete will be with a responsible individual, who is capable of moni-

toring the athlete and understanding the home care instructions, before allowing the 

athlete to go home in the event that an athlete’s parent/guardian cannot be reached, 

and the athlete is able to be sent home (rather than directly to a physician or emergency 

department).  In such cases, the coach should continue efforts to reach a parent/guard-

ian. 

o Understand that athletes with suspected head injuries should not be permitted to drive 

home. 

o Contact the athletic trainer to make him/her aware of any injury as soon as feasible. 

 Baseline neuropsychological testing (computerized ImPACT tests) must be established for all 

football, soccer, lacrosse and wrestling athletes prior to contact activities.  It is recommended 

that coaches facilitate the use of a computer lab as needed.    

 

http://www.nfhslearn.com/
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Role of the Athletic Trainer (AT) 

 The AT should develop a high sensitivity for the various mechanisms and presentations of 

concussion, as well as the more severe, but less common, head injuries that can cause damage 

to the brain or brain stem. 

o The colloquial term ‘‘ding’’ should not be used to describe a sport-related concussion.  

This stunned confused state is a concussion most often reflected by the athlete’s initial 

confusion, which may disappear within minutes, leaving no outwardly observable 

signs and symptoms.  Use of the term ‘‘ding’’ generally carries a connotation that 

diminishes the seriousness of the injury.  If an athlete shows concussion-like signs and 

reports symptoms after a force transmitted to the head or whip lash type mechanism, 

the athlete has sustained a concussion and should be treated for a concussion. 

o To detect deteriorating signs and symptoms that may indicate a more serious head 

injury, the AT should be able to recognize both the obvious signs (e.g., fluctuating 

levels of consciousness, balance problems, and memory and concentration difficul-

ties) and the more common, self-reported symptoms (e.g., headache, ringing in the 

ears, and nausea). 

o Each AT will use the definitions described in the Berlin Statement.  

 

Pre-Season 

 Before the start of football practices, all ATs should discuss with their team physician the 

guidelines they intend to use in the assessment and treatment (return-to-play) of concussions. 

 To facilitate the assessment and treatment of concussions, the AT and team physician should 

employ the same assessment tools, definitions and guidelines.  Each AT, together with the 

team physician, may establish and document his or her own independent guidelines for ap-

proval by the program director.   

 In lieu of approved independent guidelines, each affiliated clinical site will employ the fol-

lowing guidelines based on the FHSAA Concussion Action Plan (2013) and the Berlin State-

ment.   

 Each AT will use SCAT5 and ImPACT for baseline and post-concussion testing.  Preseason 

testing should be completed on all athletes participating in football, soccer, lacrosse and wres-

tling.  Both SCAT5 and ImPACT baseline testing must be completed on all football, wres-

tling, soccer, and lacrosse athletes prior to their participation in contact drills.  

o Each student athlete participating in the sports above, will retake the SCAT5 every 

year  

o Each student athlete participating in the sports above, will retake the ImPACT test 

every two years. 

 The athletic trainer should: 

o Perform, record, and review pre-season testing 

o Have pre-season baseline SCAT5, PPE’s and consents available in sideline medical 

kit. 

 

Sideline Evaluation 

 The AT may remove any athlete from activity for further evaluation at his/her discretion; this 

includes following a mechanism with the potential to cause a concussion. 

 The sideline evaluation shall include each component of the SCAT5; the only exception is 

the case in which the balance and coordination components are contraindicated.  

 After repeated sideline evaluations and monitoring of an athlete, the AT (upon his/her discre-

tion), may return any athlete to activity that did NOT experience, display or describe ANY of 

the signs or symptoms outlined on the SCAT5.  The AT must continue to monitor the athlete 

https://seata.org/resources/Pictures/Sport%2520concussion%2520assessment%2520tool%2520-%25205th%2520edition%2520(1).pdf
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for any delayed onset of concussion symptoms and must remove the athlete from activity 

immediately if signs or symptoms return. 

 

Communication 

 The athletic trainer should give any and all student-athletes who experience a concussion a 

Concussion Take Home Referral Form to take home to their parent/guardian, or the forms 

will be given directly to the parent/guardian by the AT with more specific procedures to fol-

low through the rest of the day and night. If the athlete’s parent/guardians are not present at 

time of injury, the athletic trainer is responsible for contacting the parent/guardians as soon 

as feasible to explain the take home form sent home with the athlete. 

 The athletic trainer should contact the nurse (as applicable) to inform him/her that the student-

athlete sustained a concussion 

 In events where the AT provides care for the visiting team, for any student-athlete with a 

suspected concussion, the AT should contact a health-care provider at the visiting school 

(nurse or AT) in addition to a parent/guardian and the visiting team’s head coach 

 

Emergency Management 

 Any athlete with a witnessed loss of consciousness (LOC) of any duration should be spine 

boarded and transported immediately to nearest emergency department via emergency vehi-

cle. 

 Any athlete who exhibits any of the following symptoms should be transported immediately 

to the nearest emergency department, via emergency vehicle. If he/she lost consciousness, 

experienced amnesia lasting longer than 10 minutes, or meets any of the criteria outlined in 

the SCAT5 including: 

o Unconsciousness/loss of consciousness  

o Amnesia lasting longer than 10 minutes 

o Glasgow Coma score less than 15 

o Abnormal cranial nerve assessment 

o Progressive, worsening symptoms or new neurologic signs 

o Decrease or irregularity in respirations 

o Signs of basilar skull fracture (battle sign, otorrhea, cerebrospinal fluid tinorrhea, rac-

coon eyes) 

o Mental status changes: lethargy, difficulty maintaining arousal, confusion or agitation 

o Seizure activity  

o Vomiting 

 The AT should notify the parent/guardian, athletic director, staff AT, team physician, and 

outreach manager as soon as practical if EMS is activated 

 The AT should collect appropriate documents (consent, contact info, etc) to aid the EMS and 

hospital staff 

 The AT should monitor an athlete with a concussion continuously from the time of the injury 

until the athlete’s condition completely clears or the athlete is referred and transported for 

further care or released to the parents or other responsible adult. 

 The AT should designate an adult (member of the medical team or assistant coach) to accom-

pany the student-athlete to the hospital if the parent/guardian is not on site. 

 Any athlete that is symptomatic but stable may be transported by his/her parents or guardian 

at the AT’s approval. The AT should advise the parents or guardian to contact the athlete’s 

primary care provider, or seek care at the nearest emergency department, on the day of the 

injury. 

 

After a Suspected or Confirmed Concussion that does not Require Emergency Care 
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 The AT may remove any athlete from activity for further evaluation at his/her discretion; 

this includes following a mechanism with the potential to cause a concussion. 

 The sideline evaluation shall include each component of the SCAT5; the only exception 

is the case in which the balance and coordination components are contraindicated.  

 After repeated sideline evaluations and monitoring of an athlete, the AT (upon his/her 

discretion), may return any athlete to activity that did NOT experience, display or describe 

ANY of the signs or symptoms outlined on the SCAT5.  In such cases, the AT must con-

tinue to monitor the athlete for any delayed onset of concussion symptoms and must re-

move the athlete from activity immediately if signs or symptoms return. 

 The AT should contact the athlete’s parent or guardian and the school nurse or designated 

school administrator. 

 The AT should provide oral and written instructions for home care to the athlete’s 

parent/legal guardian. 

 The AT should refer the athlete to a licensed MD or DO familiar in the evaluation and 

management of concussion. 

 Note: use of inappropriate health-care professionals 

o In the case when an athlete with a suspected concussion is removed from partici-

pation and a subsequent visit to a health-care professional (e.g. emergency depart-

ment, family physician or pediatrician) yields a diagnosis outside of the current 

practice guidelines (e.g. ‘no concussion ’or ‘return to play without restriction’), 

the athlete may not participate.  The AT should speak to the parent/guardian and 

refer the athlete to a more appropriate health-care professional that is familiar with 

the current practice guidelines for the evaluation and management of concussion.  

o If the athletic trainer’s assessment reveals the athlete has sustained a concussion, 

the athlete will be required to complete the return to play protocol as outlined in 

the AT-18 before returning to full participation in their sport. 

 In events where the AT provides care for the visiting team, for any athlete with a suspected 

concussion, the AT should contact the visiting schools ’contracted AT. If there is not an 

AT contracted to the visiting school, the AT should contact the athlete’s parent/guardian. 

The athletic trainer is responsible for writing a SOAP note documenting this encounter. 

 

When to Disqualify an Athlete 

 Any disqualification decision (for the day or season) should follow the guidelines of the Berlin 

Statement and FHSAA Concussion Action Plan (2013).   

 Any athlete who exhibits or reports signs, symptoms, or behaviors consistent with a con-

cussion shall be immediately disqualified from returning to activity on the day of the in-

jury.   

 Any recommendation to discontinue competitive sports for a season should include serial 

and comprehensive evaluations by a physician trained in the management of concussions.  

 The AT should be more conservative with athletes who have a history of concussion.  

Athletes with a history of concussion are at increased risk for sustaining subsequent inju-

ries as well as for slowed recovery of self-reported post-concussion signs and symptoms, 

cognitive dysfunction, and postural instability after subsequent injuries.   

 See ‘Mechanics for Removal from Athletic Contest ’in the FHSAA Handbook. 

 

Home Care 

 Instruct the athlete with a concussion to avoid taking medications except acetaminophen 

after the injury. 

 Instruct the athlete to avoid ingesting alcohol, illicit drugs, or other substances that might 

interfere with cognitive function and neurologic recovery. 
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 Provide a Concussion Take Home form to the athlete and parent, guardian / responsible 

adult. GA-AT should also explain to the parent/guardian what to expect as the treatment 

plan before the athlete will be able to return to full participation. 

 

Special Considerations for the Young Athlete 

 Because damage to the maturing brain of a young athlete can be catastrophic (i.e., almost all 

reported cases of second-impact syndrome are in young athletes), athletes under age 18 years 

should be managed more conservatively, using a more strict return to activity guidelines than 

those used to manage concussion in the more mature athlete. 

 

Graded Return to Activity Protocol  

 The majority (80–90%) of concussions resolve in a short (7–10 day) period, although the 

recovery period may be longer in children and adolescents. 

 The return to activity decision should follow the guidelines described in the Berlin Statement 

and the FHSAA Concussion Action Plan (2013). 

 Once an athlete no longer has signs, symptoms, or behaviors of a concussion for a 24 hour 

period and is cleared to return to activity by a health-care professional (MD/DO signed AT18 

form), he/she should proceed in a step-wise fashion under the supervision of a physician or 

AT to allow the brain to re-adjust to exercise.   

 The return to activity program schedule may proceed as below following medical clearance: 

o Step 1: Light aerobic exercise; interval bike, walking, jogging or light circuit training 

to <70% max permitted heart rate 

o Step 2: Sport-specific exercise (no contact or head-impact activities); sprints, drills, 

circuit training  

o Step 3: Complex (non-contact) drills/progressive resistive exercises; sprints, bound-

ing, plyometric workout, vertical jumps, limited non-contact sport-specific drills 

o Step 4: Full-contact practice, controlled return to practice with monitoring for symp-

toms  

 No more than 1 step can be performed on the same day, which allows monitoring of both 

acute (during the activity) and delayed (within 24 hours after the activity) symptoms. The 

athlete should be monitored periodically throughout and after these sessions with objective 

assessment measures to determine whether an increase in intensity is warranted. If the ath-

lete’s symptoms return at any point during the progression, at least 24 hours without symp-

toms must pass before the protocol is reintroduced, beginning at the previous step. 

 Once the athlete is 100% symptom free, has successfully completed the RTP and the AT 

believes they are ready to return to play, the AT completes the appropriate components of 

form AT18 and consults the treating physician. The AT must receive the completed and 

signed AT18 form from an MD or DO. The AT may still hold the athlete out of activity if 

he/she suspects the athlete still has signs and symptoms of a concussion or the athlete did not 

complete a standardized RTP. 

 The final approval for full return to normal activity requires the physician’s completion of 

page 2 of form AT18.  This form should be kept on file at the school as well as in Epic 

(scanned and uploaded).  

 

Documentation 

 At a minimum, the AT must document (and record in Epic) all pertinent information sur-

rounding any concussions (injury evaluation and management), including:  

o mechanism of injury 

o initial signs and symptoms 

o state of consciousness  
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o findings on serial testing of symptoms and neuropsychological function and postural-

stability tests (noting any deficits compared with baseline); SCAT5 results (scanned 

or entered manually) 

o instructions given to the athlete and/or parent 

o recommendations provided by the physician 

o graded return to activity progression, including dates and specific activities involved 

in the athlete’s return to participation  

o relevant information on any history of concussion and associated recovery pattern(s) 

o communication with the parents, coach, physician, school nurse or designated school 

administrator 

 The AT must also upload baseline and post injury SCAT5’s (as applicable) into Epic via 

Haiku. 

 

References 
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McCrory P, Meeuwisse W, Dvorak J, et al. Consensus Statement on Concussion in Sport – the 5th 

International Conferene on Concussion in Sport Held in Berlin, Oct 2016. Br J Sports Med. 
 

3. STANDARD HEAT ILLNESS GUIDELINES (2020) 
Exertional heat injuries include exercise-associated muscle cramps, heat syncope, heat exhaustion, 

exertional heat exhaustion, and exertional heat stroke. Exertional heat injuries are completely pre-

ventable through proper acclimatization and diligent attention to best practice guidelines for moni-

toring and treating individuals participating in activities that place them at a higher risk of these types 

of injuries.  

 

National governing bodies, such as the National Collegiate Athletic Association and numerous states 

athletic/activity associations, have published guidelines for the prevention, monitoring, and treatment 

of exertional heat injuries. In addition, national authorities such as the National Athletic Trainer’s 

Association and the Korey Stringer Institute have published research to support best practices in this 

area. 

 

Policy Statement: 

Before the start of each contracted year, each athletic trainer must formalize and implement a com-

prehensive, proactive policy or emergency action plan specific to heat illness at their school.   Each 

athletic trainer must establish and document his or her own specific guidelines. The athletic trainer 

must include these guidelines in their site specific P&P. All policies must follow the guidelines of 

the National Athletic Trainers ’Association’s Position Statement on Exertional Heat Illnesses. The 

athletic trainer will use a Wet Bulb Globe Temperature (WBGT) as the primary tool for assessing 

environmental conditions.  The athletic trainer may use, Heat Index as a backup only if a WBGT is 

not available. 

 

The FHSAA shall make training and resources available to each member school for the effective 

monitoring of heat stress 

 

Each athletic coach and sponsor of extracurricular activities involving outdoor practice or events shall 

annually complete training in exertional heat illness identification, prevention, and response includ-

ing effective administration of cooling zones. 
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This policy should be a living, working document, continually reviewed and updated as appropriate, 

as the organization and our community changes. 

 

Definitions 

 

Exercise-Associated Muscle (Heat) Cramps 

A condition that presents during or after intense exercise sessions as an acute, painful, involuntary 

muscle contraction.  Proposed causes include fluid deficiencies (dehydration), electrolyte imbalances, 

neuromuscular fatigue, or any combination of these factors. 

 

Heat Syncope 

Heat syncope, or orthostatic dizziness, can occur when a person is exposed to high environmental 

temperatures. This condition is attributed to peripheral vasodilation, postural pooling of blood, di-

minished venous return, dehydration, reduction in cardiac output, and cerebral ischemia.  Heat syn-

cope usually occurs during the first 5 days of acclimatization, before the blood volume expands, 

or in persons with heart disease or those taking diuretics.  

 

Exercise (Heat) Exhaustion 

Exercise (heat) exhaustion is the inability to continue exercise associated with a/any combination of 

heavy sweating, dehydration, sodium loss, and energy depletion.  It occurs most frequently in hot, 

humid conditions.  At its worst, it is difficult to distinguish from exertional heat stroke without meas-

uring rectal temperature.  Other signs and symptoms include pallor, persistent muscular cramps, urge 

to defecate, weakness, fainting, dizziness, headache, hyperventilation, nausea, diarrhea, decreased 

urine output, and a body-core temperature that generally ranges between 36°C (97°F) and 40°C 

(104°F).  

 

Exertional Heat Stroke 

Exertional heat stroke (EHS) is an elevated core temperature (usually > 40°C [104°F]) associated 

with signs of organ system failure due to hyperthermia.  The CNS neurologic changes are often the 

first marker of EHS.  EHS occurs when the temperature regulation system is overwhelmed due to 

excessive endogenous heat production or inhibited heat loss in challenging environmental conditions 

and can progress to complete thermoregulatory system failure.  This condition is life threatening 

and can be fatal unless promptly recognized and treated.  Signs and symptoms include tachycar-

dia, hypotension, sweating (although skin may be wet or dry at the time of collapse), hyperventilation, 

altered mental status, vomiting, diarrhea, seizures, and coma.  The risk of morbidity and mortality is 

greater the longer an athlete’s body temperature remains above 105°F (40.5°C) and is significantly 

reduced if body temperature is lowered RAPIDLY.  Unlike classic heat stroke, which typically in-

volves prolonged heat exposure in infants, elderly persons, or unhealthy, sedentary adults in whom 

body heat-regulation mechanisms are inefficient, EHS occurs during physical activity.   

 

Scope:  

This policy applies to all staff members who are associated with activities where heat injury poses a 

risk, including but not limited to, outdoor and indoor activities where high temperature and specifi-

cally high humidity environmental risks are present. 

 

Procedures 

The athletic trainer, coaches, and sponsors of extracurricular activities involving outdoor activities 

should be aware of intrinsic predisposing factors for heat illness including: a history of exertional 

heat illnesses; insufficient heat acclimatization; low fitness; high percentage of body fat; substantial 

dehydration; current or recent fever or gastrointestinal illness; skin condition (eg, sunburn, skin rash); 
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ingestion of certain medications (eg, antihistamines, diuretics, dopamine-reuptake inhibitors) or die-

tary supplements (eg, ephedra); motivation to push oneself/warrior mentality; and reluctance to report 

problems, issues, illness, etc.  The athletic trainer, coach, or sponsor of extracurricular activities in-

volving outdoor activities should monitor athletes for such factors and take the appropriate precau-

tions. 

 

Prevention 

 Pre-participation history and physical exam 

o The athletic trainer must review pre participation history and gather information on 

athletes with a history of heat illness. 

o The athletic trainer must identify and counsel individuals with risk factors. 

o The athletic trainer should counsel coaches on risk factors and potential signs and 

symptoms of heat illness. 

o The athletic trainer must notify head coaches of individuals that are at higher risk for 

heat illness, without breaching HIPAA guidelines. 

 Acclimatization 

o Coaches must adapt athletes to exercise in the heat (acclimatization) gradually over 

10 to 14 days 

o Athletes should progressively increase the intensity and duration of work in the heat 

with a combination of strenuous interval training and continuous exercise 

o Well-acclimatized athletes should train for 1 to 2 hours under the same heat conditions 

that will be present for their event 

 
 Hydration 
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o The athletic trainer should educate athletes to match fluid intake with sweat and urine 

losses to maintain adequate hydration (see the NATA Position Statement: Fluid Re-

placement for the Physically Active); instruct athletes to drink sodium-containing flu-

ids (ex: Gatorade, Powerade) to keep their urine clear to light yellow to improve 

hydration and to replace fluids between practices on the same day and on successive 

days to maintain less than 2% body-weight change.  Consider posting color chart in 

locker room. 

o The athletic trainer or coaching staff should make sure water is readily available at 

practices and contests. 

 Cooling Zone 

o Each school must make a cooling zone available for each outdoor athletic contest, 

practice, workout, or conditioning session that is out of direct sunlight.  

▪ Multiple cooling zones MAY be required at each school depending on the lo-

cation of each outdoor site. 

o The athletic trainer is responsible for filling the cold tub at the site they are present at. 

o If the athletic trainer is not at the location of the activity, it is every head coach’s 

responsibility to make sure the cold tub is filled. 

o A cold water immersion tub must be kept in the cooling zone and be readily available 

to use when a student exhibits symptoms of exertional heat stroke 

▪ During outdoor athletic contest, practice, workout, or conditioning session, the 

athletic trainer must keep 3-4 coolers full of ice and keep tub 1/3 to 1/2 full of 

water. 

▪ The athletic trainer, coaches, or administration must dump tub after each days 

practice.  

▪ If a cold water immersion tub is not available, Tarp Assisted Cooling Oscilla-

tion (TACO) method is your next best step for cooling the athlete  

o The athletic trainer should have a rectal thermistor to evaluate the core body temper-

ature of the individuals suspected of exertional heat illness 

▪ Schools that do not have a rectal thermistor must have an oral thermometer to 

use. 

 

Guidelines for Rest Breaks 

 Hydration 

o The athletic trainer should record pre- and post- activity bodyweight of football play-

ers to effectively monitor athletes’ hydration status 

o The athletic trainer or head coach should make sure water is readily available at prac-

tices and contests and no individuals should be denied access to water or other fluid 

to aid in hydration 

o Participants should be encouraged to eat and drink appropriate sodium-containing flu-

ids and food to help them replace sodium lost in sweat, etc. 

 Wet Bulb Globe Temperature (WBGT) Procedure 

o The WBGT reading is a composite temperature used to estimate the effect of air tem-

perature, humidity, and solar radiation on the human body. The reading is expressed 

in degrees, but should not be equated with degrees of air temperature. For example: A 

WBGT reading of 92 is somewhat comparable to a Heat Index reading of 104-105 

degrees. 

o When the athletic trainer is on campus, they are responsible for determining the 

WBGT for any time there is an outdoor athletic contest, practice, workout, or condi-

tioning session happening within 30 minutes of the start of that activity. 
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o During football season, the athletic trainer is responsible for determining and record-

ing the WBGT for their location 1) within 30 minutes prior to each outdoor football 

practice and 2) at the conclusion of that outdoor football practice.   

o Depending on practice schedule, the athletic trainer may have to record the WBGT 

multiple times on the same day.  The frequency of readings during the practice will 

likely depend on when practice is scheduled.  An early practice with temperatures 

increasing during the practice time may require several readings. 

o The athletic trainer will check the WBGT and record the temperature, humidity and 

WGBT on the Heat Record as well as any practice modifications taken. This is the 

tool the athletic trainer will use to determine practice modifications. 

o The athletic trainer must take WBGT 3-5 feet off ground after WBGT has been in 

place for at least 5 minutes. 

 

WGBT 

READING 
ACTIVITY GUIDELINES & REST BREAK GUIDELINES 

Under 82.0 
Normal activities. Provide at least 3 separate rest breaks each hour of minimum duration of 

3 minutes each during workout 

82.0 - 86.9 

Use discretion for intense or prolonged exercise; watch at-risk players carefully; Provide at 

least 3 separate rest breaks each hour of a minimum of four minutes duration each. 

87.0 - 89.9 

Maximum practice time is 2 hours.  

For Football: players restricted to helmet, shoulder pads, and shorts during practice. All 

protective equipment must be removed for conditioning activities.  

For All Sports: Provide at least 4 separate rest breaks each hour of a minimum of 4 minutes 

each. 

90.0 - 92.0 

Maximum length of practice is 1 hour, no protective equipment may be worn during practice 

and there may be no conditioning activities. There must be 20 minutes of rest breaks pro-

vided during the hour of practice. 

OVER 92 
NO OUTDOOR WORKOUTS!  

Cancel exercise; delay practice until a cooler WBGT reading occurs. 

 

 

 Heat Index Procedure 

o On days the athletic trainer is not on site, each head coach conducting outdoor athletic 

contests, practices, workouts, or conditioning sessions is responsible to monitor the 

heat index via the guidelines below and make changes accordingly. 

o The athletic trainer is responsible for determining and recording the heat index for 

your location prior to each practice.   Depending  on  practice  schedule,  the athletic 

trainer may  have  to  record the  heat  index  multiple times on the same day.   

o A Heat index reading merely reflects the combination of heat and humidity as “how 

hot it feels” on a person who is normally dressed and not involved in strenuous activ-

ity. Therefore, the Heat Index has little relevance to a football practice setting. 

o Within one hour of the practice or competition time, the head coach shall check a Heat 

Index Calculator via either www.osaa.org/heatindex/ or CoachSmart app to determine 

http://www.osaa.org/heatindex/
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the heat index for their location. The head coach may have to record the heat index 

multiple times on the same day.   

o The head coach shall record the heat index on a Heat Record as well as any practice 

modifications taken. 

o Of note: If the heat index rises, further practice modifications may need to be made as 

each outdoor activity progresses. If the heat index decreases, coaches still must follow 

heat index modifications for the highest heat index recorded for that day. 

 

Under 95° Heat Index 

 Maximum of 5 hours of practice today.   

 Provide ample amounts of water.   

 Water should always be available and athletes should be able to take in as much water as 

they desire.   

 Watch/monitor athletes for necessary action. 

  

95° to 99° Heat Index   

 Maximum of 5 hours of practice today.  

 Recommendation:  Consider postponing practice to later in the day. 

 Practice length a maximum of 3 hours.   

 Mandatory 3-hour recovery period between practices.   

 Contact sports and activities with additional equipment: Helmets and other possible 

equipment removed if not involved in contact or necessary for safety.   

 Provide ample amounts of water.   

 Water should always be available and athletes should be able to take in as much water as 

they desire.  Watch/monitor athletes for necessary action.  

 

100° to 104° Heat Index   

 Maximum of 5 hours of practice today.  

 Recommendation:  Postpone practice to later in the day.   

 Practice length a maximum of 3 hours.   

 Mandatory 3 hour recovery period between practices.   

 Alter uniform by removing items if possible - Allow for changes to dry t-

shirts and shorts.   

 Contact sports and activities with additional equipment: Helmets and other possible 

equipment removed if not involved in contact or necessary for safety.   

 Reduce time of planned outside activity as well as indoor activity if air conditioning is 

unavailable.   

 Provide ample amounts of water.   

 Water should always be available and athletes should be able to take in as much water as 

they desire.   

 Watch/monitor athletes for necessary action.   

 

Above 104° Heat Index   

 Recommendation:  Stop all outside activity in practice and/or play, and stop all inside 

activity if air conditioning is unavailable. 

 

 Guidelines for Hydration and Rest Breaks 

o Rest time should involve both unlimited hydration intake (water or electrolyte drinks) 

and rest without any activity involved 
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o For football and lacrosse, helmets should be removed during rest time 

o The site of the rest time should be a “cooling zone” and not in direct sunlight 

o When the WBGT reading is over 86: 

▪ Ice towels and spray bottles filled with ice water should be available at the 

“cooling zone” to aid the cooling process 

▪ Cold immersion tubs must be available for practices for the benefit of any 

player showing early signs of heat illness 

 

Rapid Recognition of Exertional Heat Stroke 

 EHS patients whom initially present with CNS disturbances (e.g. confusion, irritability or 

other irrational behavior) may culminate in a collapse or loss of consciousness 

 Of note: It is a common misconception that all EHS patients will have stopped sweating, 

have hot skin, or be unconscious. None of these symptoms are required for a diagnosis of 

EHS 

 

Rapid Assessment of Exertional Heat Stroke 

 The 2 main criteria for assessment of EHS are  

o (1) Hyperthermia: core body temperature of greater than 105°F (40.5°C) taken via a 

rectal thermometer soon after collapse 

o (2) CNS dysfunction (including disorientation, confusion, dizziness, diarrhea, loss of 

balance, staggering, irritability, irrational or unusual behavior, apathy, aggressiveness, 

hysteria, delirium, collapse, loss of consciousness, and coma).  

 The differential diagnoses for a collapsed athlete with altered mental status are broad, so an 

accurate measurement of internal body temperature is necessary to make a diagnosis of EHS. 

o Rectal Temperature is the best implement for core body temperature measurement. 

Inferior temperature assessment devices should not be relied on in the absence of a 

valid device. 

▪ If a healthcare provider suspects EHS, the provider should immediately per-

form a rectal temperature assessment, at insertion depth of 15cm or 6 in. 

▪ Rectal temperature of 105°F (40.5°C) with CNS dysfunction indicates EHS  

Rapid Cooling of Exertional Heat Stroke 

 The athletic trainer, or qualified individual in the athletic trainer’s absence, should move the 

patient to a cooling zone, begin appropriate treatment and continuously monitor the patient 

 The athletic trainer, or qualified individual should remove patient’s excess clothing to in-

crease evaporation and aid cooling. 

 Core body temperature must be reduced to less than 101.5°F (38.6°C) as soon as possible 

(within 30 minutes of collapse) to limit morbidity and mortality.  

 Whole- body cold-water immersion from the neck down is the current best practice for cool-

ing an EHS patient.  

o The water should be 35-59°F and continuously stirred to maximize cooling.  

o If cold water immersion is not available, in an emergency, the TACO method is a 

viable option.  

o Cooling At Citizen’s Field 

▪ Location: The ice tub is located next to the home team’s concession stand. 

▪ Procedure:  

 The athletic trainer will be responsible for filling the cold tub during 

all football contests and any time the WBGT reads 82 or higher. 

 The home team athletic trainer is responsible for bringing enough cool-

ers filled with ice from their school to be able to cool an athlete in the 

event of an EHS. 
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 The athletic trainer is responsible for filling the cold tub with water 

when they arrive on site and keeping coolers filled with ice next to it.  

 After the contest the athletic trainer is responsible for draining the cold 

tub, placing the plug in the bottom of the tub, and covering it before 

they leave.  

 Cooling can be stopped when the body temperature reaches 101.5°F (38.6°C) 

 Cool First! Transport Second! Once a patient has been cooled on-site, they can then be trans-

ported to the hospital for continued medical care. 

o EMS 

▪ EMS should be activated in all cases of individuals displaying signs and symp-

toms of exertional heat stroke 

▪ Athletes should be cooled first and then transported to a hospital unless 

cooling and proper medical care is unavailable onsite.   

▪ The cooling rate for cold-water immersion will be approximately 1°F every 

three minutes. 

▪ If no temperature available, leave athlete in the cold tub until they start shiv-

ering.  

 A qualified individual should monitor vital signs including core body temperature (rectal tem-

perature) 

 

Rapid Advanced Care or Exertional Heat Stroke 

 EMS dispatch and/or on-site medical officials should notify the hospital medical team in 

advance to allow ED staff to prepare for treatment to begin immediately upon patient arrival 

 

Return to Activity 

 The return to activity decision must be made by a physician knowledgeable in the treatment 

of EHS.  The athlete must be asymptomatic with normal blood work (renal and hepatic panels, 

electrolytes, and muscle enzyme levels) before a gradual return to activity is initiated. 

 Current suggestions include a period of no activity, an asymptomatic state, and normal blood 

enzyme levels before the athlete begins a gradual return-to-activity progression under direct 

medical supervision. This progression should start at low intensity in a cool environment and 

slowly advance to high-intensity exercise in a warm environment.  

 

4. Lightning Safety Guidelines (2019) 
Purpose 

Lightning is the most dangerous and frequently encountered thunderstorm hazard people experience 

every year. Each athletic trainer should formalize and implement a comprehensive, proactive light-

ning-safety policy or emergency action plan specific to lightning safety at their school.   

 

Policy Statement 

Each athletic trainer together with their athletic director must establish and document his or her own 

specific action plan. All policies must follow the guidelines of the National Athletic Trainers ’

Association’s Position Statement on Lightning Safety for Athletics and Recreation. Each athletic 

trainer must present their current policies and procedures for lightning safety each season to each 

coach that the policy may affect. The athletic trainer will include this action plan in their site specific 

P&P and as part of the coach’s packet.    

 

This policy should be a living, working document, continually reviewed and updated as appropriate, 

as the organization and our community changes. 
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Scope: 

This policy applies to administrators, coaches, officials, athletic trainers, athletes and other personnel 

involved in outdoor practice and competition activities. 

 

Procedures 

 Prior to any practice, competition or meeting outdoors, one individual will be designated to 

monitor lightning. 

 The athletic trainer is often the only employee/professional trained in lightning safety and 

therefore should be identified as the individual designated by the school administration as 

responsible for monitoring lightning. 

 When the athletic trainer is not present, the head coach or athletic director should be des-

ignated to monitor for lightning. 

 The person designated to monitor for lightning will review the safe locations with other rele-

vant personnel in the event the safety plan needs to be implemented that day. 

 When a lightning/inclement weather event occurs (when lightning is within 15 miles and 

lightning is seen or thunder is heard), the athletic trainer or other designated personnel will 

initiate notifying appropriate personnel of lightning. 

 Common Alerts for Real-Time Notification of Lightning 

Alert Meaning 

“Heads Up” Lightning within 15 miles 

“Begin Safety Procedures” Lightning within 10 miles 

“You are now in danger; safety proce-

dures should be complete” 

Lightning within 6 miles 

“All Clear” Lightning has not been detected at 15 

miles for 30 minutes 

  

 

 When lightning strikes within 15 miles, the athletic trainer will start notifying person-

nel they are monitoring severe weather and will continue to monitor for lightning.  

 When lightning strikes within 10 miles, the athletic trainer will start initiating the 

safety procedures to remove athletes from the field and to safe structures 

 Safety procedures should be COMPLETED and the athletic trainer or other designated 

personnel should initiate the 30-minute delay by the time lightning is 6 miles away. 

 During a practice, the athletic trainer will inform the coaching staff  

 During a game, the athletic trainer will inform the official to the get the players off the 

field, and the school administration so they can notify the spectators 

 The athletic trainer and administration must inform all personnel, athletes, coaches, and spec-

tators of the available safe structures or shelters and evacuation should begin. 

 The administration must make spectators aware of their responsibility for safety at all events 

 The athletic trainer, or designated personnel is responsible for determining when the 30-mi-

nute rule has been met and it is safe to resume activity. 

 

Recommendations 

 If a lightning or storm-detection tool is employed, negative findings on the tool (no storm / 

lightning detected) should serve as supplemental information and not override the standard 

rule.     
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 Postpone or suspend activity if a thunderstorm appears imminent before or during an activity 

or contest (regardless of whether lightning is seen or thunder heard) until the hazard has 

passed.  Signs of imminent thunderstorm activity are darkening clouds, high winds, and thun-

der or lightning activity. 

 A message should be read over the public address system (when applicable) and lightning-

safety tips should be placed in game programs alerting spectators and competitors about what 

to do and where to go to find a safer location during thunderstorm activity. 

 Avoid being in contact with, or in proximity to, the highest point of an open field or on the 

open water. 

 The primary choice for a safe structure is any fully enclosed, substantial building.  Ideally, 

the building should have plumbing, electric wiring, and telephone service (the lightning cur-

rent is more likely to follow these pathways to ground, which aids in electrically grounding 

the structure). 

 If a substantial building is not available, a fully enclosed vehicle with a metal roof and the 

windows completely closed is a reasonable alternative. 

 Do not take shelter under or near trees, flag poles, or light poles. 

 All individuals should have the right to leave an athletic site or activity, without fear of reper-

cussion or penalty, in order to seek a safe structure or location if they feel they are in danger 

from impending lightning activity. 

 According to the basic principles of tort law, an individual has a duty to warn others of dangers 

that may not be obvious to a guest or subordinate of that person.  The legal principle of “fore-

seeability” is “the ability to see or know in advance, e.g., reasonable anticipation, that harm 

or injury is a likely result from certain acts or omissions.”  With regard to dangerous lightning 

situations, it could be argued that an institution (or athletic department) has the duty to warn 

spectators, invited guests, and participants if conditions are such that lightning activity may 

be an imminent danger in the immediate area. 

 

References: 

Walsh KM, Cooper MA, Holle R, et al. National Athletic Trainer’s Association Position Statement: 

Lightning Safety for Athletics and Recreation. Journal of Athletic Training. 2013;48(2):259-270. 

 

5. STANDARD ATHLETIC TRAINING ON-SITE MEDICAL CARE POLICY (2019) 
 
Throughout the school year, each athletic trainer will average approximately 20 hours per week, to-

taling 780 hours for the entirety of the UF academic school year. The fall sport season is very de-

manding, and the athletic trainer should remain aware of the time they have accrued from July through 

the end of the fall season.  This information, when used properly, can provide each athletic trainer 

with valuable information for managing their time during the remainder of the UF academic year.  It 

is the responsibility of the individual athletic trainer to manage their time effectively and efficiently.    

 

Athletic Training Clinic Schedule  

 

Each GA-AT will have regular athletic training clinic hours posted. The athletic trainer is expected 

to be to their site at least 30 minutes prior to the end of the school day and stay until 6pm or the 

conclusion of the last event on game days. Throughout the academic year, the athletic trainer must 

inform the appropriate members of the coaching staff, athletic director and school administration of 

these hours as well as any updates or changes.  Injury evaluation, treatment and pre-event prepara-

tions occur during the athletic training clinic hours.  When considering injury evaluation and treat-

ments, priority should always be given to in season sport athletes first. In the event emergency care 

is warranted, care to a seriously injured student-athlete, regardless of season, should always be a 
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priority. Initial evaluation should always be granted and performed to out of season athletes to deter-

mine a treatment plan. 

The GA-AT will not have regular athletic training clinic hours on days there is no school. They will 

communicate with their athletic director and coaches as to if they need to be on campus that day for 

any practices. The GA-AT is responsible for covering football practices/games and any home events 

even if there is no school that day.  

 

Prioritizing On-site Medical Care of Athletic Events  

 

Actual attendance at athletic events (games or practices) should be prioritized based on the potential 

risks associated with the sport.  In season collision sport activities require the greatest priority.   

Whenever scheduling conflicts arise, the athletic trainer and athletic director will determine which 

activity has the greatest risk for harm and the athletic trainer will cover that activity. This decision 

will be based on the potential risk of harm to student-athletes participating. Typically, football, soc-

cer, wrestling, lacrosse, and softball/baseball are considered high priority sports. Due to the large 

number of activities occurring at any one time and the general classification of activities, the athletic 

trainer is not typically expected to attend practices or contests of the following sports: golf, tennis, 

cross-country, swimming, and water polo.  Injury care and management of student-athletes on these 

teams is still the responsibility of the athletic trainer.  It is advisable that all athletic trainers com-

municate with the coaches of these sports so that they stay informed of their student-athletes ’needs.  

Whenever it is possible, the athletic trainer should attempt to attend practices and contests.   

  

Fall Sports & Time Management 

 

Due to the high potential for serious injuries occurring at football practices and games, the athletic 

trainer is expected to be on location for football practices and games.  All athletic trainers will be 

expected to travel with varsity football for away games.  In the event that a junior varsity football 

team is traveling away to a site that does not have a licensed athletic trainer the school’s athletic 

trainer may travel to the site of the junior varsity football game at the conclusion of the varsity foot-

ball practice.  The athletic trainer will attend all other home sport activities that do not conflict with 

football. Athletic trainers are expected to make themselves available to all fall sport coaches and 

student-athletes whenever possible. 

 

Winter Sports & Time Management 

 

Winter sport activities may overlap with fall sports, especially football.  The athletic trainer will still 

be expected to be on location for football practices and games through the conclusion of the football 

season.  On-site medical care priorities during the winter are based on risk as follows: soccer, wres-

tling, basketball, and weightlifting.  This prioritization shall apply whenever games or matches in-

volving any of these sports occur simultaneously. Sanctioned inter-school competitions for each sport 

shall have priority for on-site medical care over practices for sports other than football.  The athletic 

trainer will continue to provide on-site medical care at home contests and athletic training room clinic 

hours.  The athletic trainer is not expected to travel with teams during the winter.   

 7 vs 7 football will not be covered by the athletic trainer as it is not a FHSAA sanctioned 

sport.  

 

Spring Sports & Time Management 

 

Spring sports, like winter sports, may overlap and require an athletic trainer to manage more than one 

venue at a time on his/her campus.  Previously established policies will continue during this season 
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until further notice. Sanctioned inter-school competitions have first priority. The athletic trainer will 

provide coverage on a multiple-event day that includes pole vaulting events in track.  Baseball and 

softball will receive on-site medical care equally at all times. When spring football practices begin, 

the athletic trainer will be expected to attend all practices and the spring contest.  When spring football 

practice ends, the athletic trainer will attend any other home games or contest.  The athletic trainer 

will continue to provide on-site medical care at home contests and athletic training room clinic hours. 

 

Professional Guidelines and Expectations of Care for Visiting Student-Athletes 

 

The athletic trainer shall extend the appropriate care and treatment to all student-athletes regardless 

of their school affiliation.  In the event that the injured student-athlete is from another school that has 

an athletic trainer, the athletic trainer caring for the student-athlete is expected to make a courtesy 

phone call to the student-athlete’s primary athletic trainer.  If that person is unavailable, the athletic 

trainer should leave a message indicating they treated one of their student-athletes and leave contact 

info in case the athletic trainer would like more information. If the student-athletes ’parent is not 

present at the game, the athletic trainer is also expected to contact them. 

 
SPECIAL EVENT ATHLETIC TRAINING ON-SITE MEDICAL CARE 
The Athletic Director or Coach may choose to request additional athletic training on-site medical 

care for special events outside of the AT’s coverage contract. The AT is responsible for covering 

special events if they are within their contracted hours. If the special event coverage is outside of 

the AT’s contracted hours, they may choose to cover that special event. If the special event conflicts 

with in season contests, the athletic director will choose if the athletic trainer will cover it as part of 

their weekly contracted hours or if the athletic trainer will be paid by the appropriate booster club 

if it is outside of their contracted hours. The County School Board, host High School or appropriate 

school booster club will be asked to reimburse the AT directly with cash or check made out to the 

individual working for the hourly expenses for special events outside of their contracted hours.  The 

following are criteria that would qualify as special event athletic training on-site medical care: 

1. Events with very high student-athlete to certified athletic trainer ratio, i.e., an event where 

there is a greater than or equal to student-athlete to athletic trainer ratio of 50:1 (for exam-

ple, an invitational track meet). 

2. Events of longer than normal duration that cause the AT to exceed his/her established work 

hours, i.e., an event in which the duration would exceed greater than or equal to eight hours 

(total, not consecutively) in a single day (for example, a pre-season baseball tournament). 

3. Events that are held while school is not in-session and where visiting teams are present 

on school property or where the host school is not playing in every game (for example, a 

holiday invitational basketball tournament). 

 

Of Note: AT’s are required to cover district tournaments and regional games as part of their 

contract if their school is the host school regardless if their team is playing in that tournament. 

This policy is applicable to coverage of district tournaments off site as well. 

 

CKS COVERAGE POLICY 
 
FALL:  

1. Volleyball 
a. The Certified Athletic Trainer will cover all home Varsity volleyball matches. 

2. Cross Country 
a. The Certified Athletic Trainer will cover all home cross-country meets. 
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b. For any practice that occurs on campus simultaneously with a home football practice, 
the Certified Athletic Trainer can be reached via cell phone in the event of an emer-
gency. 

c. Off-campus meets will not be covered by the Certified Athletic Trainer unless re-
quested. 

d. During Off-campus meets, the Certified Athletic Trainer will be available via cell 
phone in the event of an emergency. 

 
WINTER:  

1. Basketball 
a. The Certified Athletic Trainer will cover all home basketball games. 
b. In the event that there is a home soccer game at GHS that takes place during a bas-

ketball game or practice, the Certified Athletic Trainer can be reached via cell phone 
in the event of an emergency. 
 

SPRING:  
 
NOTE: Due to the number of participants in track, all home track meets will also take priority over 
all other events. Due to the time conflicts that may arise due to the high number of sporting 
events occurring simultaneously, practice coverage and coverage between events is subject to 
change and is at the discretion of the Certified Athletic Trainer. 

1. Track 
a. The Certified Athletic Trainer will cover all home track meets 
b. The Certified Athletic Trainer will be on campus during all weekday practices and can 

be reached via cell phone in the event of an emergency. 
 
NOTE: When Spring Football begins, it takes priority over all other spring sports due to the “high 
risk” nature of the sport. If there are any questions pertaining to coverage order of events, please 
contact the Certified Athletic Trainer at 440-796-0217.  

 

6. Standard Professional Guidelines for Injury Management for Coaches and Ath-
letic Directors (2018) 

 
Please see the Standard Athletic Training On-Site Medical Care Policy for details on on-site 
medical care.  For Coaches and Athletic Directors, the following guidelines are provided: 
 
General 

1. The athletic director and athletic trainer will plan and prioritize on-site medical care 
for events and practices within the guidelines outlined in the service agreement. 

2. Along with the athletic trainer, coaches are directly responsible for preventing injuries by 
seeing that student-athletes have undergone a preventive injury-conditioning program. 

3. Along with the athletic trainer, coaches must ensure that the sports equipment used is of 
the highest quality, properly fitted and maintained. 

4. Coaches must be keenly aware of what produces injuries in their sport and what measures 
must be taken to avoid them. 

5. Coaches must understand the limits of their ability to function as a health care provider in 
the state (depends on qualifications), and to seek the services of their athletic trainer when 
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needed. 
6. It is highly recommended that every coach and related staff be CPR and First Aid certified 

in order to provide the most complete level of on-site medical care. 
7. Coaches, Athletic Directors, student-athletes and parents should avoid dictating medical 

services to the athletic trainer or to the Team Physician. 

 
‘On-field Injuries 

1. Coaches, student-athletes, parents, and other non-authorized persons should be kept a sig-
nificant distance away from injured student-athlete(s). 

2. Coaches, student-athletes or non-medical personnel should not touch, move, or roll an in-
jured student-athlete. 

3. Coaches, student-athletes or non-medical personnel should not try to assist a student-ath-
lete who is lying on the field or court (including removing a helmet or chin strap, or attempt-
ing to assist breathing by sitting them up), except in a swimming pool where an injured stu-
dent-athlete should be removed from the pool to avoid drowning (taking appropriate 
measures for removal if a c-spine injury is expected). 

4. Coaches or student-athletes should not pull an injured student-athlete from a pile. 
5. Once the medical staff begins to work on an injured student-athlete, they should be allowed 

to perform services without interruption or interference. 
6. Coaches should remain in the area in case the athletic trainer needs their assistance 

 

7. Athletic Training Student Policy (2020) 
 
1. Undergraduate Athletic Training Students do not have the same qualifications or experience 

as the Certified Athletic Trainer (ATC); however, they are able to perform all duties under 

the direct supervision of a certified athletic trainer. 

2. The Undergraduate Athletic Training Students are not able to act alone and are required to 

remain under the direct supervision of the Certified Athletic Trainer at all times. 

a. This means that these individuals are not allowed to cover practice or events by them-

selves. 

3. Although inconvenient in the event that multiple practices/events are occurring on campus 

simultaneously, this policy is in place to ensure the safety of both the Undergraduate Athletic 

Training Students and the high school student-athletes.   

4. The undergraduate athletic training student is expected to follow the same dress code guide-

lines as set for the resident athletic trainers while at their clinical site. 

5. The undergraduate student is not permitted to make recommendations to student athletes, par-

ents, coaches, or administration without the certified athletic trainer’s direction to do so 

6. If the undergraduate student fails to comply with the guidelines as written above, it may lead 

to verbal and written warnings, a meeting with their preceptor, the staff athletic trainer and 

outreach manager, and/or removal from that clinical site depending on the severity of the 

issue. 

7. Any questions or concerns regarding these policies should be directed to the AT or Under-

graduate program director. 


