606 Chief Justice Gushing Hwy. Scituate, MA 02066
Scituate High School
CONSENT FOR COGNITIVE TESTING and RELEASE OF INFORMATION
I give my permission for
(name of student)
Student's date of birth:
 Sport_______________________
To have a baseline ImPACT Test administered at Scituate High School.
To have a post concussion Impact Test administered at Scituate High School.
I understand that that my child may need have more than one post concussion test depending upon the testing results (as compared to the baseline test).
I understand that there is currently no charge for the testing.
Scituate High School may release the ImPACT Testing results to my child's primary care physician, neurologist or treating physician, as indicated below.
I understand that general information about the test data may be provided by the school nurse to my child's guidance counselor for the purpose of providing temporary academic modifications, if necessary.
Name of parent or guardian (please print):

Signature of parent or guardian:

Date:
Phone: Home
Cell_______________________

Please provide the following:
Name of Primary Care Physician: _____________________________
Insurance Information

_____________________________

