
2017 KM Youth Volleyball – WYVL League 

 

Kettle Moraine is proud to offer athletes the opportunity to play in the Wisconsin Youth Volleyball League this fall. 

Practices will be held at KM Middle School with exact practice times TBA after tryouts, but in the window of 5-8 pm on 

Mon/Wed and 6 – 8 pm on Tues/Thurs. All games will be played at Center Court in Waukesha and matches will be 

played on Saturdays and/or Sundays in September and October. Teams are guaranteed at least 15 matches and 3 games 

per match.  
 

Tryouts will be held on Tuesday, May 23 and Thursday, May 25. For the tryouts, 5-6th grade girls and boys will tryout 

from 6:30 – 7:30 pm and 7-8th grade girls from 7:30-9:00 pm at KMHS in the West Gym. Players should attend both 

tryouts dates. To find all forms that are needed for tryouts dates, please go to the KM Volleyball website and look under 

the “middle school information” tab.  
 

There will be summer practices run by Coach Jonas that all players are high encouraged to attend on 6/5, 6/12, 7/10, 

7/17, and 7/24 from 6 – 7:30 in the East Gym of KMHS.  
 

Fees for the league will be due at tryouts. The cost for the league will be $200 if the athlete does not own a legal 

volleyball for their age group and $170 if they do own a legal volleyball. These volleyballs will be used at all practices and 

to warm up at games. The intent is to allow all players interested, a spot on a roster. Please contact Coach Joey Jonas 

with any questions at jonasj@kmsd.edu.  
 

__________________________________________________________________________________________________ 

All of the following important information must be completed: 

 

Student Name_____________________________   Grade next Fall_____     Parent/Guardian Phone_________________  
 

School as of fall 2017 _________________________ Badger Region Membership # _________________________ 
 

Mailing Address_____________________________________________ City____________________ Zip______________ 

 

Email(s) for athlete and parent(s)/guardian(s)  ______________________________, __________________________,  

 

___________________________________, ____________________________________ 

 
I hereby agree to indemnify and hold harmless the School District of Kettle Moraine, its board members, employees, officials, officers, agents, or agents’ employees from all loss, damages, 

liability or claims arising out of participation in the CE recreational volleyball program, operations or the transporting of School District of Kettle Moraine students, whether caused by 

negligence otherwise we understand we are not releasing the School District of Kettle Moraine from liability for claims or damages arising from a reckless or intentional act. I also agree to 

respond to and cooperate with any defense of investigation and claim or alleged claim made against the School District of Kettle Moraine, its board members, employees, officials, officers, 

agents or agents’ employees, arising out of my participation. The School District of Kettle Moraine shall have the right to approve any legal counsel selected to defend the School District of 

Kettle Moraine in such a claim or alleged claim. EMERGENCY HEALTH INFORMATION: It is the parent/guardian responsibility to advise the Community Education staff of any medical 

condition that could become an emergency situation. The above participant has my permission to participate in open gym day(s).  I certify to the best of my knowledge that the participant 

named above is physically fit to engage in the activities described.  If during the course of the activities, the participant should become ill or sustain an injury, I hereby authorize you to obtain 

emergency medical care.  I will assume financial responsibility for the bills incurred. 
 
 

Emergency Contact PH. #_____________________________  Emerg. Cont. Name _____________________ 

 

T-SHIRT SIZE for jerseys (circle one) 

 Adult S   Adult M   Adult L   Adult XL 
 

____Yes, participant can be photographed for publication   ____No, participant cannot be photographed for publication 

 

Parent/Guardian Signature________________________________________________________ 

Date_____________________ 

mailto:jonasj@kmsd.edu


CONCUSSION IN SPORTS
A FACT SHEET FOR KETTLE MORAINE
ATHLETES AND PARENTS*

WHAT IS A CONCUSSION?
A CONCUSSION IS A BRAIN INJURY THAT:

•  Is caused by a bump, blow or jolt to the head or body.

•  Is always serious and can change the way your brain works.

•  Can occur during practices or games in any sport or
recreational activity or motor vehicle accident.

•  Can happen even if you have not lost consciousness.

•  Can be serious even if you have just been dinged or
“had a ringer.”

WHAT ARE THE SIGNS AND SYMPTOMS?
SIGNS OBSERVED BY PARENTS OF OTHERS 

• Appears dazed or stunned
• Is confused
• Forgets instructions
• Is unsure of game, score, or opponents
• Moves clumsily
• Shows mood, behavior, or personality change
• Cannot recall events prior to hit or fall
• Cannot recall events after hit or fall

SYMPTOMS REPORTED BY THE ATHLETE

• Head ache or pressure
• Nausea or vomiting
• Balance problem or dizziness
• Double or blurry vision
• Sensitivity to light or noise
• feeling sluggish, hazy, foggy or groggy
• Concentration or memory problems
• Just not feeling “right” or “feeling down”

*This information comes from the Centers for Disease Control and Prevention, “Heads Up, Concussion in High School Sports”, www.cdc.gov

If you think you have a concussion: Don’t hide it!  Report it!  Take time to recover!

WHAT TO DO IF YOU SUSPECT A 
CONCUSSION: 

TELL THE COACH, ATHLETIC TRAINER OR SCHOOL 
NURSE. They need to know if you have had a head injury 
or if you have had a previous concussion.

SEEK MEDICAL ATTENTION. A health care professional 
experienced in evaluating concussions will be able to diag-
nose and treat a concussion and determine when it is safe to 
return to plan. A student who sustains a concussion cannot 
return to a Kettle Moraine athletic activity until a qualified 
health care professional indicates it is safe to do so. (physi-
cian, nurse, athletic trainer)

STAY OUT OF PLAY UNTIL FULLY RECOVERED. 
A concussed brain needs time to heal. While a brain is still 
healing there is a much greater chance of another concus-
sion. Repeat concussions can slow recovery and increase 
the likelihood of long-term problems. In rare cases, repeat 
concussions can result in permanent brain damage and  
even death.

INFORM THE SCHOOL STAFF OF ALL CONCUSSIONS. 
A concussion can impact a student’s ability to do academic 
work and other activities such as computer use, studying, 
driving or exercising. If needed the school nurse and  
your teachers can help adjust school activities during the 
recovery period.

REST IS THE ONLY TREATMENT FOR CONCUSSION. 
Physical and cognitive rest are necessary for the brain to 
return to normal functioning.  Any activities that provoke 
the reoccurrence of symptoms should be discontinued. 

As part of the District’s efforts to minimize concussion related injuries, every school athlete is requested to participate in ImPACT base-
line screening. ImPACT is a computerized exam utilized in sports programs across the country to manage concussion and guide return to 
play decisions. This is a non invasive, simple test set up in a “video game” format and takes about 20 minutes to compete. The baseline 
testing records an individual’s reaction time, memory, speed and concentration. It is not an IQ test or utilized for any purpose other than 
to establish a baseline measure for a comparison should a student later sustain a concussion. The test data will help health professionals 
determine when a concussed athlete is fully recovered and safe to return to full academic and physical activity.

ImPACT NEURO COGNITIVE BASELINE TESTING  (HIGH SCHOOL STUDENTS ONLY) 



RETURN TO PLAY GUIDELINES
Children and teens with a concussion should never return to 
sports or recreation activities on the same day the injury oc-
curred. They should delay returning to their activities until a 
health care professional experienced in evaluating for concus-
sion says they are symptom-free and it’s OK to return to play. 
This means, until permitted, not returning to:

• Physical Education (PE) class,
• Sports practices or games, or
• Physical activity at recess

Current recommendations are for a stepwise return to play 
program. In order to resume activity, the athlete must be symp-
tom free and off any pain control or headache medications. 
The athlete should be carrying a full academic load without 
any significant accommodations. Finally, the athlete must have 
clearance from an appropriate health care provider. 

The program described below is a guideline for returning con-
cussed athletes when they are symptom free. Athletes with mul-
tiple concussions and athletes with prolonged symptoms often 
require a very different return to activity program and should be 
managed by a physician that has experience in treating concus-
sion.  The following program allows for one step per 24 hours. 
The program allows for a gradual increase in heart rate/physical 
exertion, coordination, and then allows contact. If symptoms re-
turn, the athlete should stop activity and notify their healthcare 
provider before progressing to the next level.

STEP ONE: About 15 minutes of light exercise: 
stationary biking or jogging

STEP TWO: More strenuous running and sprinting 
in the gym or field without equipment 

STEP THREE: Begin non-contact drills in full uniform. 
May also resume weight lifting

STEP FOUR: Full practice with contact

STEP FIVE: Full game clearance

CONCUSSION IN SPORTS
A FACT SHEET FOR KETTLE MORAINE
ATHLETES AND PARENTS*

Be alert for symptoms that worsen over time. Your 
child or teen should be seen in an emergency depart-
ment right away if he/she exhibits any of the following 
symptoms:

•  One pupil (the black part in the middle of the eye)
larger than the other

• Drowsiness or cannot be awakened

• A headache that gets worse and does not go away

• Weakness, numbness, or decreased coordination

• Repeated vomiting or nausea

• Slurred speech

• Convulsions or seizures

• Difficulty recognizing people or places

• Increasing confusion, restlessness, or agitation

•  Any loss of consciousness should be taken
very seriously

CONCUSSION DANGER SIGNS

If you think you have a concussion: Don’t hide it!  Report it!  Take time to recover!



CONCUSSION INFORMATION – 
KNOW THE RULES AND WHEN IN DOUBT, SIT THEM OUT!
Before a student may participate in practice, competition or youth athletic activities sponsored by the School District of Kettle Mo-
raine the person operating the youth athletic activity shall distribute a concussion and head injury information sheet to each coach 
or instructor and to all participants and their parent/guardian. Participation will not be permitted in the absence of student and 
parent/guardian acknowledgement and a signed Concussion Policy Consent Form. 

An athletic coach, or official involved in a youth athletic activity, or health care provider shall remove a person from the youth ath-
letic activity if the coach, official, or health care provider determines that the person exhibits signs, symptoms, or behavior consis-
tent with a concussion or head injury or the coach, official, or health care provider suspects the person has sustained a concussion 
or head injury. 

A person who has been removed from a youth athletic activity may not participate in a youth athletic activity until he or she is 
evaluated by a health care provider and receives a written clearance to participate in the activity from the health care provider.

SCHOOL DISTRICT OF KETTLE MORAINE: CONCUSSION POLICY CONSENT FORM

Statement acknowledging receipt of education and responsibility to report signs or symptoms of concussion to be included as part 
of the “Participant and Parental Disclosure and Consent Document.”

I, _______________________________________________________________________ (Student/Athlete Name) hereby acknowledge having 
received education about the signs, symptoms, and risks of sport related concussion. I also acknowledge my responsibility to report 
to my coaches, parent(s)/guardian(s) any signs or symptoms of a concussion.

_________________________________________________________________________________________________________________________
Print Student/Athlete Name Student/Athlete Signature Grade Date

_________________________________________________________________________________________________________________________
Sport/Activity

I, the parent/guardian of the student athlete named above, hereby acknowledge having received education about the signs, symp-
toms, and risks of sport related concussion.

_________________________________________________________________________________________________________________________
Print Parent/Guardian Parent/Guardian Signature Date

PLEASE RETURN CONSENT FORM TO THE KMHS ATHLETIC DEPARTMENT:
Kettle Moraine High School
349 N. Oak Crest Drive 53183
Wales, WI

Forms due by: _____________________________________

CONCUSSION IN SPORTS
CONCUSSION POLICY CONSENT

 Re:  Wisconsin Act 172 – Concussion Policy 
Relating to concussion and other head injuries sustained in youth athletic activities



Sports and activities include, but are not limited to:
Com. Ed. Field Hockey HS Baseball
Com. Ed. Indoor Soccer HS Boys Basketball
Com. Ed. Jr. Laser Football HS Boys Cross Country
Com. Ed. KM Basketball Club HS Boys Golf
Com. Ed. Lacrosse HS Boys Hockey
Com. Ed. LYBA Basketball HS Boys Lacrosse
Com. Ed. HS Ski Club HS Boys Rugby
Com. Ed. Youth Sporting Camps  (football,basketball, HS Boys Soccer

volleyball,wrestling,soccer, baseball) HS Boys Swim co-op with Waukesha
Com. Ed. Youth Volleyball HS Boys Tennis
Com. Ed. Youth Wrestling Club HS Boys Track

HS Boys Volleyball
MS Boys’ Basketball (Interscholastic) HS Cheerleading
MS Boys’ Volleyball (Interscholastic) HS Color Guard
MS Co-ed Volleyball (Intramural) HS Down Hill Ski Team 
MS Cross Country Club (Intramural) HS Downhill Ski/Snowboard Club
MS Girls’ Basketball (Interscholastic) HS Field Hockey
MS Girls’ Volleyball (Interscholastic) HS Football
MS Track (Interscholastic) HS Girls Basketball
MS Wrestling (Interscholastic) HS Girls Cross Country

HS Girls Golf
HS Girls Hockey co-op Arrowhead
HS Girls Lacrosse
HS Girls Rugby
HS Girls Soccer
HS Girls Softball
HS Girls Swim co-op with Waukesha
HS Girls Tennis
HS Girls Track
HS Girls Volleyball
HS Gymnastics co-op with Mukwonago 
HS Intramural Basketball
HS Intramural Pickleball
HS POMS
HS Special Olympics
HS Weightlifting
HS Wrestling

Wisconsin statute 118.293 requires the dissemination of information on the nature and risk of 
concussion and head injury to each person 18 and under who wishes to participate in any youth 
athletic activity.  Student and parent signed acknowledgement of this information is required prior 
to the participation in any Kettle Moraine sponsored youth athletic activity.  This includes 
students at ALL levels.

If your student participates in another club or association sponsored sport, a signed form will be required by that 
organization.

Concussion Form - Parent & Student Signature 
Required



THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES. 
 
 

 
4065 Sinton Road, Suite 200  |  Colorado Springs, CO  80907 

2016-2017 Season Phone:  719 228-6800  |  Fax:  719 228-6899  |  www.usavolleyball.org Revised 7/27/2016 

USAV YOUTH & JUNIOR VOLLEYBALL PLAYER MEDICAL RELEASE FORM 
This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. I understand and agree that this document will 
be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information confidential. By signing this 
form the participant affirms having read and agreed to the terms and conditions listed below. 
Club:  Team Name:  

         Male      Female 
First Name Last Name Birth Date Age  

     

Primary Contact: Parent or Guardian 
Name:  Address:  
  City, State & Zip  
Primary Phone:  Alternate Phone:  
     
     
     

Secondary Contact:  Parent/Guardian Other   
Name:    
Primary Phone:  Alternate Phone:  
     
     

Primary Insurance Co  Primary Group/Policy #  /  

Family Physician Name  Physician Phone  
     
     
     

Please elaborate on any medical conditions of which we should be aware: 
 

Please list any medications currently being taken: 
 

In the past 24 months, have you been tested, diagnosed and/or treated for a concussion:   Yes      No 
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome: 

Please list any allergies: 
 

If None, please write None. 
     

Participant Signature   Date:   
(regardless of age):     
     

Participant,  , has my permission to participate in training, 
competition, events, activities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs).  I approve of the 
leaders who will be in charge of this program.  I recognize that the leaders are serving to the best of their ability.  I certify that the participant has 
full medical insurance with the company listed above.  I understand and agree that this document will be kept in the possession of authorized 
adult team personnel and that reasonable care will be used to keep this information confidential. I agree to allow the authorized adult team 
personnel to release this information in the event of a medical emergency to a third party medical provider. I also certify to the best of my 
knowledge that the participant named hereon is physically fit to engage in the activities described above. 
Parent/Guardian Signature:  Date:   
Relationship to Participant:     
     
     

If, during the course of my daughter's/son's activities in volleyball, she/he should become ill or sustain an injury, I hereby authorize you to obtain 
emergency medical/dental care.  I will assume financial responsibility for the bills incurred through my insurance company. 
Signature:  Date:   
 Parent/Guardian   
or     
     

I do not authorize emergency medical/dental care for my daughter/son. 
Signature:  Date:   
 Parent/Guardian   
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