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A Note From the Head Athletic Trainer

Every year there are thousands of injuries that occur at the high school level. With
playing sports, there is always an inherent risk of injury. Some of those injuries are preventable, with the
right healthcare professionals in place to keep student-athletes safe and healthy.

The GCHS Sports Medicine program consists of two nationally-certified and state-licensed
athletic trainers, Bluegrass Orthopaedics affiliated team physicians and numerous team therapists. In
addition, the program maintains affiliations with local EMS and many local allied health care providers and
specialists.

What is Athletic Training?
Athletic trainers are highly educated and skilled allied health care professionals specializing in

athletic health care. In cooperation with physicians and other health care providers, athletic trainers
function as integral members of the athletic health care team within the high school setting. Athletic
Trainers are required by their national certifying body (NATA Board of Certification) and the state of
Kentucky’s Board of Medical Licensure to maintain their skills through Continuing Educations
Requirements or they lose their authority to practice. These bodies require that individuals take extensive
written examinations, testing their skills in five domains of athletic training after completing a university
course of studies leading to a Master’s Degree. All Athletic Trainers are expected to be competent in the
following:

● Risk management and injury prevention
● Pathology of injuries and illnesses
● Assessment and evaluation
● Acute care of injury and illness
● Pharmacology
● Therapeutic modalities
● Therapeutic exercise
● General medical conditions and disabilities
● Nutritional aspects of injury and illness
● Psychosocial intervention and referral
● Health care administration
● Professional development and responsibility

What is the benefit of an Athletic Trainer at RCHS?
One of the major benefits that students directly receive from this affiliation is free access to a

healthcare professional right on the high school campus. This saves students time from unnecessarily
taking a trip to the doctor, ER, or specialist. In conjunction with saving the students time, it also saves
their families and the school money. The athletic trainer’s role at the high school provides a point of
contact with a greater network of healthcare providers and specialists throughout the state.

The entire GCHS Sports Medicine Staff is committed to providing the best possible athletic health
care to students participating in athletics at GCHS. We are only able to do our job successfully when we
have the full cooperation and support of the staff and parents of our student-athletes. We would like to
thank you for all that you mean to us, and your level of commitment.

Go Warhawks!

Ellen P Reinhold, MS, LAT, ATC, CSCS
Ansley E Swann MS, LAT, ATC
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Athletic Accident Insurance

All injuries need to be reported to the Athletic Trainers and your Head Coach.

The insurance that all student-athletes receive is a secondary coverage. It pays some of the
cost that is not covered by the student-athlete’s primary insurance provider. The form can be
found on the K&K website at:
https://www.kandkinsurance.com/sites/K12Voluntary/Documents/1675%20K-12_CLAIM%20FO
RM%20EXCESS%202013.pdf AND
https://www.kandkinsurance.com/sites/KKCommon/Documents/1120_ATHLETE_ACCIDENT_C
LAIM_10-15.pdf (all four pages are necessary)
OR a hard copy can be obtained from the AD or Athletic Trainers.

Items needed for the claim form are as follows:

1. First and foremost, keep a copy of the secondary insurance form in your records for at least
one year.

2. The claim form must be completed in its entirety and signed by both the parents and a school
official (AD, coach, or athletic trainer).

3. Parents are responsible for filing this claim. Although certain healthcare offices will file on
behalf of the parents, it is the parents’ responsibility to mail the original form to the secondary
insurance company.

4. Make copies of the completed form for your records. Take a copy with you to any and all
appointments pertaining to this injury and submit a copy directly to the athletic trainer at the high
school.

5. In addition to the claim form, the company could also require the following in order to make
payment:

a. Itemized physician, hospital, or other provider bill that includes the diagnostic and
procedure codes

b. Explanation of Benefits from primary carrier
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Pre-Participation Physicals

All students who participate in athletics must have a current physical on file with the RCHS
Sports Medicine Staff. KRS 156.070 (2)(d) states: “Every local board of education shall require
an annual medical examination performed and signed by a physician, physician assistant,
advanced practice registered nurse, or chiropractor (if performed within the professional's scope
of practice), for each student seeking eligibility to participate in any school athletic activity or
sport."

Physicals are valid for exactly 13 months, i.e. June 1, 2010 through July 1st, 2011 – this allows
families to have their annual physical without issue as many insurance companies only allow
one physical per year. The physical must be obtained prior to participating in any practices,
scrimmages, or games. All completed physical forms and associated forms should be submitted
to the athletic training room, head coach of your student-athlete’s sport or the AD.

High School Sports Physical Form - https://khsaa.org/forms/ge04_english-complete0719.pdf
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Team Medical Release Information

Prior to participating in athletics at Great Crossing High School, each student-athlete/parent
must complete several forms. The forms include the pre-participation physical examination, a
parental consent form, and a participation waiver form (both of which accompany the physical
form). Each of the forms requests specific information and provides you, the parent, and your
child with important information about the risks of participating in athletics. It is extremely
important that you fill the forms out properly and that your child returns them before participating
in practices, scrimmages, or games. It is these forms which provide us with the names and
phone numbers of who to contact in an emergency, any special medical information on your
child, and a statement authorizing medical care in the event that you cannot be reached to
authorize such care. Finally, medical release forms from medical offices allow us to send and
receive pertinent medical information from other medical providers and insurance companies,
which allows us to better serve you should your child become injured and incur medical bills.
Federal regulations REQUIRE written authorization for the release of medical information
between medical providers, insurance companies, and other related groups and individuals.
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In the Event of an Injury

At the School:

Athletic and other injuries which occur at GCHS should be reported to the GCHS Sports
Medicine staff and the athlete’s coach as soon as the athlete realizes they are injured. If the
athlete is injured during school hours, they should also report this injury to the appropriate
personnel. The Sports Medicine staff will evaluate the injury and, based upon this evaluation,
make a determination as to what is the most appropriate course of treatment for the athlete. In
most cases, injuries are minor in nature and the athlete can be successfully treated in the
athletic training room at GCHS. If the injury is more extensive or will require further medical
evaluation by a physician, the athlete’s parent/guardian will be contacted by the attending
Athletic Trainer and provided with information concerning the nature of the injury and
information on having the injury examined by our physicians.

On the Road:

In some cases, the Athletic Trainer accompanies our teams when they travel away from GCHS.
If an athlete is injured while on the road, they should report that injury to the Sports Medicine
staff member traveling with the team. If the Athletic Trainer is not with them, then the athlete
should report their injury to their coach. If the host school employs an Athletic Trainer, our
coaching staff may elect to have the athlete examined by that Athletic Trainer. They will most
likely provide basic care for the injury, and refer the athlete back to our Sports Medicine staff.
Because of travel times and distances of contests from GCHS, athletes AND coaches may need
to report the injury to the Athletic Trainers the following school day. It is imperative that they
do this! In case of significant injury, parents will be contacted about the injury directly from that
site and consulted about the problem.

Questions from Home:

If you are concerned about an injury that your child suffered during athletics, please call the
head Athletic Trainer, the Assistant Athletic Trainer, the AD, or the coach. The telephone
numbers for the Athletic Trainers and the AD are located at the end of this booklet. It is always
your right as a parent to seek further medical care for your son/daughter if you have any doubt
as to the seriousness of their injury. It is strongly recommended, though, that you contact the
Sports Medicine staff at GCHS before taking your son/daughter to the physician of your choice.
Students at RCHS can often be more quickly seen by our Team Physicians and affiliated
providers. Written communication with your doctor is very important for us to appropriately (and
legally) treat athletes and return them to safe athletic competition when released by the
physician.

PLEASE NOTE – ALL athletes seen by physicians for an injury, will be REQUIRED to submit
written treatment plans and a written release from their physician in order to return to
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participation on their team. Without written instructions, we have no way of confirming whether
or not an athlete is actually cleared to participate until such documentation is received.

General and Follow-Up Care:

In order to ensure that athletes recover from their athletic injuries, it is extremely important that
they make every effort to come to the Athletic Training Room (ATR) for daily care and follow-up
until the Athletic Training staff has determined that they have recovered sufficiently and do not
require further medical care. It is strongly encouraged that parents keep checking with their child
and even call the Athletic Trainers if they have any doubt as to whether or not their child is doing
what they are supposed to be doing in order to successfully recover from their injury. All
treatment plans for athletes seen in the ATR are devised and based upon established protocols,
physicians’ written, oral and/or standing orders, and standard rehabilitation protocols.

7



Life Threatening Conditions -- Policies and Procedures

Medical Emergencies*

Traumatic Non-traumatic

Spine Injury (cervical/thoracic/lumbar) Seizure

Unconscious student-athlete Asthma

Concussion Injury Anaphylaxis/Allergic Conditions

Facial Injury Diabetic Emergency

Abdominal/Thoracic Trauma Heat Stroke

Severed Body Part Hypothermia

Animal Bites

Burns

Open or Closed Fracture/Dislocation

Lightning Strike

Hyponatremia

*This is not a comprehensive list.

A primary and secondary survey will be performed for all medical emergencies. A primary
survey identifies immediate threats to life and will assess airway, breathing, and circulation. A
secondary survey identifies non-life threatening injuries, but injures that will need to be
evaluated further by medical personnel.

Airway Obstruction, Respiratory Arrest, Cardiac Arrest
1. Recognition/Management
The certified athletic trainer (ATC) will assess a patient for the presence of life threatening
conditions by conducting a primary survey. Examples of life threatening conditions include
airway obstruction, respiratory arrest, and cardiac arrest. If the primary survey uncovers life
threatening condition[s], the certified athletic trainer, per standing order, will provide basic life
support and activate EMS. Basic life support includes obstructed airway, rescue breathing, CPR,
and AED application.
Basic Life Support efforts should continue until one of the following occurs:
● Victim recovers, regains breathing and pulse.
● Resuscitation efforts have been transferred to another qualified person.
● A physician directed person or team assumes responsibility.
● Victim is transferred to the care of EMS personnel.
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2. Referral - Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play - Medical clearance from physician. Program Policy: All ATCs must maintain
a current and valid CPR/AED certification.

Hemorrhage
1. Management

a. Perform primary and secondary surveys
b. Apply steady, direct pressure over wound
c. Apply pressure bandage and secure
d. Elevate extremity, if possible, and if condition allows
e. Apply ice, as indicated
f. If bleeding persists, reinforce dressings. Do not change dressings.
g. If bleeding continues, apply compression at pressure point
h. If unable to stop bleeding and all other management techniques have failed, use

a belt for a tourniquet
i. Monitor vital signs
j. Treat for shock
k. Refer

2. Referral - Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play - Medical clearance from physician

Shock
1. Management

a. Maintain airway
b. Perform CPR and/or ventilations, if indicated
c. Perform primary and secondary surveys
d. Control bleeding, if indicated
e. Try to obtain normal body temperature
f. Monitor serial vital signs (heart rate, respiratory rate, blood pressure)
g. Elevate legs if condition allows
h. Refer

2. Referral - Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play - Medical clearance from physician
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Spine Injury (Cervical/Thoracic/Lumbar)
1. Management

a. Perform primary and secondary surveys
b. Immobilize/stabilize area(s) of concern
c. Prepare for transport (removal of face mask and jersey)
d. Maintain airway
e. Monitor serial vital signs (HR, respiratory rate, BP)
f. Unconscious Student-Athlete – Perform primary and secondary surveys and

assume spinal injury; treat as per spinal injury protocol
2. Referral - Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play - Medical clearance from physician

Catastrophic Exertional Hyponatremia
Individuals who overhydrate with hypotonic solutions can experience exertional hyponatremia,
an imbalance between fluid and serum sodium level. This can lead to seizures, coma, and even
death.
1. Management

a. Recognition of symptoms
i. Overdrinking, nausea, vomiting, dizziness, muscular twitching, peripheral

tingling/swelling, headeache, disorientation, altered mental state, exhaustion, pulmonary
edema, seizures, cerebral edema.
b. Perform primary survey
c. Active EMS
d. Provide Basic Life Support if Needed

2. Referral- Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play- Medical clearance from physician

Lightning Injuries
Individuals who have been struck by lightning are not dangerous to touch. The current of
electricity has already passed through their body, and they do not carry a charge. If an individual
has been struck by lightning, it is vital that they receive care immediately, because they may be
experiencing cardiac arrest. If it is safe to do so, provide the care where the victim lies. If it is
unsafe, the patient should be first moved to a safe location.
1. Management

a. Activate EMS
b. Perform Primary Survey
c. Give Basic Life Support If Needed
d. Perform Secondary Survey
e. Treat Addition Injuries which may include fractures, burns, shock, and other trauma

2. Referral- Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play- Medical clearance from physician Sickle Cell Emergency
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Sickle Cell Energencies
Sickle cell trait is a gene trait in which the red blood cells can be misshapen and
create a “logjam”  effect in the bloodstream during intense activity. This can lead to
collapse, acute rhabdomyolysis,  and even death.

Very few high school athletes have been screened for sickle cell trait. Because of this,
they can go  undiagnosed, and emergency situations can be caused by this without a
diagnosis. It is vital to  understand the symptoms of sickle cell trait in case an
emergency arises, so emergency action can  take place as soon as possible.

1. Recognition/Management
a. Common Symptoms of a Sickle Cell Emergency

i. Chest Pain
ii. Lethargy
iii. Difficulty Breathing
iv. Seizure
v. Limb Weakness or Loss of Function

vi. Stomach Pain/Swelling
vii. Pain and Prolonged Erection
viii. Loss of Consciousness
ix. Collapse

b. Check Vital Signs
c. Cool the athlete, if necessary
d. If the athlete is obtunded or as vital signs decline, call

EMS
e. Attach an AED

2. Referral- Activate EMS/Division of Sports Medicine Emergency Action Plan In
non-emergent cases, refer to PCP for diagnosis and treatment

3. Return to Play- Medical Clearance from a Physician

Emergency Care for Severe Asthma

1. Recognition

Asthma is chronic inflammation of the airways leading to bronchospasm. In 50-85% of
asthmatics, exercise will exacerbate asthma symptoms. Exercise-induced
bronchospasm  usually occur during or minutes after vigorous activity, reaches its peak
5-10 minutes after  stopping activity, and usually resolves in 20-30 minutes.

Common Symptoms of Asthma are:
● Coughing
● Wheezing
● Chest Tightness
● Shortness of Breath (Dyspnea)
● Inability to Catch One’s Breath
● Poor cardiovascular performance compared to normal

2. Referral/Treatment
All patients with asthma should have a rescue inhaler available during practice and
games,  and the certified athletic trainer should have an extra rescue inhaler in of an
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emergency situation.

Inhaled Medications

Inhaled medications are delivered directly to the airways, which is useful for lung
disease.  Aerosol devices for inhaled medications may include the metered-dose inhaler
(MDI), dry powder inhaler, or nebulizer. The most commonly used inhaled medications
are delivered by the MDI, with or without a spacer. There are few side-effects because
the medicine goes  right to the lungs and not to other parts of the body.

It is critical that the patient use the prescribed MDI correctly to get the full
dosage  and benefit from the medication. Unless the inhaler is used in the right
manner, much of  the medicine may end up on the patient’s tongue, back of
their throat, or in the air.

Using the MDI

The Sports Medicine Staff may assist a student-athlete in the use of a
prescribed MDI as  follows:
• Remove the cap from the MDI and hold inhaler upright
• Shake inhaler
• Tilt patient head back slightly and have patient breath out
• Open mouth, place mouth over mouthpiece
• Press down on the inhaler to release the medication as patient starts to
breathe  slowly
• Patient breathes in slowly for 3-5 seconds
• Patient hold breath for 10 seconds to allow the medication to reach deeply
into  lungs
• Repeat puffs as prescribed, waiting 1 minute between puffs may permit the 2nd
puff  to reach deeper in the lungs

Patients involved in life-threatening asthma exacerbation will experience a
combination of the following: shortness of breath (>30 respirations/min),
mental status  change, inability to speak in sentences, sweaty and unable to
lie down. It patient is not  responding to or is unable to properly use their
MDI, the Sports Medicine Staff should:

1. Call EMS
2. Begin BLS protocol
3. Calculate pulse, respirations, and blood pressure
4. Maintain an airway
5. Transport patient to nearest medical facility

3. Return to Play- Medical clearance by a physician after an emergency
occurrence After recovered asthma attack, when symptoms have
disappeared
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Seizure
1. Management

a. Protect student-athlete from further injury. Do not forcibly restrain
student-athlete. Do not  place anything in or near student-athlete’s
mouth.

b. Maintain clear airway.
c. Once seizure has subsided:
d. Perform primary and secondary surveys
e. Check serial vital signs (heart rate, respiratory rate, blood pressure)
f. Check for Injuries
g. Obtain medical history

2. Referral - Activate EMS/Division of Sports Medicine Emergency Action Plan
3. Return to Play - Medical clearance from physician

Anaphalaxis/Allergic Reaction
1. Management

a. Perform primary and secondary surveys
b. Lie patient supine, legs elevated
c. Maintain open airway
d. Assist in administration of appropriate medication

(epi-pen, Benadryl, etc.)
2. Referral - Activate EMS/Division of Sports Medicine Emergency

Action Plan
3. Return to Play - Medical clearance from physician

Diabetic Emergency
1. Management

a. Perform primary and secondary surveys
b. Assist in administration of appropriate care

i. If known hypoglycemia – give glucose
ii. If known hyperglycemia – administer insulin
iii. If unknown (hypoglycemic/hyperglycemic) – give glucose

c. Monitor and record serial vital signs (heart rate, respiratory rate,
blood pressure)

Referral
i. Conscious: Monitor condition, if no change or improvement

activate EMS/Sports  Medicine Emergency Action Plan
ii. Unconscious: Activate EMS/Sports Medicine Emergency

Action Plan
2. Return to Play

a. Conscious: The student-athlete may return to play when they reach
baseline function  and are able to functionally meet demands of sport.

b. Unconscious: Medical clearance from physician
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Facial Injury
1. Management

a. Perform primary and secondary surveys
b. Considerations should be made for concussion and neck injury,

treat accordingly.
c. Immobilize cervical spine, if indicated
d. Maintain airway
e. Control bleeding
f. Carefully rinse and replace avulsed skin or teeth
g. Save amputated parts in moist, sterile dressing
h. Save tooth in sterile saline, whole milk, saliva, or in original socket
i. Clean and dress wound, if indicated
j. Apply Ice and compression if indicated

2. Referral- Referral made to a physician or dentist if necessary
3. Return to Play - Medical clearance from physician or dentist

Abdominal Pain
1. Management

a. Perform primary and secondary surveys
b. Place student-athlete in a position of comfort
c. Be alert for vomiting
d. Give nothing by mouth
e. Handle gently
f. Monitor and record serial vital signs

2. Referral – Activate EMS/EAP
a. Signs and symptoms of shock
b. Sever pain
c. Presence of what appears to be radiating or referred pain
d. Tenderness, rigidity, spasms of muscles
e. Blood in urine or stool
f. Rebound tenderness
g. Prolonged discomfort, sensation of weakness or pulling groin
h. Superficial protrusion or palpable mass
i. Increasing nausea
j. Vomiting
k. Any perineal laceration
l. Penetrating trauma
m. Any doubt regarding the nature and severity of condition

3. Return to play – Medical clearance by physician

Thoracic Pain
1. Management

a. Perform primary and secondary surveys
b. Cover any sucking chest wounds with occlusive dressing
c. Obtain a detailed cardiac history
d. Monitor and record serial vital signs

2. Referral – Activate EMS/EAP
a. Signs and symptoms of shock
b. Difficulty or labored breathing
c. Shortness of breath – inability to catch breath
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d. Sever chest pain
e. Atraumatic thoracic pain
f. Diminished chest movement
g. Deviated trachea
h. Vomiting or coughing up blood
i. Chest pain suspicious of cardiac

origin

3. Return to play– Medical clearance from a physician

Animal Bites
1. Management

a. Control any bleeding
b. If severe bleeding, activate EMS

2. Refer–to physician
a. Determine student-athletes most recent tetanus status
b. Report the incident to local animal control

3. Return to Play - Medical clearance from physician

Burns
1. Management

a. Care for thermal (heat) burns
i. Check scene for safety
ii. Remove student-athlete from heat source
iii. Check for life threatening conditions

b. Care for chemical burns
i. Remove chemical as soon as possible
ii. Flush the burn with large amounts of cool running water
iii. Dry chemicals should be brushed off with a gloved hand
iv. Remove any contaminated clothing
v. Be aware that some chemicals can be inhaled

vi. If possible, determine type of chemical
vii. Minimize shock

c. Care for electrical burns
i. Make sure scene is safe
ii. In case of downed power lines, please call 911 or local emergency number
iii. Turn off power at its source and care for life threatening conditions
iv. Minimize shock
v. Cool the burn with large amounts of cold running water

vi. Cover the burn loosely with a sterile dressing
vii. Comfort and reassure the person
viii. Be prepared to give CPR/AED care. Electricity can interrupt heart functions.

d. Care for radiation (sun burns)
i. Cool the burn and protect the area from further damage, keep it out of the sun

2. Return to play– If student-athlete was referred to physician, medical clearance from physician is
necessary.
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Open/Closed Fractures Dislocation
1. Management

a. Stabilize/Splint the injury
b. Dress wounds with sterile dressing
c. Treat for shock

2. Referral - Immediate referral to physician or activate EMS/Division of Sports Medicine Emergency Action
Plan.

3. Return to Play - Medical clearance from physician

Suture Removal

Skin sutures and staples may be removed by the certified athletic trainer upon written order of the medical
director or  other licensed medical provider. Any sign of an infection or if primary healing has not occurred, the
student-athlete will  be immediately referred to the treating physician for consultation.
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Cold Weather Guidelines

Introduction

Cold exposure can be uncomfortable, impair performance, and even become life threatening. Conditions
created by  cold exposure include frostbite and hypothermia. Wind-chill can make activity uncomfortable and
can impair  performance when muscle temperatures declines. Frostbite is the freezing of superficial tissues,
usually of the face,  ears, fingers, and toes. Hypothermia, a significant drop in body temperature, occurs with
rapid cooling, exhaustion, and  energy depletion. The resulting failure to the temperature=regulating
mechanisms constitutes a medical emergency.

Hypothermia frequently occurs at temperatures above freezing. A wet and windy 30-50° exposure may be as
serious as  a subzero exposure. Wind speed interacts with ambient temperature to significantly increase body
cooling. When the  body and clothing are wet, the cooling is even more pronounced due to evaporation of the
water held close to the skin  by the wet clothing.

Clothing is one of the most important parts of keeping the athlete’s body warm. Athletes should dress in layers
and  attempt to stay dry. Layers can be added or removed depending on temperature, activity, and wind chill.
Athletes  should layer themselves with an undergarment, such as cold weather UnderArmour® or a like
product, next to the body  followed by lightweight pile or wool layers for warmth. Athletes should use a wind
block garment to avoid wind chill  during workouts. Heat loss from the head and neck may be as much as 50%
of total heat loss, therefore the head and  neck should be covered during cold conditions. Other extremities
should be covered at all times to protect from the  wind chill.

Cold Exposure

• Breathing of cold air can trigger asthma attack (bronchospasm)
• Coughing, chest tightness, burning sensation in throat and nasal passage
• Reduction of strength, power, endurance, and aerobic activity
• Core body temperature reduction, causing reduction of motor output

Cold Recognition

• Shivering, a means for the body to generate heat
• Excessive shivering contributes to fatigue, loss of motor skills
• Numbness and pain in fingers, toes, ears, and exposed facial tissue
• Drop in core temperature; athlete exhibits sluggishness, slowed speech, disoriented

Environmental Assessment

• Evaluate immediate and projected weather information, including air temperature, wind,
chance of  precipitation or water immersion, and altitude

• Identify activity intensity requirements and clothing requirements for each individual
• Have alternate plans in place for deteriorating conditions and activities that must be adjusted or

canceled
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Environmental Exposure: Duration of Outdoor Activity During Cold Conditions
The following are guidelines established by the National Athletic Trainers’ Association that should be used in
planning an  activity with consideration to air temperature and wind-chill temperature.

Conditions should be constantly re-evaluated for change in risk, including the presence of precipitation.

30° F and below: Be aware of the potential for injury and notify appropriate personnel of potential cold
weather risks

25° F and below: Provide additional protective clothing, cover as much exposed skin as practical,
and provide opportunities and facilities for re-warming.

15° F and below: Consider modifying activity to limit exposure or allow more frequent chances to
re warm

0° F and below: Consider terminating or rescheduling activity

Cancellation of Games

• Transportation is unsafe for travel
• Field conditions are unsafe for competition
• The Athletic Department and Sports Medicine Team considers environmental conditions, air

temperature/wind chill, unsafe to play or practice
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Heat Illness Guidelines

Factors Affecting Temperature Regulation
1. Air Temperature
2. Humidity
3. Wind
4. Clothing

Susceptibility
1. Athletes with prior medical history of cramping and/or heat illness
2. Athletes with certain medical conditions
3. Adaptability of the body
4. Fluid intake
5. Activity Intensity
6. Poorly conditioned and/or un-acclimatized athletes
7. Overweight athletes/athletes with a high body-mass index (BMI)
8. Athletes with poor dietary nutrition habits
9. Athletes who constantly compete at high capacity/intensity
10. Athletes with very low BMI/low body-fat
11. Athletes who are ill
12. Athletes taking certain medications or supplements
13. Athletes with high core temperatures
14. Athletes who have greater than 3% body weight loss during practice
15. Athletes who are on a restricted or low-salt diet
16. Athletes who are heavy sweaters

Prevention Strategies and Recommendations Pre-Season:
1. Through and complete medical history and pre-participation physical examination
2. Acclimatization Program
3. Education Initiatives with student-athletes and coaching staff
4. Diet/hydration
5. Fluid replacement
6. Proper clothing
7. Heat index modifications
8. Preparation of Facilities
9. Ice/water
10. Ice towels
11. Coolers/Water Bottles
12. Electrolyte Supplements
13. “Cool area” on/near field
14. Heat index sensor
15. Replace 150% of fluid lost
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Recognition of Heat Exhaustion
1. Signs and symptoms

a. Normal blood pressure
b. Tachycardia (raid heart rate)
c. Ataxia and coordination problems
d. Cold, damp, and ashen skin
e. Nausea and/or vomiting
f. Headache, dizziness, and or fainting
g. Profuse sweating

2. Emergency Treatment of Heat Exhaustion
a. Rapid recovery with treatment
b. Replace fluids/rehydrate
c. Transport athlete to cool place/remove from environment
d. Remove equipment and/or constrictive clothing
e. Monitor vital signs (BP, pulse, respirations, body temp)

Recognition of Heat Stroke
Heat stroke is a SERIOUS, LIFE-THREATENING condition requiring IMMEDIATE medical attention. The ability
to rapidly and accurately assess core body temperature and CNS functioning is critical to the proper evaluation
of exertional heat stroke.

1. Signs and symptoms
a. Sudden onset
b. High core temperature 104* or higher
c. Rapid and shallow breathing
d. Pulse of 160 BPM or higher
e. Muscle cramps/spasms
f. Dry mouth or intense thirst
g. Decreasing Consciousness
h. Monitor vital signs (BP, pulse, respirations, body temp)
i. Lack of perspiration
j. Nausea and/or vomiting
k. Headache, dizziness, confusion, lethargy, staggering, loss of body control
l. Bizarre behavior, shift in personality
m. Convulsions/muscle twitching

2. Emergency Treatment of Heat Stroke– Activate EMS
a. Only transport to EMS if core temperature is lowered and patient is stable
b. Transport to cool environment and cool athlete rapidly with cold water immersion
c. Remove equipment and/or constrictive clothing
d. Monitor vital signs (BP, pulse, respirations, body temp)
e. Replace fluids if conscious
f. Place ice towels on athlete
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Aggressive and immediate whole-body cooling is the key to optimizing treatment of exertional heat stroke. The

duration and degree of hyperthermia may determine adverse outcomes. If untreated, hyperthermia-induced

physiologic changes resulting in fatal consequences may occur within vital organ systems (e.g. muscle, heart,

brain, etc.).

Heat Index/WGBT

The Heat Index and Wet Bulb Globe Thermometer (WGBT) reading are accurate methods of
determining environmental conditions, which would predispose athletes to heat illnesses. The dry blub
and wet bulb temperatures are measured using a psychrometer. One should follow these guidelines
when calculating  the Heat Index or WGBT:

• Measure the Heat Index or WGBT at the specific playing site
• Measure the Heat Index or WGBT prior to practice
• Measure the Heat Index or WGBT every 45-60 minutes during a practice session
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Lightning Policy

A. Responsibility for Removing Athletes
The responsibility for removing athletes from the practice/game area lies with the head coach of the

particular sport. If the head coach is not present, the assistant coach will assume responsibility. The staff athletic
trainer will advise the head coach/assistant coach. The staff athletic trainer will watch for lightning and listen for
thunder. He or she will be responsible for keeping track of the radar and lightning strikes on either a computer or
a mobile device, and will keep the head coach informed.

B. Mobile Device Radar and Lightning Detector
It is acknowledged that there are many mobile applications which will show a weather radar and an

estimate of lightning strike distances (i.e. WeatherBug™). Athletic Trainers and coaches understand that these
methods are all imperfect, but will assist in decisions of when to post-pone an athletic event.

C. Criteria for Evacuation of the Practice and Game Area
● All personnel are to evacuate to a safe structure or location if the athletic trainer indicates to do so. If

needed, the school will be opened up to house athletes, staff, parents, and fans. The entrance used will be the
single blue door leading into the football locker room. If entering the main building, cleats should be removed to
prevent both injuries and damage to the facility. In the event that the school can not be opened, any vehicle with
a hard metal roof and roll-up windows (not a convertible or golf cart) can provide a measure of safety. Do not
touch the sides of the vehicle. Baseball and softball dugouts do not meet the aforementioned criteria.

● Visiting team athletes, coaches, and personnel shall proceed to either their team bus or the basement.
THE TEAMS ARE NOT TO INTERACT DURING THE GAME SUSPENSION.

● If unable to reach safe shelter, persons should stay away from the tallest trees or objects (light poles,
flag poles, etc.), metal objects (fences, bleachers, etc.), individual trees, standing pools of water and open fields.
Persons should avoid being the highest object in a field. In situations where thunder and/or lightning may or may
not be present, yet you feel your hair stand on end and skin tingle, lightning is imminent. Therefore, everyone
should assume a crouched position on the ground with only the balls of the feet touching the ground. Persons
should wrap their arms around their knees and lower their head. DO NOT lie flat. Minimize the body’s surface
area and minimize contact with the ground.

● Use of a land-line telephone and/or using shower and plumbing facilities should be avoided, except in
emergency situations. A cellular and/or portable remote phone is a safe alternative to land-line phones, if the
person and the antenna are located within as safe structure or location, and if all other precautions are followed.

D. Criteria for Safe Return to the Practice and Game Area
In accordance with KHSAA policy, personnel should not return to the practice/game area until thirty (30)

minutes have passed since the last lightning flash or the last sound of thunder.
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E. Lightning Safety Guidelines
Do not hesitate to help a victim of a lightning strike. Individuals struck by lightning do not carry a charge

and it is safe to touch them to render medical treatment. If possible, an injured person should be moved to a
safer location before beginning first aid. Prompt, aggressive CPR has been highly effective for the survival of
victims of lightning strikes. The existence of a blue sky and the absence of rain do not eliminate the possibility of
lightning.

F. Severe Weather Policy from KHSAA Handbook
The Referee or head official must delay or cancel a competition at the first sound of lightning or thunder

at the site and the site should be cleared of all persons immediately by event administration. If it is anticipated
that the storm will pass, the competition may be resumed following a three (3) minute warmup period, no sooner
than thirty (30) minutes after the last sight of lightning or the last sound of thunder. If the severe weather is of
great length or intensity, the Referee or lead contest official has the responsibility and authority to cancel the
competition. Officials are encouraged to learn the weather forecast prior to game time. Safety of the public and
participants is the most important factor in any decision of this type (KHSAA Policies and Procedures).

In case of lightning, the KHSAA lightning criteria will be followed

1. When thunder is heard, or a cloud-to-ground lightning bolt is seen, the thunderstorm is close enough to
strike your  location with lightning. Suspend play and take shelter immediately.

2. Thirty-minute rule: Once play has been suspended, wait at least 30 minutes after the last thunder is
heard or flash  of lightning is witnessed prior to resuming play.

3. Any subsequent thunder or lightning after the beginning of the 30-minute count, reset the clock and
another 30- minute count should begin.

4. Hold periodic reviews for appropriate personnel.
5. Once 30-minutes have passed without lightning or thunder activity, a 3-minute warm-up period will

be held  before the continuation of play.

G. Examples of Safety Shelters for Sports
● Baseball: Bathroom, Concessions, Lower Level of School, Cars
● Softball: Bathroom, Concessions, Lower Level of School, Cars
● Football: Lower Level of School
● Tennis: Cars or Gymnasium
● Track/Field & XC: Away or Home Football Locker Room, Cars
● Swimming: Pool Clubhouse
● B/G Golf: Clubhouse/Cars
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COVID Policy

Per KHSAA Guidelines the school and Sports Medicine staff will continue to require a completion of a return to
play protocol following a positive COVID test. Once the athlete has seen a physician and been cleared to start
the protocol, the Athletic Trainer will take over care. Anyone who has tested positive MUST complete the RTP
(return to play) protocol AFTER being cleared by a physician. There will be no exceptions. Please see the
KHSAA website for their updates. The link below will take you to the form to take to the physician to be signed. It
MUST be an MD or DO that completes the form. No other credentials will be accepted at this time.

https://khsaa.org/resources/Covid19/CovidResumptionofSports/ApprovedVersion/kma-covid-rtp-algorithm.pdf
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Infectious Disease and MRSA

Who Gets Skin Infections?

Skin infections, including MRSA, ringworm, and impetigo have been traditionally associated with outbreaks in
health care facilities, but they are becoming increasingly common in student-athletes participating in close
contact sports. Skin  infections are spread either by direct physical contact or indirect touching of contaminated
objects. This includes  touching, using, and/or sharing sheets, towels, clothes, equipment, dressings, personal
items, bar soap, etc. which have  been used by someone who has one of these skin infections, along with poor
hygiene habits (e.g. hand washing,  showering, etc.).

What is “Staph”/MRSA?

Staphylococcus aureus, often referred to as “staph”, is a common type of bacteria that can live harmlessly on
the skin or  in the nose of 25-35% of healthy people. Occasionally, staph can cause an infection. Staph bacteria
are one of the most  common causes of skin infection in the United States, but most of these infections are
minor, such as pimples or boils.  Most of these infections can be treated without antibiotics, however, some
staph infections can cause serious  infections, such as pneumonia, bloodstream, bone, and joint infections, and
surgical wound infections.

In the past, most serious staph bacterial infections were treated with a certain type of antibiotic related to
penicillin. In  recent years, treatment of these infections has become more difficult because staph bacteria
have become resistant to  various antibiotics. These resistant bacteria are called methicillin-resistent
staphylococcus aureus (MRSA). According  to the CDC, 1% of the population is colonized with MRSA.
MRSA is one type of skin infection among several that are of  concern in competitive sports.

What Do Skin Infections Look Like?

● “Staph” and/or MRSA usually first presents as some type of skin or soft tissue infection such as
pimples, abscesses,  pustules, and/or boils. Some can be red, swollen, painful, and/or have pus or
other drainage. The pustules may be  confused with insect bites initially, and may be associated
with existing turf burns and/or abrasions.

● Tinea Corporis and Tinea Capitis, or ringworm as it is commonly called, are fungal infection that
look circular in shape,  and have a clear darker red outline. They can be found on the head or on
the body.

● Herpes Simplex is a viral infection. It looks like a clear bubble with clear liquid inside. There can be
on large legion, or  many small legions grouped in one area.

● Molluscum Contagiosum is a viral infection. They appear to be flesh-colored or light pink raised areas

10mm or smaller.

● Furuncles and carbuncles are bacterial infections that create tender areas that develop deep
swelling and produce a  nodule underneath.

● Folliculitis is a bacterial infection at the base of the hair follicle. They appear

white and circular.

● Impetigo is a bacterial infection that creates a red/pinkish raised blister that easily bursts. The key
distinguishing feature  is a honey-colored crust that develops.
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What To Do:

Without proper referral and care, more serious infections may cause pneumonia, bloodstream, bone, and/or
joint  infections, and/or surgical wound infections. If you or anyone you know has what appears to be
what looks like  “staph” and/or any other skin infection, please contact a Medicine Team Physician
and/or Staff Member as soon as  possible for evaluation.

Prevention of Skin Infections:

Although treatable, there can be complications associated with “staph” and MRSA infections, making
prevention the  best measure to combat these infections. The CDC suggests the following measures for
preventing skin infections,  including MRSA:

1. Practice good hand hygiene by washing hands frequently and in a thorough fashion with soap and
warm water 2. Take a shower with hot water and wash with soap following activities
3. Avoid sharing towels, equipment, razors, soap, etc.
4. Use a barrier between your skin and equipment
5. Wipe surfaces of equipment before and after use
6. Clean and properly cover any open wounds, such as turf burns, abrasions, lacerations, etc. with an

appropriate  bandage at all times
7. Avoid whirlpools, hydrotherapy pools, cold tubs, swimming pools, and other common tubs if you have

an open  wound
8. Maintain clean facilities and equipment
9. Do not ignore skin infections, pimples, pustules, abscesses, etc. Report these to a Sports

Medicine staff  member and/or physician immediately.
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Return to Play After Infectious Disease
Following the NATA Skin Disease Position Statement Return to Play Guidelines

Condition Return to Play Guidelines

Tinea Corporis Minimum 72 hours topical fungicide terbinafine (Lamisil) or naftifine (Naftin)
Lesions must be covered with a gas-permeable dressed followed by under wrap
and stretch  tape

Tinea Capitis Minimum of 2 wk systemic antifungal therapy

Herpes Simplex
(Primary)

Free of systemic symptoms of viral infection (fever, malaise, etc)
No new lesion for at least 72 h
No moist lesions; all lesions must be covered with a firm,
adherent crust Minimum 120 h of systemic antiviral therapy
Active lesions cannot be covered to allowed participation

Herpes Simplex
(Recurrent)

No moist lesions; all lesions must be covered with a firm,
adherent crust Minimum 120 h systemic antiviral therapy
Active lesions cannot be covered to allow participation

Molluscum
Contagiosum

Lesions must be curetted or removed
Localized lesions may be covered with a gas-permeable dressing followed by
under wrap and  stretch tape

Furuncles,
Carbuncles,
folliculitis,
impetigo,
cellulitis, or MRSA

No new lesions at least 48 hours
Minimum 72 h antibiotic therapy
No moist, exudative, or draining lesions
Active lesions cannot be covered to allow participation
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Concussion Guidelines

Consensus Statement on Concussion in Sport: The 5th International Conference on
Concussion in Sport, Berlin, October  2016:
http://bjsm.bmj.com/content/early/2017/04/26/bjsports-2017-097699

Purpose:

The following policy and procedures on assessment and management of concussions as well
as return to play guidelines  has been developed in accordance to the Bluegrass
Orthopaedics Sports Medicine’s mission statement to provide  quality healthcare services and
assure the well-being of each student-athlete

Bluegrass Orthopaedics recognizes that sport induced concussions pose a significant health
risk for those student athletes participating in athletics. With this in mind, Bluegrass
Orthopaedics has implemented policies and procedures  to assess and identify those
student-athletes who have suffered a concussion.

Definition:

Concussion, a subset of a mild traumatic brain injury (mTBI), is a violent shaking or jarring
action to the brain, usually as a  result of impact with an object or ground. This results in
immediate partial or complete impairment of neurological  function. As defined by the Berlin
2016 consensus statement, a sport related concussion (SRC) “is a traumatic brain  injury
induced by biomechanical forces. Several common features that may be utilized in clinically
defining the nature of  a concussive head injury include:

1. SRC may be caused either by a direct blow to the head, face, neck, or elsewhere on
the body with an impulsive  force transmitted to the head.

2. SRC typically results in the rapid onset of short-lived impairment of neurological function
that resolves  spontaneously. However, in some cases, signs and symptoms evolve over a
number of minutes to hours.  3. SRC may result in neuropathological changes, but the
acute clinical signs and symptoms largely reflect a  functional disturbance rather than a
structural injury and, as such, no abnormality is seen on standard structural  neuroimaging
studies.
4. SRC results in a range of clinical signs and symptoms that may or may not involve

loss of consciousness.  Resolution of the clinical and cognitive features typically
follows a sequential course. However, in some cases  symptoms may be prolonged.”

Signs and Symptoms of Concussion:

Certified athletic trainers and coaches all need to be aware of the signs and symptoms
of concussions to properly  recognize and intervene on behalf of the student-athlete.

Observed signs, symptoms, and red flags (not a comprehensive list)

● Being unable to remember what happened before the head injury
● Appearing dazed, confused, forgetful or clumsy
● Being slow to answer questions
● Exhibiting behavior or personality changes
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● Headache
● Nausea
● Blurry vision
● Sensitivity to light or noise
● Ringing in the ears
● Memory problems and confusion
● Feeling hazy or foggy, or feeling “down.”

● Numbness, tingling, or weakness in extremities
● Unexplainable itching
● Increase in pain of headache or pressure in head over time
● Noticeable size difference in pupils
● Repeated vomiting or nausea
● Fluid or blood draining from the ears or nose
● Visual disturbances
● Slurred speech
● Seizures

Concussion Management and Return to Play Guidelines:

In any circumstance where a concussion is suspected in an athlete, the first priority is to remove
the athlete from further  competition until a thorough sideline assessment can be made.
Furthermore, if there is a question about the state of  mental clearing it is best to err in the
direction of conservative assessment and withhold the athlete from further  competition until a
physician assessment can be arranged.

Return to Play Protocol with gradual progression over one week (7 days) minimum: symptom
limited activity, light aerobic exercise (~20 minutes or less), sport specific exercise with no
contact (~45 minutes or less), full practice with no contact, full practice with contact.

The recommendations in this document for the management of concussion are based on review
of the medical  literature including, but not limited to, statements by the Consensus Statement
on Concussion in Sport held in Berlin,  Germany in 2016.

Guidelines and Procedures for Coaches:

Recognize: All coaches should become familiar with the signs and symptoms of concussion.
Coaches and medical  professionals should understand that SRC is an evolving injury, with
rapidly changing clinical signs and symptoms, which  may reflect the underlying physiological
injury in the brain. Immediate sideline evaluation by a medical professional,  covering cognitive
function is an essential component in the assessment of this injury. Neuropsychological test
batteries  that assess attention and memory function have been shown to be practical and
effective. Such tests include the SCAT5,  which incorporates the Maddocks' questions and the
Standardized Assessment of Concussion (SAC). Please see  addendum for the SCAT5. It is
acknowledged that this test is for a rapid screen, and is not meant to replace a more
comprehensive evaluation that is done by a medical professional. This is not a standalone
test. Players demonstrating  clear on-field signs of SRC (i.e., loss of consciousness, tonic
posturing, and balance disturbance) should immediately be  removed from sporting
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participation for further evaluation.

Remove: If a coach suspects the athlete has sustained a concussion, the athlete should be
removed from activity until  evaluated medically.

Any athlete who exhibits signs or symptoms of a concussion should be
removed immediately, assessed, and should not be allowed to return to
activity that day

According the 2016 Berlin Consensus Statement on Sport Concussion, “When a player
shows any symptoms or signs of  an SRC:

1. The player should be evaluated by a physician or other licensed healthcare provider on site
using standard  emergency management principles, and particular attention should be given
to excluding a cervical spine injury.  2. The appropriate disposition of the player must be
determined by the treating healthcare provider in a timely  manner. If no healthcare provider is
available, the player should be safely removed from practice or play and urgent  referral to a
physician arranged.
3. Once the first aid issues are addressed, an assessment of the concussive injury should

be made using the SCAT5 or  other sideline assessment tools.
4. The player should not be left alone after the injury, and serial monitoring for deterioration is

essential over the initial  few hours after injury.
5. A player with diagnosed SRC should not be allowed to return to play on the day of injury.”

Re-Evaluate: An athlete may be evaluated on the sideline, and subsequently in an office
or clinical setting, but it is  acknowledged that continual re-evaluation of the patient is
needed as signs and symptoms may become present  minutes to hours after the initial
injury.

Rest and Rehabilitation: It is recommended that athletes who sustained a SRC should
rest until symptom-free,  especially during the acute phase after an injury. Most
consensus statements promote recover by minimizing brain  energy demands following
concussion. Research continues to analyze the post-acute phase of recovery after a
SRC,  including the gradual increase of cognitive and physical exertion. It is widely
accepted, however, that cognitive and  physical activity should be subthreshold of
concussion symptoms.

SRCs can result in various symptoms and can be associated with injury to the cervical spine
and peripheral vestibular  system. The literature has not evaluated early interventions, as
most individuals recover in 10–14 days. A variety of  treatments may be required for ongoing
or persistent symptoms and impairments following injury. The data support  interventions
including psychological, cervical and vestibular rehabilitation. A multi-disciplinary approach to
treatment  is beneficial.

Refer:

1. Coaches should report ALL head injuries to the Certified Athletic Trainer as
soon as possible for medical  assessment and management, and for coordination
of home instructions and follow-up care. 2. Coaches should seek assistance from
the host site ATC if at an away contest
3. If the ATC is unavailable, or the athlete is injured at an away contest, the coach is

responsible for notifying the  athlete’s parents of the injury
4. In the event that an athlete’s parents cannot be reached, and the athlete is able to be
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sent home (rather than  directly to MD):
a. The coach or ATC should ensure that the athlete will be with a responsible

individual, who is capable of  monitoring the athlete and understanding the
home care instructions, before allowing the athlete to go  home

b. The coach or ATC should continue efforts to reach the parent
c. 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 the
emergency department for evaluation. A coach or  ATC should accompany
the athlete and remain with the athlete until the parents arrive.

d. Athletes with suspected head injuries should not be permitted to drive home.

Recovery: It is important to understand that clinical recovery from an SRC includes a return to
normal activities,  including school, work and sport. The athlete must have a resolution of
post-concussion-related symptoms and a return  to clinically normal balance and cognitive
functioning. Establishing a firm timeline for recovery after a SRC is difficult,  and it should be
understood each individual patient needs to be treated as a unique case. Persistent symptoms,
including but not limited to chronic migraines, anxiety, post-traumatic stress disorder, attention
problems, and sleep  dysfunction, need to be continually evaluated through the recovery
process.

Return to Play Protocol with gradual progression over one week (7 days) minimum: symptom
limited activity, light aerobic exercise (~20 minutes or less), sport specific exercise with no
contact (~45 minutes or less), full practice with no contact, full practice with contact.

Reconsider: The 5th international consensus statement on concussion in sport in Berlin 2016
acknowledged that special  populations should be managed differently and made
recommendations for elite and young athletes.

Elite and Non-Elite Athletes. All athletes, regardless of level of participation, should be
managed appropriately using the  management principles outlined above.

Child and Adolescent Athlete. “We recommend that child and adolescent guidelines refer to
individuals 18 years or less.  Child-specific paradigms for SRC should apply to children aged
5–12 years, and adolescent-specific paradigms should  apply to those aged 13–18 years. The
literature does not adequately address the question of age groups in which  children with SRC
should be managed differently from adults. No studies have addressed whether SRC signs and
symptoms differ from adults. The expected duration of symptoms in children with SRC is up to
4 weeks, and further  research is required to identify predictors of prolonged recovery. It is
recommended that age-specific validated  symptom-rating scales be used in SRC assessment,
and further research is required to establish the role and utility of  computerized
neuropsychological testing in this age group. Similar to adults, a brief period of physical and
cognitive rest is advised after SRC followed by symptom-limited resumption of activity. Schools
are encouraged to have an SRC policy that includes education on SRC prevention and
management for teachers, staff, students and parents, and should offer  appropriate academic
accommodation and support to students recovering from SRC. Students should have regular
medical follow-up after an SRC to monitor recovery and help with return to school, and
students may require temporary  absence from school after injury. Children and adolescents
should not return to sport until they have successfully  returned to school. However, early
introduction of symptom-limited physical activity is appropriate.”
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Mental Health Policy

We acknowledge that mental health is a large facet of overall well being. Our current policy is to
refer to the school’s guidance counselor and then have them refer out if they see necessary. If
no improvements are being made, or if the student athlete wishes to see someone else, steps
will be taken to refer to another healthcare professional locally.
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Important Phone Numbers

Athletic Trainers:
Ellen Reinhold, MS, LAT, ATC, CSCS
(616) 745-2685
ellen.reinhold@bluegrassortho.com

Ansley Swann MS, LAT, ATC
(704) 989-1856
ansley.swann@bluegrassortho.com

GCHS Counselor:
Nick Maxwell
(859) 351-6943

GCHS Athletic Director/ Assistant Principal:
Austin Haywood
(859) 338-4746
austin.haywood@scott.kyschools.us

GCHS Principal:
Joy Lusby
(502) 867-6662
joy.lusby@scott.kyschools.us

Bluegrass Orthopaedics:
(859) 263-5140

Georgetown Community Hospital:
(502) 868-1100
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