
CUSHING YOUTH & COMMUNITY CENTER 

CHEERLEADING RELEASE FORM 

2026 
 

 

_____________________ Has My permission to Participate as a Cushing  

 

Youth & Community Center Cheerleading. 

 

 IT IS UNDERSTOOD THE CITY OF CUSHING, THE YOUTH CENTER, SPONSORS, 

OR DIRECTORS DO NOT ACKNOWLEDGE ANY LIABILITY. IT IS ALSO UNDERSTOOD 

THAT THE CHEERLEADERS AND PARENTS WILL ABIDE BY ALL RULES AND 

REGULATIONS SET FORTH BY THE SPONSOR BELOW. 

 

 THE ABOVE STUDENT HAS MY PERMISSION TO RIDE CARS TO OUT OF TOWN 

FOOTBALL GAMES IF NECESSARY. I UNDERSTAND THE RULES AND OBLIGATIONS OF 

CHEERLEADING AND AGREE TO FOLLOW THEM. 

 

 

____________________________                  _________________________ 

PARENT OR GUARDIAN SIGNATURE                          DATE 

 

 

 

1. A Cheerleader will be an example of good sportsmanship and have a 
positive attitude, realizing they are representing the Youth 

Center and the City of Cushing.  

2. Cheerleaders are Required to attend ALL games and 
practices.(This Includes Out of Town Games) 

3. Cheerleaders are responsible for making and furnishing uniforms, 
which is determined by the Sponsor. 

4. Cheerleaders will furnish their own transportation to games. 
5. Cheerleaders must be in full uniform at all games 
6. It is absolutely necessary for each Cheerleader to work at getting 

along 

  

     I UNDERSTAND THE RULES AND AGREE TO FOLLOW THEM 

 

       __________________________ 

          Cheerleader Signature 

 

            PARENT RELEASE FORM 

 

Student’s Name ___________________ Grade________GENDER______Age________ 

 

I do hereby grant my permission to hospital staff members to administer 

immediate treatment to my child should she/he be injured or become ill 

during football games, practice, on highway or etc. 

 

Parent’s Signature____________________ Adress___________________________ 

 

Home Phone______________________Work Phone______________________________ 

 

Insurance Company___________________Policy #____________________________ 

 

Medicines Allerigic to:_________________________________________________ 



Concussion Symptom Scale Checklist 
Name:______________________  Date:______________ 

Circle one: Baseline Test   or  Post-Concussion Test 

For Baseline Tests: Only score items that you experience on a regular/consistent basis (3-

4 days per week) All other items should be scored 0. 

 

 
Symptoms  None Mild    Moderate Severe 

1. Headache      0      1        2      3 

2. Nausea      0      1        2      3 

3. Vomiting      0      1        2      3 

4. Balance/Prob. Dizziness      0      1        2      3 

5. Fatigue      0      1        2      3 

6. Trouble Sleeping      0      1        2      3 

7. Sleeping More Than Usual      0      1        2      3 

8. Drowsiness      0      1         2      3 

9. Sensitivity To Light      0      1        2      3 

10. Blurred Vision      0      1        2      3 

11. Sensitivity To Noise      0      1        2      3 

12. Sadness/Depressed      0      1        2      3 

13. Irritability      0      1        2      3 

14. Numbness/Tingling      0      1        2      3 

15. Feeling like ‘’In a Fog’’      0      1        2      3 

16. Difficulty Concentrating      0      1        2      3 

17. Difficulty Remembering      0      1        2      3 

18. Neck Pain      0      1        2      3 

 
Column Total Score     

 
Overall Total Score   

 

 

Parent or Legal Guardian or Physician Signature _______________________       Date 

____________  
 


