CUSHING YOUTH AND COMMUNITY CENTER

YOUTH FOOTBALL
NAME
LAST FIRST MIDDLE
ADDRESS PHONE SCHOOL
AGE GRADE HEIGHT WEIGHT GENDER

Childhood Diseases Followed by Complications

Other Illnesses or Operations

INJURIES

Abnormalities from Concussions, Fractures, Dislocations, Etc.
General Physique State of Nutrition Posture
NOTE ABNORMALITIES: BONES JOINTS ARCHES
MUSCLES TENDONS SKIN EYES EARS NOSE___
THROAT TEETH ABDOMEN GENITALS HERNIA
LUNGS: RESPIRATORY MOVEMENTS RATE
Any History of Persistant Cough Frequent Colds
Pleurisy Pulse Before Exercise Pulse After Exercise
Two Minutes After Exercise
HEART: SIZE RHYTHM MURMURS
BLOOD PRESSURE, SYSTOLIC DIASTOLIC
Recommendations

I have examined this student and believe him to be physically fit to participate in the Cushing Youth
& Community Center sponsored PEEWEE Football Program, Subject to above recommendations.

DATE SIGNED

EXAMINING PHYSICIAN

IT IS UNDERSTOOD THE CITY OF CUSHING, THE YOUTH CENTER, ITS DIRECTOR AND
THEIR COACHES DO NOT ACKNOWLEDGE ANY LIABILTY FOR INJURY OF STUDENTS
PARTICIPATING IN ACTIVITIES UNDER THEIR SUPERVISION. IT IS ALSO UNDER-
STOOD THAT ANY PARTICIPANT (PLAYER OR COACH) IS DOING SO AT HIS OWN RISK.
THE ABOVE STUDENT HAS MY PERMISSION TO RIDE A BUS OR IN CARS TO OUT OF
TOWN GAMES.

SIGNED

PARENT OR GUARDIAN
A parent must sign this form For the child to participate in the program.
PARENT RELEASE FORM

I do hereby grant my permission hospital staff members to administer immediate treatment to my
child should he or she be injured or become ill during football games, practice, on highway or etc.

Parent’s Signature Address
Home Phone Business Phone
Insurance Company Policy #

Medicines Allergic 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




