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School: _______________________________ 
 
Name: _____________________________ Birthdate:_______________ 
Parent/Guardian: ______________________________________________ 
Address:______________________    City: ___________________ 
Telephone:_______________ 
Physician/Health Care Provider: ___________________________________________ 

Seizure Type:___________________________________________________________ 
Description of seizure: ___________________________________________________ 
Possible triggers:________________________________________________________ 
Average length of time of seizure:___________________________________________ 
Possible warning and/or behavior changes prior to seizure:_______________________ 
Student’s reaction to the seizure:___________________________________________ 
______________________________________________________________________  

First Aid Procedures:____________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
Limitations specified by physician:__________________________________________ 
Likelihood and frequency of seizures during school hours:_______________________ 
_____________________________________________________________________ 

Parent’s Comments:_____________________________________________________ 
 
 

The student is receiving the following treatment to control the seizure(s): 
Name of Medication:___________________    Name of Medication:________________ 
___________________________________     ________________________________ 
Amount/time given:____________________    Amount/time given:_________________ 
___________________________________     ________________________________ 
Possible side effects:__________________     Possible side effects:_______________ 
___________________________________     ________________________________ 

 
_____________________________________________________________________ 
(PARENT SIGNATURE)                                                (DATE) 

The following staff members have reviewed the above procedures: 
 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

_________________ 
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