&EPELEPSY .
FOUNDATION" Selzure Action Plan Effective Date

'below should assust you if as

Student's Name '"" Date of Birth

Parent/Guardian Phone Cell
Other Emergency Contact Phone Cell
Treating Physician Phone

Significant Medical History

Seizure Type Length Frequency Description

Seizure triggers or warning signs: Student’s response after a seizure:

Baslc Seizure :

F’Iease describe basm first a|d procedures

Does student need to leave the classroom after a seizure? O Yes (J No
If YES, describe process for returning student to classroom:

Emergen esponse

A "seizure emergency” for
this student is defined as:

Seizure Emergency Protocol
(Check all that apply and clarify below)
O Contact school nurse at
3 call 911 for transport to
(3 Notify parent or emergency contact

O Administer emergency medications as indicated below
O Notify doctor

O Other

'_5Studenthasase|zure: water

ing Schoo! Hours (include daily and emergency medications) -

Emerg. Dosage &
Med. v Medication Time of Day Given Common Side Effecis & Special Instructions

Does student have a Vagus Nerve Stimulator? [J Yes [ No If YES, describe magnet use:

Descrlbe any spemal con5|derat|ons or precauhons

Physician Signature Date

Parent/Guardian Signature Date
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