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SEIZURE 
(To be completed by Parent)							       School: ____________________________
Grade/Teacher: _____________________
Student Name: ___________________________	DOB: _________________	          Home Phone:  _____________________
Mother/Guardian: ________________________	Work #: __________________	Cell#: _________________________
Father/Guardian: ___________________________	Work #: __________________	Cell #: ________________________
Doctor: _________________________	Clinic: ___________________________	Phone #: ______________________
Emergency contact in the event parent cannot be reached:
Name: _______________________________	Phone#: ______________________________________________
List ALL medications your child takes daily: ___________________________________________________________________
______________________________________________________________________________________________________















This student is being treated for a seizure disorder. The information below should assist you if a seizure occurs during school hours.

	Seizure Triggers
	Seizure Type
	Description
	Duration
	Frequency
	Response After Seizure

	

	
	
	
	
	





Does child have a Vagal Nerve Stimulator (VNS)?  _____ NO  _____ YES    If YES, describe magnet use: ________________________________
A seizure is generally an Emergency when:
· Convulsive (tonic-clonic) seizure lasts longer than 5 min.
· Student has repeated seizures without regaining consciousness.
· Student has a first time seizure
· Student is injured or has diabetes
· Student has breathing difficulties
· Student has seizure in water
· A seizure emergency for this child is ________________________
______________________________________________________
Basic Seizure First Aid:
· Stay calm, track time of seizure activity.
· Keep child safe, protect head and turn child to his/her side
· Keep airway open and watch breathing
· DO NOT restrain movement or place anything in the mouth!
· Stay with child until fully conscious
· When seizure is over, allow child to rest and always notify parents.









Seizure Emergency Protocol:
· Notify the school nurse, if available
· Call 911 for transport to ___________________________________________
· Notify parent or emergency contact
· Administer emergency medications as directed in Medication Authorization Form (Name , dose, administration instructions)
ADDITIONAL INSTRUCTIONS:_____________________________________________________________
As parent/guardian of above student, I consent to this plan being implemented by School Personnel.  I will supply the medication and an authorization from the physician.  I will notify the School Nurse/Principal/Teacher of changes.
I understand that this plan will be shared with all those who need to know (all student’s teachers/office personnel/bus driver, emergency responders, etc.) unless written objection is stated on this form.

_________________________________________________		__________________________
		Parent/Signature							Date










School Nurse: ______________________________________________ 	Date: __________________________________________
☐ Plan reviewed with teachers, TA’s, Bus Drivers, and other office personnels.
Duplin County Schools	P.O. Box 128 Kenansville, NC 28349

