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The student named below is enrolled at ___________________________ School. His/her parent has requested that school staff administer Diastat to him/her in case seizures do not resolve naturally. In order to administer Diastat at school, we need you to complete this order sheet and return to the school as soon as possible. Please be aware that the Diastat may be administered by a teacher or other staff member who is not a nurse or healthcare professional. Please return the order sheet by mail, as we need to keep an original copy on file.
Return to: __________________________________  
    Phone # __________________
                 __________________________________

                __________________________________

                __________________________________
Physician Orders to Administer Diastat

Student name___________________________________        DOB_________________
Type of seizure/clinical indications for Diastat_________________________________

_____________________________________________________________________
Diastat dose___________mg for seizure lasting longer than _____minutes. 
If seizure still does not stop within _____ minutes after Diastat, call 911.
Other comments ________________________________________________________

_____________________________________________________________________
____________________________________________      _______________________
Print physician name







Phone number
____________________________________________      _______________________

Physician signature 






Date

12/14
