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San Benito Consolidated Independent School District
Office of Student Health Services

DATA COLLECTION SHEET – SEIZURES
Student: ____________________________		Date: _______________________________
Date of Birth: ________________________		Grade: ______________________________
School Nurse: ________________________		Campus: ____________________________
Student is allergic to (include medications, food, etc): __________________________________
______________________________________________________________________________

Diagnosis: _____________________________________________________________________
______________________________________________________________________________

Age at onset of first seizure: ____________		Type of seizures: ______________________

Description of typical seizure pattern: _______________________________________________
____________________________________________________________________________________________________________________________________________________________
	Duration: ___________________________________________
	Frequency: __________________________________________
	Any known triggers or auras: ____________________________
	How does the student typically act after a seizure has occurred: ____________________
________________________________________________________________________________________________________________________________________________

Diastat Administration: 	___Yes 		___No

	Physician authorization form given to parents: 		___Yes 		___No
	Completed form returned from parents to nurse: 		___Yes 		___No
	Dosage: _______	Has Diastat ever been given before: 	___Yes 		___No
	When to administer Diastat: ________________________________________________
	Where will Diastat be stored: _______________________________________________

Medications (list all medications given at home and at school): ___________________________
____________________________________________________________________________________________________________________________________________________________

Dietary restrictions: _____________________________________________________________

Physical activity restrictions: ______________________________________________________

Assistive devices (ex: glasses, hearing aides, wheelchair, braces, walker): ___________________
____________________________________________________________________________________________________________________________________________________________

Activities of daily living (does the student need any special assistance): ____________________
____________________________________________________________________________________________________________________________________________________________	


Field Trips (special precautions, parent requests, etc): __________________________________
____________________________________________________________________________________________________________________________________________________________

Additional Information: __________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Emergency Contacts:
	Parents’ Names: __________________________________________________________
		Mother’s Work Number: _____________________________
		Mother’s Cell Number: _______________________________
		Father’s Work Number: ______________________________
		Father’s Cell Number: ________________________________

Physicians:
	Pediatrician: ______________________	Phone Number: ______________________
	Neurologist: ______________________	Phone Number: ______________________
	Hospital Preference: ________________	Phone Number: ______________________

Data collected by: _____________________________		Date: ___________________
			(Parent/Guardian Signature)	

Reviewed by: _________________________________		Date: ___________________
			(School Nurse Signature)
[bookmark: _GoBack]
