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                                                      Retention: 5 Years 
                           

School Year: ____________ 
 
PARENT PERMISSION:  Please PRINT information: 

 
Student Name: ________________________________Date of Birth: _______________ 
    Last Name,   First Name                                                                      Month   Day  Year 

 

Address:  ______________________________________________________________ 
                             House Number / Street                                     Apt # if necessary                                  City                        ZIP 

 

School: ____________________________Grade:_______ Teacher: _______________ 
  Name of School                         Teacher’s Name 
 

          I give my permission for the above named student to receive rectal/buccal/g-tube/Intranasal medication for                                                                 
              treatment of status epilepticus 
 

          I give permission for the school nurse to communicate as warranted with the physician regarding my student’s 
health concerns. 

Printed Name: ______________________Home Phone: _______Work Phone: _______ 
Parent/Guardian printed name                                                    area code + number                             area code + number 

Signature: ____________________________________Date of signature:___________ 
              Signature of Parent/Guardian           Month   Day Year        
 

 

PHYSICIAN INSTRUCTION: 
 

 I request that the above named student to receive emergency medication for treatment of status epilepticus. 

 
PHYSICIAN’S ORDERS:     (to be completed by student’s physician) 
 
1.  Medication: ____________________________________________________________ 

Dose: _____________Route__________________ Frequency:____________________ 
Diagnosis: ______________________________________________________________ 
Side effects: ____________________________________________________________ 
 

 SPECIFIC INSTRUCTION (s):___________________________________________ 
 
______________________________________________________________________ 
 
If seizures do not subside in _________minutes administer emergency medication.  
 
IF ANY EMERGENCY MEDICATIONS ARE ADMINISTERED, THE LOCAL EMS, 911 
WILL BE ACTIVATED 
 
Signature: _______________________________________Date of signature:________ 
                   Signature of Physician                  Month Day Year 

Physician’s Printed Name: _________________________________________________ 
        Physician’s printed name   Medical Group/Clinic 

Office Address: _________________________________________________________ 
Street Address                                     Suite # if necessary                                 City                      ZIP 

Office Phone: ________________________________Fax Number:________________                            

   area code + number     area code + number 

 


