
‭Seizure Action Plan‬ ‭Effective Date:‬
‭Student’s Name‬ ‭Date of Birth‬ ‭Teacher‬

‭Parent/Guardian‬ ‭Phone‬ ‭Cell‬

‭Other Emergency Contact‬ ‭Phone‬ ‭Cell‬

‭Treating Physician‬ ‭Phone‬

‭Significant Medical History:‬

‭Seizure Information‬
‭Seizure Type‬ ‭Length‬ ‭Frequency‬ ‭Description‬

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

‭Does student have a Vagus Nerve Stimulator?‬ ‭No‬ ‭Yes -  Please describe magnet use:‬

‭Special Consideration & Precautions re: school trips, sports, etc.:‬

‭Emergency Medications ordered rectally can only be administered by a RN in the school setting. If no RN is present, emergency‬
‭protocol will be followed EXCEPT for the administration of the rectally ordered medication.‬

‭Physician Signature:‬ ‭Date‬

‭Guardian Signature:‬ ‭Date‬

‭School Nurse Signature:‬ ‭Date‬
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