
VICTOR VALLEY UNION HIGH SCHOOL DISTRICT 
Health Services 

26350 Mojave Drive, Victorville, CA 92395-3655 
{760} 955-3201 ext. 20427

VICTOR VALLEY UNION HIGH SCHOOL DISTRICT 

Forma de informaci6n de convulsiones de un estudlante 

Nombre del (de la) estudiante: ________ #ID: ____

Tipo de convulsi6n: __________________ _ 

Fecha de la ultima convulsi6n: 
-----

lCon que frecuencia ocurren las convulsiones?: diaria_ semanal_ 
mensual_ anual __ 

Por favor describa c6mo es la convulsion: 
-----------

l Que es lo que posiblemente causa la convulsion?:

Existe algun tipo de advertencia y/o cambio de comportamiento antes de 
convulsionar?: 

--------------------

Tiempo promedio que duran las convulsiones: ____ _ 

Tlempo promedlo de la recuperaci6n: ____ _ 

Medicamento que toma el/la estudlante: Nombre, dosis, frecuencia: 

Firma del padre / tutor: __________ Fecha: ___ _ 



Telef. de la escuela: 

Plan de Acci6n para Convulsiones Fax de la escuela: 

 
 

Este alumno esta siendo tratado debido a un trastomo convulsive. La siguiente informaci6n puede asistirlo en caso de que sufra una convulsion en horas de escuela o 
durante actividades escolares. 

Nombre del Alumno: FDN: Escuela: 
PadrefTutor: Telef: de Casa: Celular: 
Medico Principal: Telefono: Fax: 
Neur61ogo: Telefono: Fax: 

El medico Ilona la informaci6n presentada a contlnuaci6n 
Historial medlca relevante: 

! 1nformacl6n sobre Convulslones
Tipo de Convulsion Duraci6n Frecuencia Descrioci6n Fecha de) ultimo episodic 

Que la provoca o slgnos de alerta: .,..----,-�-----------------------------------­
Respuesta del alumno desoues de la convulsi6n· 

Respuesta ante una convulsl6n - BASICA lnformac/6n def Alum no Ad/clonal Individual 
• Mantenga la calma y tome nota del inicio de la convulsi6n lEI padre plde que se le informe despues de cada convulsi6n? LJ SI LJ No 
• Mantenga al ni/io seguro, PERO NO lo contenga lNecestta el alumno dejar el aula despues de una convulsi6n? OSi □ No
• No introduzca nada en su boca
• Permanezca con el niiio hasta que este completamente consciente Si es SI, describa el proceso para regresar al ni/io al aula: 
• Documenle la hora en la que finaliz6 la convulsi6n y tipo de crisis

Respuesta adlclonal para una convulsl6n tonlcocl6nica: • Proleja la 
En caso de incontinencia, el padre debe proporcionar un cambio de ropa a la escuela para 
qua el niilo pueda regresar al aula de acuerdo al proceso permitido anteriormente descrito: 

cabeza del niilo • Coloque al nifio de lado • Mantenga las v las respiratorias 
abiertas • Vigile la respiraci6n 

OS1 □ No· 

Res uesta ante una convulsi6n - EMERGENCIA 
□ Llame al 911

Una Convulsi6n es Generalmente Considerada una Erner encla Cuando: 
La convulsion (tonicocl6nica) dura mas de 5 minutes 

□ Administre los medicamentos de emergencia si se indique a
continuaci6n

□ Avise a los padres o contactos de emergencia (arriba indicados)

umno su re convu s1ones recurren es sin reco rare conocimiento 
La persona (alumna) esta lastimada, tiene diabetes, o esta embarazada 
Es la primera vez que el alumna se convulsiona 

□ Avise a los medicos arriba indicados
ootro: 

El alumna liene dificultad para respirar 
El alumna se convulsiona mientras esta en el agua 

Para este alumno, una "emergencla convulsiva" se define adiclonalmente como: _____________________ _ 

Protocolo para Tratamiento Durante Horas de Escuela o Actividades Escolares (lncluyendo medlcamentos diarios y de emergencia*) 
• lMedlcamento * Nombre de Medicamento Dosis y Horario 
de Emergencla? 

Efectos Secundarios Comunes e lnstrucciones Especlales 

OSI □ No
OSI □ No
l Tiene el alumno un Estimulador del Nervio Vago (VN_S)? □ SI □ No, �i �s SI, describa el uso del generad_or:
Llame al 911 sl sigue convulslonandose despues de haber deshzado __ veces el 1man por encima del VNS. Espere __ m1nutos entre cada estimulaci6n. Deshce el
Iman por enclma del VNS veces antes de cualquier medlcamento de emergencia. 
Conslderaclones especiales y precauclones (referente a aclividades escolares, deportes, paseos, uso de casco, o viajar en autobtis despues de una 
convulsl6n etc. 
Descrlba cualquler conslderaci6n especial o precauclones: _________________________ _ 

Nombre del Medico: Flrma de/ Medico: Fecha: 

Yo doy mi consenlimiento para que el personal de la escuela se comunique con el medico para consulta o intercambio de informaci6n seg{m se requiera. 

Firma del Padre o Tutor Fecha: Ntimero de Telefono: 
Estefor11111/ario debe renovarse an11a/mente o al lraber cu11/quier canrbio en tratamienlo o nredicamento. 

Cua/quier formulario de Autorizaci6n de Medicamenlo es requerido y debe 1/enarse al igual que el Plan de Acc/6n para Convulsiones si el medicamento se requiere 
en la escue/a o aclividades escolares. 
• Cualquler formularlo de Autorizacl6n de Med/camento de/ Medico debe completarse junta con este Plan de Acci6n.

760-955-3201

760-257-1010



Seizure Action Plan School Phone# 
School Fax# 

This student Is being treated for a seJzure disorder. The infonnatfon below may assist if a seizure occws during school hours or at school activities. 
Student Name: Date of Birth:----------
Parent/Guardian: Horne Phone:----------
Primary Physician: _________ Phone: 
Neurologist Phone: 

I Phplclin. completes fonn from this point forward. 
Significant Madlcal History: 1��� 

SelZlll8 !VP! 
I 

Length Freguency 

Seizure triggers or wamfng signs: 
Student's response after seizure: 

School: -----
Cellular:

-----FAX: 
FAX: -----

Deacrfptlon 

Seizure Resaonse-BASIC Addltlonal Individual Student lnfonnatlon: 

Last Seizure Date 

• Stay catm and record alart of seizure Parent requests notiffcatfon after each seizure □ Yes □ No 
Does student need to teave the classmom after a seizure? D Yes D No • Keep chl!d safe but Do NOT restrain

• Do not put anything ln mouth ff YES, describe process for re1umfng student to classroom: 
• Stay wlfh chDd until fu[ly �
• Document ending time and desafptlon of seizure
Tonle>clonlc seizure addltfonal response: • Protect child's head In case of incontinence, parent should provide extra clothing for school so 

student may retum to class as allowed by process above. D Yes D No • Turn chlld on sfcfe • Keep all\V8y open • Monitor breathing

-EMERGENCY en: 

edlcs 
Student has repeated seizures without regaining consciousness 

D Administer emergency medications If Indicated below Student Is Injured, has diabetes, or Is pregnant 
D Notify parents or emergency contact (as listed above) student has a ffrst-Ume seizure 

B 
Notify doctor listed above . Student has breathing dffflcultfes 
Other: _____________ ..... Student has a seizure In water 

A "semue eme,gency" for this student Is additionally defined as: 
Treatment Protocol Durlna School Hours or School Activities (Include dallv and emeraanc f medications, 
*.Emergejlr,y -.ac11cat1on Name Dosageand Common Sida Effecls and Speclal 
Medication? nme of Dav Given Instructions 

lJYotllN 

nv or1 JN 
Does stud�t luave a Vagus Nerve Stlmulator? LI Yes LI No, If YES, describe magnet use: 
Call 911 If� 88lmlg after __ VNS awfpes. Walt ___ mtnutas between awfpes. Give ___ swipes before any emergency madlcalfon. 

1.speclal Conalderetlons and Precau.-ons (regarding school actlvltlea, sports, trips, helmet uae1 or bus riding after seizure, etc.) II
Describe any spedal conslderatfons or precautions:

Physician Name: _________ . Physician Slgnatum: __________ Date: 
I give pennlsslon for school slafl to contact the physician for consultBtlon and exchange of Information as needed. 
Signature of PatentorGuatdlan: __________ Date: ____ Phone Number: 

• Dlsfonn must be IWU1W4 ann,u,lly or wit/, ay change In trelllllumt or IIUltlleatlon.
The Medication Admlnlafraffon Fonn must be completed In addition to the Selzulp Aptlon ptan If medication la niquli&cl at school or school acllvftlas. 

• Medication Administration Fenn Required

760-955-3201
760-257-1010



760-955-3201
760-257-1010





 Victor Valley Union High School District  
 Health Services 
 16350 Mojave Drive Victorville, CA 92395 
760-955-3201 ~ 760-257-1010 Fax

 Authorization for Use and/or Disclosure of Information 

    STUDENT INFORMATION 

Student Name: ________________________________________________________ Date of Birth:_______________________ 

School Site: __________________________________________ LEA of Residence:____________________________________ 

Street Address: _______________________________City:____________________ State: _____ Zip Code:________________ 

Home Phone:___________________ Cell Phone: ____________________ E-Mail Address:_____________________________ 

AUTHORIZATION 

I authorize the individual/agency named below to disclose the above-named student’s medical and/or educational 
information the receiving LEA as indicated under the Authorization.  

          Individual/Agency DISCLOSING Information:__________________________________________________________ 

          Street Address: ___________________________ City: _______________ State:___________ Zip Code:_____________ 

          Contact Name:_____________________ Phone:_________________ Email Address:____________________________ 

Individual/Agency RECEIVING Information:_________________________________________________________ 

Street Address: __________________________ City: ________________ State:___________ Zip Code:____________ 

Contact Name:_____________________ Phone:_________________ Email Address:____________________________ 

   I agree that the Individuals/Agencies above may mutually share information. 

______ REVOCATION: I understand that I have the right to revoke this Authorization, in writing, at any time by sending such 
written notification to the releasing agency. Written will be effective upon receipt, but will not apply to information that 
has already need released in repose to this Authorization.  

_____ REDISCLOSURE: I understand that educational health information used or disclosed pursuant to this Authorization 
may be subject to redisclosure by the recipient and it is no longer protected by federal laws and regulations regarding the 
privacy of protected health information. I further understand the confidentiality of the information when release to a public 
educational agency is protected as a student records under the Family Educational Rights and Privacy Act (FERPA).  

______  HEALTH INFORMATION: I understand that authorizing the disclosure of health information is voluntary. I can refuse 
to sign this Authorization. I do not need to sign this form in order to assure medical treatment.  

SPECIFY  RECORD(s): 

Medical/Medication Mental Health/Psychiatric Drug/Alcohol 

Educational Records STD/HIV Test Results Other:___________________________ 

DURATION: This authorization shall become effective immediately and shall remain in effect until ___________________, 

or for one year from the date of signature if no date is entered. 

I request that the information release pursuant to this Authorization be used for the following purposes: 

Educational Assessment  Educational Planning Other:___________________________ 

Parent/Guardian Signature: ___________________________________________________ Date: _______________________ 

Student Signature: (if applicable) _______________________________________________ Date: _______________________ 
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INFORMED CONTENT (INITIAL EACH STATEMENT BELOW) 

A COPY OF THIS AUTHORIZATION IS AS VALID AS AN ORIGINAL. I UNDERSTAND THAT I HAVE THE 

RIGHT TO RECEIVE A COPY OF THIS AUTHORIZATION FOR MY RECORDS. 
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