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Acute Seizure Action Plan

Name:

Birth date: Today’s date:

Care partner phone numbers:

Provider namef/facility:

Provider phone numbers:

Usual Seizure Pattern

Triggers:

Pattern of seizures:

Allergies:

What the seizures normally look like (Check all that apply)
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3 Tonic seizure

Can Be Confused
With Daydreaming

O clonic seizure

Occurs in Specific Lobe
of the Brain

Blank Stare

CFocal impaired awareness seizure
(also called complex partial)

Describe:

5

NOTES:

Care

Standard Care Needed

If this happens,

provide standard care

Time the seizure
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Don't restrict

e

Stay with person

Keep person safe

Keep a record

NOTES: NOTES: NOTES: NOTES: NOTES:
Provide Rescue Treatment
If this happens,
provide standard care (above) and rescue treatment
( \ Specific instructions:
[ Rectum [ANose [ Mouth [other:
Call for Emergency Help
If any of these happen, Get help now
FQ’: O other:
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i ? Call Healthcare Provider if:
[ seizure longer
than minutes | (JUnusual seizure | [T Injury/Blue lips Call for Emergency Help if:
NOTES: NOTES:
Healthcare Provider Authorization
Signature: Provider Printed Name: Date: For use from: to:
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MILFORD SCHOOL DISTRICT ADDENDUM

School Activities and Field Trip Information

Student Name:

Special Considerations and Precautions

(regarding school activities, sports, trips, etc.)

Describe any special considerations or precautions:

Choose one of the following:

|:| Please call 9-1-1 if the nurse is not present.

|:| This patient requires a parent or registered nurse for school field trips.

Field Trip Medication Documentation

Medications will not be sent on school field trips without this completed
documentation.

Physician Signature:

Parent/Guardian Signature:

Date:

Date:

Complete and attach this page to the Acute Seizure Action Plan.

This second page is for Milford School District use only.

It was not created or distributed by Epilepsy Alliance America.
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