EPILEPSY
FOUNDATION" ‘Seizure Action Plan Effective Date

This. stident is being treated for a seizlire dlsorder “The In
‘school hours. :

Sludents Name . . Date of Birth .

Parent/Guardian Phone Cell
Other Emergency Gontact Coe - +.Phone : - Cell
Treating Physician Phone

Significant Medical History

_ _re Enformatlo

Seizure Type “Length ' Frequency Description

Seizure iriggers or warning signs: Student's response after a seizure:

Basic Seizure First A

Basnc First Aid: Care & Comfo t
Please describe basic f[rst aid procedures

Does student need{o-leave the-classroem-afier a seizure? of)-Yes {1 No
if YES, describe process for returning student to classroom:

‘Emergency Response:
A “seizure emergency" for
this student is defined as:;

} Seizure Emergency Protpcol ‘ ' A seizureis genera!ly
{Check all that apply and clarify below) considered an emergency when.
(O Contact school nurse at .
(3 Call 911 for transport to
(J Notify pareni or emergency contact
(J Administer emergency medications as indicated below
O Notify doctor
(O Cther

Treatment Protacol During School Hours (include daily and emergenc
Emerg. Dosage &
Med. Medication Time of Day Given Common Side Effecis & Special Instructions

Does siudent have a'Vagus'Nerve Stimulator? {3"Yes “[J No - If YES, describe magnet use:

Descnbe any spemal conmderaﬂons or precaunons

Physician Sighature Date

Parent/Guardian Signature Date
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