Grade      FORMTEXT 

     
  Teacher 
SCHOOL HEALTH EMERGENCY PLAN

School Year      
Student Name                                                         Birth Date                          Physician      
Parents/Guardians                                                                                                        Phone      
Home Phone                                           Work                          Cell                     Fax      
Other Contact                                        Phone                                                    Hospital      
Other Contact                                        Phone      
	Condition:   Seizure Disorder

     

	Other Pertinent Info:

     

	Brief Background:     

	

	Current Health:     


	Medication:

1.       
2.       
3.       


	IF THIS HAPPENS: (Symptoms of seizure may include):
                                       1. Tremors of arms and legs

                                       2. Eyes Rolling back

                                       3. Confusion, loss of bowel or bladder function



	DO THIS:

                                       1. Note time of seizure

                                       2. Maintain safety, keep head cushioned

                                       3. Turn student to side to prevent aspiration

                                       4. Monitor breathing, color and level of consciousness

                                       5. Monitor student until the seizure concludes and s/he is alert/oriented

                                       6. Provide for personal hygiene and privacy as appropriate

                                       7. Record in seizure log

                                       8. Notify parent as soon as possible


	OTHER INFORMATION:   CALL 911  IF…

· Seizure lasts longer than 5 minutes

· A second seizure begins shortly after the first

· The student is not breathing

DO NOT PUT ANYTHING IN THE MOUTH OF A SEIZING OR UNCONSCIOUS VICTIM!


_______________________________________                      ________________________________________

Nurse's Signature                                          Date                      Parent's/Guardian's Signature                     Date

