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Seizure Health Care Action Plan


Student: _______________________________   DOB:  _______________School Year/Grade : ________________


Diagnosis/specific seizure type:  ___________________________________________________________________

Age of Diagnosis: ____________________________   Last MD visit:  ____________________________________

Co-existing Diagnosis: ___________________________________________________________________________

	Seizure Type
	Length
	Frequency
	Description

	
	
	
	

	
	
	
	

	
	
	
	



Last Seizure: ______________________________  Triggers: ____________________________________________

Medications at Home:  ___________________________________________________________________________

Medications at School:  __________________________________________________________________________

Activity instruction/restrictions:  ___________________________________________________________________

_____________________________________________________________________________________________

Mark applicable:
· If the student has a seizure that lasts 5 minutes of longer, call EMS
· If the student has a back to back seizures lasting 5 minutes or longer, call EMS
· If the parent cannot be reached and the student has more than 1 seizure in a 3—minute period, call EMS.
· If the student has more than one seizure the parent must come pick up the student from school. 
· Notify parent with every seizure.
· Notify Physician:  ________________________________________________________________________

Specific concern/requests/orders/recommendations/exceptions or changes to above:

__________________________________________________________________________________________________

__________________________________________________________________________________________________
I give permission for the information contained on the HCAP to be shared with adults in the school setting that will be working with my child on a need-to-know basis.  This HCAP will remain in effect for one year or until the health status or physicians orders change.  It is the responsibility of the parent/guardian to notify the school nurse whenever this is any change in the student’s health status or care.

________________________________________________    ____________________       _______________
Physician Signature/Stamp					       Date			      Office Number

_________________________________________________    ____________________       _______________
Parent/Guardian Signature					       Date			     Contact Number

