Roanoke City Public Schools -- Seizure Disorder Health Care Action Plan
School	        School Year  	

Student Name	DOB  	
Grade/Teacher/Hall  	TO BE COMPLETED BY THE PHYSICIAN
Name of Physician	Phone No  	
This student has been diagnosed with a seizure disorder. Type of seizures  				 Age at diagnosis:	Average frequency: _ 	daily 	weekly 	monthly 	yearly
What triggers the seizure?  	
List any warning signs and/or behavior changes that may occur before the seizure:  	
 	How long does it last?  	
Usual time of day seizure(s) occurs:	Date of last seizure:






	Medication(s)
	Dosage
	Frequency
	Time of Day

	
	
	
	

	
	
	
	

	
	
	
	







	TO BE COMPLETED BY PARENT AND PHYSICIAN
Check any special considerations related to this child’s seizure disorder while at school and describe them briefly:

	
	Educational concerns
	

	
	Behavioral concerns
	

	
	Emotional concerns
	

	
	Physical education concerns
	

	
	Sports precautions
	

	
	Recess precautions
	

	
	Special considerations for field trips
	

	
	Special transportation to and from school
	

	
	Other
	



EMERGENCY ACTIONS (to be completed by physician)
	SEIZURE TYPE
	WHAT TO DO
	WHAT NOT TO DO

	Generalized tonic- clonic  (grand mal)
	Protect from hazards
	Don’t put any hard implement in the mouth

	
	Loosen ties/shirt collars
	Don’t try to hold tongue. It can’t be swallowed.

	
	Protect head from injury
	Don’t try to give liquids during or just after

	
	Turn on side to keep airway clear, left if possible
	Don’t use artificial respiration unless breathing is absent after muscle jerks subside

	
	Reassure afterwards
	

	
	If single seizure lasted less than 5 min, ask if hospital evaluation is wanted
	Don’t restrain

	
	
	Don’t leave student alone

	
	CALL 911 if multiple seizures, if seizure lasts longer than 5 min; if pregnant, injured or diabetic
	Don’t try to move student unless unsafe

	
	
	Don’t allow the student to get up until feeling better and is oriented

	
	Call parent once seizure is over or if 911 is called
	

	Physician Signature:
	Date:
	Phone #:


I give permission for school personnel to provide emergency treatment to my child. I assume full responsibility for providing to the school the prescribed medication needed by my child. I agree to notify the school if a change in my child’s condition occurs and I agree to allow this information to be shared with the adults responsible for my child’s care. I relieve Roanoke City Public Schools, their employees and agents of any liability that may pertain to them for any injury, damage, loss, or accident that may be occasioned through the treatment of my child. I am aware that should I move from the Roanoke City Public Schools area, I will need to work with the new locality to develop a new health care plan for my child.

Signature of Parent/Guardian 		Date	 School Nurse 		Date 	

	TWO EMERGENCY CONTACTS

	Name
	Relation
	Phone

	
	
	

	
	
	



c: School Faculty (Principal, Secretary, Classroom PE/Art/Music Teachers, Cafeteria Manager, Guidance Counselor, Librarian), School Health File, School Nurse, Transportation	05/05
