
SEIZURE HEALTH PLAN 
Health Services 

 

 
Student: ___________________________Gr/Teacher: _____________  DOB/Age: _________ 
 

Emergency Contact #1: _______________________________    _________________    __________________ 
                                                               Name                                                                     Relationship                                          Phone 
Emergency Contact #2: _______________________________    _________________    __________________ 
                                                               Name                                                                      Relationship                                          Phone 
Primary Care Physician: _______________________________________  Phone: _______________________ 
Neurologist: ________________________________________________  Phone: _______________________ 

 
Diagnosis/Condition:  SEIZURE DISORDER               Type: __________________________ 
Date of last seizure: ____________________   

 
ASSESSMENT DATA: (Please check the student’s signs & symptoms of a seizure) 
___ Loss of consciousness ___ Aimless wandering ___Twitching/Jerking of body parts 
___ Falling down  ___ Fluttering eyelids  ___ Loss of Control (bladder, bowel, drooling) 
___ Muscle stiffness  ___ Blank stare  ___ Rhythmic convulsions 
___ Confusion   ___ Purposeless activity ___ Other: _____________________________ 
___ Repetitive acts/movements              _____________________________ 
 
Please check any triggers for this student’s seizures: 
___ Bright light/strobe ___ Stress   ___ Fever 
___ Temperature changes ___ Loud noises  ___ Other: _____________________________ 
___ Fatigue   ___ Hunger                  _____________________________ 
 
SIGNS OF EMERGENCY: 
___Pale/gray/bluish color around mouth and nail beds  ___ Obstruction of airway 
        blue or dusty       ___ No breathing 
___ Seizure lasting longer than _________ minutes   ___ No pulse 
___ Other: ________________________________________________________________________________ 
 
ACTION IF STUDENT HAS SEIZURE AT SCHOOL: 
___ Rest   ___ Call parents   
____ Call 911 when: ________________________________________________________________________ 
         _____________________________________________________________________________________ 
____ Give emergency medication(s):  
              Name                                                         Route                                             Dosage                                                     Frequency 
    
    
    
 
 
 
Physician Signature: _________________________________________  Date: _________________________ 
 
Parent Signature: ____________________________________________  Date: _________________________ 
 
RN Signature: ______________________________________________  Date: _________________________ 

 



DIASTAT Procedure Form 
Health Services 

 

 
 
Student: ___________________________Gr/Teacher: _____________  DOB/Age: _________ 
 

Emergency Contact #1: _______________________________    _________________    __________________ 
                                                               Name                                                                     Relationship                                          Phone 
Emergency Contact #2: _______________________________    _________________    __________________ 
                                                               Name                                                                      Relationship                                          Phone 
 
Procedure for Administration of Diazepam Rectal Medication (Diastat):  
 

1. Diazepam Rectal Medication (Diastat) dosage: ______________________________________________ 

2. Indications for treatment (be VERY SPECIFIC) when child should be treated: 

a. Length of seizure: ______________________________________________________________ 

b. Other indications for treatment: ____________________________________________________ 

3. Side effects expected after administration of medication: ______________________________________ 

4. Action to be taken if child has bowel movement or expels medication: ___________________________ 
____________________________________________________________________________________ 

5.  Should medication be given if child has fever, respiratory infection or cold? ______ Yes ______ No 

6. Protocol is to call 911 after administering Diazepam Rectal Medication (Diastat) unless specifically 

ordered otherwise (and ALWAYS after initial dose of this drug).  Parent may be called to transport child 

if necessary or preferred. 

Please explain in detail any circumstances where it is not necessary to call 911: 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

7.  If a seizure should occur while a student is being transported to or from school on the school bus, our 
procedure would be to call 911.  Any additional orders: _______________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 

8. Please note:  If prolonged seizure occurs at anytime when a nurse is not available, 911 will be called. 

 

Date of Request: _________________________________ Date of Termination: _________________________ 

Physician Name: ____________________________________________ Phone: _________________________ 

Physician Signature: _________________________________________  Date: __________________________ 

I request that Diazepam Rectal Medication (Diastat) be administered to my child to the signed protocol from my 

physician. 

Parent Signature: ____________________________________________ Date: _________________________ 

Reviewed by School RN: _____________________________________  Date: _________________________ 
 



 
	
  

	
  

	
  



	
  

	
  

	
  

 

For School Personnel Use Only 

Date form sent home: _____________ Date form rec’d from Parent: __________________  RN verified: ______________________ 
Acknowledgement of Rec’d 

Teacher: ____________________  Date: ________________      Teacher: ___________________________ Date: ________________    
Cafeteria: ___________________  Date: ________________       
 

	
  


