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    School Phone #       

    School Fax #       


	School Phone: 
	School Fax: 
	º¬Ðß²Ýapp Name: 
	Date of Birth: 
	School: 
	ParentGuardian: 
	Home Phone: 
	Cellular: 
	Primary Physician: 
	Phone: 
	FAX: 
	Neurologist: 
	Phone_2: 
	FAX_2: 
	Physician completes form from this point forward: 
	Significant Medical History: 
	Seizure Information: 
	Seizure Type, Row 1: 
	Length, Row 1: 
	Frequency, Row 1: 
	Description, Row 1: 
	Last Seizure Date, Row 1: 
	Seizure Type, Row 2: 
	Length, Row 2: 
	Frequency, Row 2: 
	Description, Row 2: 
	Last Seizure Date, Row 2: 
	Seizure triggers or warning signs: 
	º¬Ðß²Ýapp’s response after seizure: 
	Seizure Response – BASIC: 
	Additional Individual º¬Ðß²Ýapp Information: 
	undefined: Off
	Does student need to leave the classroom after a seizure: Off
	If YES, describe process for returning student to classroom: 
	undefined_2: 
	student may return to class as allowed by process above: Off
	Call 911 for paramedics: Off
	Contact school nurse: Off
	Administer emergency medications if indicated below: Off
	Notify parents or emergency contact as listed above: Off
	Notify doctor listed above: Off
	Other: Off
	A “seizure emergency” for this student is additionally defined as: 
	Y  or: Off
	N: Off
	*Medication Name, Y  or N: 
	Dosage and Time of Day Given, Y  or N: 
	Common Side Effects and Special Instructions, Y  or N: 
	Y  or_2: Off
	N_2: Off
	*Medication Name, Y  or N_2: 
	Dosage and Time of Day Given, Y  or N_2: 
	Common Side Effects and Special Instructions, Y  or N_2: 
	Yes_4: Off
	No, If YES, describe magnet use: Off
	Call 911 if still seizing after: 
	VNS swipes  Wait: 
	minutes between swipes  Give: 
	swipes before any emergency medication: 
	Describe any special considerations or precautions: 
	Physician Name: 
	Date: 
	Date_2: 
	Phone Number: 
	Precautions2: 
	Other2: 


