                                            Picture if available

Crivitz School District

HEALTH CARE PLAN FOR THE MANAGEMENT
OF SEIZURES & EMERGENCY ACTION PLAN
Student’s Name: __________________________________Date of Birth:__________________

Teacher: ________________________  Grade: ________  School year: ___________________

Parent(s)/Guardian(s) name(s): ___________________________________________________

Address: ______________________________________  City: ______________  Zip: _______

Home phone: ___________________  Cell: ___________________  Work: _________________

Primary Care Provider: _________________________________  Phone: __________________

Neurologist: __________________________________________  Phone: __________________

MEDICAL INFORMATION:

Please list any allergies your child has: ____________________________________________________
List any other medical problems your child has: ______________________________________________ ________________________________________________________________________________________________________________________________________________________________________

Will your child need to take any medication at school?     ⁯ Yes          ⁯ No
If yes, complete an “Authorization to Administer Prescribed Medication” form.

List ALL medications your child takes.

	Name of medication 
	What is medication for?
	Possible side effects of medication 

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	


SPECIAL CONSIDERATIONS AND SAFETY PRECAUTIONS: (Check all that apply and describe the impact on your child)

⁭ General Health: _____________________
⁭ Gym/sports: ______________________

⁭ Physical functioning: _________________
⁭ Recess: _________________________

⁭ Learning: __________________________
⁭ Bus transportation:_________________

⁭ Behavior: __________________________
⁭ Other: ___________________________

⁭ Mood/coping: _______________________

 
Field trips: School personnel will notify family of all field trips in advance and will take the following:

1. Cell phone

2. Copy of  Emergency Action Plan

3. Emergency medication

OVER

SEIZURE EMERGENCY ACTION PLAN

Student’s Name: __________________________________________Date of Birth: ________________
SEIZURE INFORMATION: 

	 Seizure Type
	Length
	Frequency
	Describe signs/symptoms usually seen

	
	
	
	

	
	
	
	


· How old was child when seizures started?  ____________________________________________________
· What might trigger a seizure?  ______________________________________________________________
· How does your child act before a seizure? ___________________________________________________
· How does your child act after a seizure? _____________________________________________________
· How do other illnesses affect seizures?  ______________________________________________________
SEIZURE FIRST AID:


Basic Seizure First Aid:
· Stay calm, time the length of seizure

· Keep child safe, protect head and turn child on his/her side

· Keep airway open and watch breathing

· Do not restrain child or put anything in his/her mouth

· Stay with child until fully conscious

· Notify school nurse and parent/guardian
· In addition to Basic Seizure First Aid, what other action should be taken when child has a seizure? ______________________________________________________________________________________    
· Will a change of clothing be kept at school?    ⁭Yes     ⁭No  Where?_______________________________
· Does child have a Vagal Nerve Stimulator (VNS)?   ⁭Yes      ⁭No    If “Yes”, when should magnet be used? ______________________________________________________________________________________

SEIZURE EMERGENCY: 


A seizure is generally considered an emergency when:

· It lasts longer than 5 minutes

· Student has repeated seizures without re-gaining consciousness

· Student has a seizure for the first time
· Student is injured or has diabetes

· Student has breathing difficulties


A seizure emergency for this child is: ________________________________________________________
 
______________________________________________________________________________________


Seizure Emergency Protocol:

· Administer emergency medication listed below (staff trained to give this emergency medication: School Nurse and________________________________________________________________)
 
· Call 8-911 for assistance/ transport



  

· Notify parent/guardian

EMERGENCY MEDICATION PLAN:


	Medication
	Dose
	Route
	When to use

	
	
	
	

	
	
	
	


The above health care plan for the management of seizures and emergency action plan remains in effect for the current school year unless it is discontinued or changed in writing.


 
Parent/Guardian Signature: _____________________________________   Date:__________

Health Care Provider Signature: __________________________________   Date:__________

