
School District Name Here
Sample Seizure Disorder - Emergency Care Plan
	Name:
	DOB:

	Teacher/Grade/HR:
	Date:

	Emergency Contact Information	Comment by Andrea Vink: Would it be important to include when to contact the parent/guardian?  (Some parents don’t feel notification is necessary after each seizure, as some children have frequent seizures.)

	Name
	Relationship
	Phone number

	
	¨ Parent/Guardian
 Other: _____________________
	

	Seizure Information

	Type
	Duration
	Frequency
	Description of What Happens

	
	
	
	

	
	
	
	


Student-specific seizure triggers: __________________________________________________________________________________________
Student-specific symptoms (aura) that signal a seizure may be coming: __________________________________________________________________________________________________________________
	Check Student Specific Signs and Symptoms 	Comment by Andrea Vink: Should this be specific to the student?  	Comment by Ann Lanoue: I think that it can be student specific under other - I would shift the columns and make that space larger	Comment by Karen Hollowood: One box for symptoms

	 Confusion
 Difficulty talking
 Convulsions
 Staring
 Rigid/tense muscles
 Change in skin color
 Loss of awareness         

	 Unable to see /hear
 Repeated eye blinking
 Feeling of panic, fear, or impending doom
 Unable to swallow, drooling
 Tremors, twitching, or jerking movements
 Lip smacking or chewing movements
 Other (Specify)___________________________________
______________________________________________________


Emergency Medication ordered: ¨Yes   ¨No                        Medication location: _______________________                       	Comment by Andrea Vink: It might be a good idea to indicate that it is, not only ordered, but available at school and when it should be administered (seizure lasting longer than 3 minutes…) …??	Comment by Melissa Trau: This information was not included here because this document will be used by unlicensed personnel. Knowing this do you still want that information to be included?
Emergency Seizure Medication can only be administered by appropriately licensed health professionals. 
	Take these Actions	Comment by Andrea Vink: Should there be a place to indicate “other” actions which are specific to the student?

	· Contact nurse at: _______________________	Comment by Janet Fitzpatrick: If no nurse available call 911 removed per Karen’s comment
· Keep student safe; remove harmful objects from area and protect head.
· Do not restrain or put objects in mouth. Turn on side if not awake and aware.
· Stay with the student.
· *Student has Vagal Nerve Stimulator: ¨Yes   ¨No 
*Unlicensed personnel may use if trained by RN/PA/NP/physician

	Call 911 if: check all that apply

	¨ Seizure with loss of consciousness longer than ____minutes, not responding to rescue medication.	Comment by Ann Lanoue: Would leave this blank so it can be student specific and the nurse can fill it in, it might not be five minutes but three 
¨ Student has repeated seizures without regaining consciousness.
¨ Student injury has occurred or suspected, or seizure occurred in water.
¨ Student is having difficulty breathing after the seizure.
¨ Other: ____________________________________________________________________________



	School Nurse (RN) Name & Date:
	Copy to Parent (Optional) ¨	Comment by Ann Lanoue: Wondering if parent signature should not be optional. The parent should participate in the development of the care plan and aware of it, so everyone is on the same page and that they are aware this will be shared with the child’s teachers etc.	Comment by Karen Hollowood: Parent not required to sign an ECP.  Nurse also does not have to sign this.
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