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ISD 728: Sei Action Pl

School Year: Students Name: Date of Birth: Grade:

Seizure Information (completed by the healthcare provider)

This form provides health care provider authorization for medical treatment to be provided during school hours. The prescribing health care provider is required to complete this document before the
services can be provided. Any alteration of the form invalidates the authorization. The student named in this document is under my medical supervision. | have prescribed the following treatment that
is necessary to be given during school hours for the child’s health or safety. | am also aware that the prescribed tr may be administered by trained non-medical personnel.

Seizure Type:

Date of last Seizure:

Typical seizure (length, frequency, description):

Possible Triggers:

Response after Seizure:

Emergency Response (completed by the healthcare provider)
A seizure emergency for this student is defined as: (please complete)

Seizure Emergency Protocol

Administer Emergency medications as indicated Call 911 when emergency medication(s) are Notify parent/guardian or

below, for seizures lasting longer than __ minutes administered or if student is having difficulty breathing emergency contact
Treatment Protocol During School Hours (completed by the healthcare provider)

Medication Dosage Route Special Instructions

Does the student have a Vagal Nerve Stimulator (VNS)? No Yes

VNS Instructions:

Types of Limitations (completed by the healthcare provider)

No Limitations Physical Education (specify): Playground (specify): Other (specify):

Special Considerations & Safety Precautions (field trips, activities, sports, completed by the healthcare provider)

Healthcare Provider: Phone: Fax:

Healthcare Provider Signature: Date:




Parental/Guardian Release/Request for Action Plan Implementation

1. I request that the above medication/treatment be administered to my child as prescribed by the healthcare provider. | release
school personnel from liability in the event adverse reactions result from taking the medication(s).

2. lunderstand | must provide medication in the original bottle, properly labeled by the pharmacy with the student’s name, date,

dosage, time and directions for administration.

| give permission for the medication(s) to be given by school personnel as delegated by the licensed school nurse.

4. | give permission for the Building Nurse/Licensed School Nurse to consult with my child’s physician about any questions regarding
the listed medication(s) or medical condition(s) being treated. | understand that the school intends to use the requested information
to provide for my child’s health and safety needs while at school. | may refuse to supply the requested personal information. The
consequence for not providing the information may result in that my child will not be able to take medication during school hours
dispensed from the health office. The information | provide will be shared only with staff in the school whose jobs require access to
this information to ensure your child’s safety and school success.

5. If my child has any remaining medication(s) during or at the end of the school year, | authorize Health Services personnel to send it
home with my child. | will notify Health Services if | prefer to pick up the medication(s) at school.

6. | will notify Health Services of any change in the medication(s) i.e. dosage change, medication is discontinued, etc.

| understand that the action care plan may be revoked at any time in writing and expires in one calendar year.

8. | authorize the action care plan to be followed in school.

w

N

Parent/Legal Guardian Signature: Date:

Transportation Information: It is the parents responsibility to notify the transportation company directly of any specific directions for
your child’s care while riding transportation during the school day.

Parent/Legal Guardian Signature: Date:

Emergency Contact Information

Parent/Guardian: Home/Cell: Work:

Parent/Guardian: Home/Cell: Work:

Preferred Hospital:

Emergency Response-school staff

Health Services Assistant (Health office): Licensed School Nurse:
First Aid for Seizure activity: When to Call 911:
STAY calm, keep calm, begin timing seizure ° First time seizure with no known history
Keep SAFE-remove harmful objects, don't restrain, protect e  Seizure with loss of consciousness longer than 3 minutes,

SIDE-turn on side it not awake, keep airway clear, don’t put not respondlr)g to rescue meds f avgllable
e Repeated seizures longer than 30 minutes, no recovery

objects in. mouth, loosen tight.clothing between them, not responding to rescue med if available
STAY until recovered from seizure e Difficulty breathing after seizure

Write down what happens e  Serious injury occurs or suspected, seizure in water
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