
BALD WINSVILLE CENTRAL SCHOOL DISTRICT

SEIZURE ACTION PLAN

GENERAL INFORMATION

Name DOB _________

Teacher________________________________________Room ___________ Grade _____________

STUDENT ParentlGuardianName________________________________________HomePhone ____________

Address________________________________________________________Work Phone _____________

PHOTO
Cell Phone _____________

ParentlGuardianName____________________________________________HomePhone _____________

Address ___________________________________________________ Work Phone ____________

Cell Phone _____________

EMERGENCY AND PHYSICIAN CONTACTS

EmergencyContact# 1 ______________________________________ ___________________________ ______________

Name Relationship Phone

EmergencyContact# 2 ______________________________________ ___________________________ ______________

Name Relationship Phone

EmergencyContact# 3 ________________________________________ ____________________________ _______________

Name Relationship Phone

Physicianfor SeizureTreatment _____________

Name Phone

OtherPhysician
Name Phone

Type of seizures:

Signsof seizures:
Somesignsto watchfor include:
> Suddenfallsfor no reason
> Lackofresponsefor briefperiods
> Dazedbehavior
> Unusualsleepinessandirritability whenwakenedfrom sleep
> Headnodding
> Rapidblinking
> Rapidchewing
> Frequentcomplaintsfrom child that thingslook, sound, taste,smellorfeel ‘funny
> Suddenstomachpainfollowedby confusionandsleepiness
~ Repeatedmovementsthat look out ofplaceor unnatural
> Frequentstumblingor unusualclumsiness

Student specific symptoms:



Studentspecific triggers:

Student limitations ordered by physician:

SeizureManagement:

O Medications: _____________________

o VagalNerveStimulator: __________________________________________________________________________

o Other:

GeneralSeizureFirst Aid:

> protecthead

> nothingin mouth

> do not restrain

> providesafeenvironment

> loosentight neckware

• > remainnearbyandsummonhelp

ParentSignature date


