MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM
MEDICAL HISTORY and CONSENT

SEIZURE DISORDER
Student: _______________________________ DOB____________ Teacher: ______________ Grade: ________
School: ____________Parent/Guardian & Phone(s): _________________________________________________ 
Physician & Phone: _____________________________________​​​​_________ School Year: ________________
KNOWN ALLERGIES: ____________________________________________________________________
Dear Parent/Guardian:

School records and medical information indicates your child has a seizure disorder.  In order to attend to your child’s health and safety, the school requires a complete medical history.  Please return this form to the nurse as soon as possible.  It will become part of your child’s confidential school health record.  With your written consent, this information will be shared with specific school personnel strictly on a ‘need to know’ basis.  Please keep us informed of any changes in your child’s condition or medication schedule.  Our primary concern is that your child’s healthcare needs are met while in school.
________________________________________________      __________________________________     ____________________

                                  School Nurse                                                                                     Phone number                                             Date

1.     When was your child’s last seizure? How often do they occur? _______________________________________
        When was the last time your child saw the doctor? __________________________________________

        Has your child ever been hospitalized for seizures?  ( No  ( Yes (When?) ________________________

2. Check ( or list your child’s triggers for seizures: 

      (  Missed Medication  ( Lack of Sleep  ( Illness or fever  ( Poor Nutrition  ( Stress

      ( Bright Lights    ( Menstrual Cycle  ( Violent Movements/Fighting  ( Other ____________________
3. Please describe any unusual behavior (if any) before a seizure occurs:_______________________________

4. Describe your child’s typical seizure activity.  Please include usual seizure activity, duration, and part(s) of the body involved in the seizure:_________________________________________________________________________________________________
5. Please check ( the type of seizure disorder your child has: 

     ( Simple Partial    ( Complex Partial  

     ( Generalized Tonic Clonic (Grand Mal)  ( Absence  ( Unknown

6.   Please list the medications your child takes for seizures:

                      Name of Medication                                Dosage                               Time

       __________________________________________________________________________________________
      ___________________________________________________________________________________________
8. List any other medications your child takes?

____________________________________________________________________________________________   

       ____________________________________________________________________________________________

9. List any side effects from the medication(s your child takes)? ______________________________________
______________________________________________________________________________________________
If medications must be given during school hours, an Authorization for Medication form must be completed every school year.  It must be filled out and signed by you and your physician.  Medications used in school must be in the original container.  When you have a prescription filled, ask the pharmacist for two containers; one for school and one for home use.  If your student participates in field trips and needs medication during that time, a separate container may be necessary for that day as well.

CONSENT

Please circle your response and sign: (I do /I do not) give the School Nurse my permission to share information relevant to my child’s medical status with school staff on a “need to know” basis, if she/he determines that this information is necessary to assure my child’s health and safety.

PARENT/GUARDIAN SIGNATURE: _____________________________________ DATE: ____________________

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

SCHOOL EMERGENCY CARE PLAN - SEIZURE
Student: ___________________________ DOB: ____________ Teacher: _____________ Grade: _______

Parent/Guardian & Phone(s): ______________________________________________ School Year: _____________
.    .  

SEIZURE ACTION PLAN:  Follow the attached physician action plan; if not submitted, see First Aid for Seizures from Epilepsy Foundation or Emergency Guidelines for Schools.
	School Responsibilities/Agreements
	Family Responsibilities/Agreements
	Student Responsibilities/Agreements

	1.Staff to recognize symptoms and respond accordingly:  see attached First Aid for Seizures

	1. Provide medication for school site/replace    any expired medication
	1. Report any early warning signs 

	2 Provide safe surroundings during seizure episode to avoid injury

	2.Keep school staff informed of any changes in student condition or medications
	2. Take medication as per physician authorization

	3.  Staff to contact 911/parent/guardian:
	3.  Parent/guardian or designated adult, as noted on emergency contact card, to respond to school when called.  

	

	4. Staff to direct EMS to the emergency:

	
	

	5.  CPR certified staff:

	
	

	6. Substitute teacher instructions:

	
	

	
	
	

	
	
	


________________________________                                                        ___________________

        Parent/Guardian Signature     




                        Date
  ________________________________



        __________________

  Principal or School Administration Designee




          Date


   

    ____________________________


                     _________________
     
                    School Nurse                                                                                                             Date               

MIAMI DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

CONFIDENTIAL INDIVIDUALIZED HEALTH CARE PLAN

SEIZURE DISORDER

Student: _______________________________ DOB____________ Teacher: ______________ Grade: ________

Parent/Guardian & Phone(s): ______________________________________________ School Year: _____________
   Goals:   

1.  Prevent injury during seizure.
NANDA (North American Nursing Diagnosis Association) Nursing Diagnosis: 

Potential for injury (NANDA 1.6.1) related to uncontrolled movements of seizure activity 
	Nursing Intervention Classification (NIC)
	Date
Completed

	Nursing Outcome Classification (NOC)
	Mid/End Year Update

	Protect student during seizure and educate staff in same measures. All staff needs to know appropriate response to student having a seizure to prevent injury. (N.D.1)

	 
	Symptom Control Behavior (NOC)

Scale: 3-Consistently  2-Sometimes  1-Never

__Student will not experience injury during seizure.  (N.D.1)

	


Nursing Evaluations:  (Sign & Date)

Initial Assessment:    ___________________/__/__
Mid Year: ___________________________________/__/___
End Year: ___________________________________/__/___
PRN Update: ___________________________________/__/___              

                Parental approval of student Health Care Plan:

               Signature of parent/guardian: _________________________________ Date:  ______________    

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

GENERAL OBSERVATIONS DURING SEIZURE FOR THE SCHOOL NURSE
      Date:  ___________

      Student: _______________________________ DOB____________ Teacher: ______________ Grade: ________

1. How long was the seizure? ________________________________________________

2. What pre-seizure precipitating event occurred?  ( Bright Lights ( Noise ( Excitement

( Emotional Outburst ( Unknown ( None
3. What behavior changes occurred at onset? _____________________________________

4. What changes of position if any occurred? _______________________________________

5. What color changes occurred? ( Pallor ( Cyanosis ( Flushing

6. What was the position of the mouth? ( Deviating to one side ( Teeth Clenched ( Tongue Bitten ( Frothing at Mouth

7. What was the position of the eyes? ( Straight Ahead ( Deviating upward or outward 

8. Presence and length of stridor or apnea? _________________________________________

9. Involuntary urination? ( Yes ( No

10. Involuntary defecation? ( Yes ( No

11. Deposition of student ________________________________________________________

Narrative Note: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     _________________________________________________________________________________
     _______________________________________________________________________________________ 

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

GENERAL OBSERVATIONS POSTICTALLY FOR THE SCHOOL NURSE
      Date:  ___________

      Student: _______________________________ DOB: ____________ Teacher: ______________ Grade: ________

1. Duration of postictal period? _________________________________________

2. State of consciousness: ( Unresponsiveness ( Drowsiness ( Confusion

Orientation: ( Person ( Place ( Time

3. Motor ability: ( Ability to move all extremities ( Paresis L R ( Weakness L R 

4. Any difficulties in speech? (Yes  ( No

5. Is the student complaining of any pain or discomfort? ( Yes( NO

6. Is there any sensory impairment? ( Yes ( No ( Hearing ( Vision

7. Was the student able to remember a pre-seizure sensation (aura) or warning of attack? ( Yes (No

Physical Assessment:

1. General appearance: ____________________________________________________

2. Level of consciousness: _________________________________________________

3. Vitals: T_____P_______A/P______R______B/P________

4. (Changes in pupil size R_____mm L____mm     ( React to light R_____L_____

5. Breath Sounds:( Rales  (  Rhonchi  (  Wheezes  (  Clear

Narrative Note: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     __________________________________________________________________________________
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