SEIZURE EMERGENCY CARE PLAN/504 PLAN

	Student Name:
	Grade/Teacher

	Health Care Provider:
	Hospital Preference


MEDICAL CONDITION:

MEDICATIONS:

	IF YOU SEE THIS
	DO THIS

	Seizure: 

· sudden cry

· failing down 

· rigidity-stiffness 

· thrashing

· jerking,

· no control of bowel or bladder

· shallow breathing

· lips may be bluish

· short periods of suspended breathing

· white or pink froth from mouth

· gurgling, grunting noises

· vomiting

· temporary loss of consciousness
	· Contact health room.  Stay calm and track time  

· Keep child safe

· Do not restrain

· Do not put anything in mouth

· Stay with child until fully conscious

· Protect head

· Keep airway open/watch breathing

· Turn child on side



	If not breathing after seizure
	Call 911, begin CPR/Rescue Breathing

	Seizure lasts longer than 5 minutes

Repeated seizures without regaining consciousness
	Call 911



	Any injuries
	Provide first aid

Call 911 if needed

	For any seizure or injury
	Contact parents

	
	Contact school nurse

Pager number:

	Expected after seizure care
	Allow student to rest/sleep in private, warm, safe place

Continue to watch student until awakens

Loss of bowel or bladder control – cover, provide privacy

	Complete seizure log (see attached)
	


Nurse Signature______________________________________    
Date_______________________

Parent Signature_____________________________________

Date_______________________

INDIVIDUAL HEALTH/EMERGENCY CARE PLAN

CONTACT INFORMATION

STUDENT:


E-MAIL:
______________________________________

	NAME/Relationship
	#1 PHONE (Type)
	#2 PHONE (Type)
	#3 PHONE (Type)
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