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SAMPLE FORM FOR THE ADMINISTRATION OF EMERGENCY ANTI-SEIZURE MEDICATION

School System
Name and Address
(To be completed by health care provider)
Please respond to every item on this form. 
	Student Name __________________________________________D.O.B. _____ /_____ / _____                             

                                     Last                      First                       Middle 
Address: _____________________________________________________________________

City:____________________________  State:________________  Zip:__________________ 

List all known medical diagnoses including known allergy information:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Name and purpose of medication:___________________________________________________
Prescribed dosage:_______________________________________________________________
Describe detailed seizure symptoms, including frequency, type, or length of seizures that identify when the administration of the emergency anti-seizure medication becomes necessary: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________
Method of administration:___________________________________________________________
Frequency with which medication may be administered:_________________________________
_________________________________________________________________________________
Circumstances under which medication may be administered:____________________________
__________________________________________________________________________________________________________________________________________________________________
Describe possible side effects and recommended mitigation actions:______________________
__________________________________________________________________________________________________________________________________________________________________
When to call emergency services:____________________________________________________
_________________________________________________________________________________
NOTE: According to California Education Code 49414.7, it is required that 911 be called; however, it is not required that the student be transported by emergency services.
Describe a protocol for observation of the pupil after a seizure, including the recommended duration of observation, whether or not the student should rest in a school office, and whether the student may return to class.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________
Health care provider information:
Name:_____________________________________________ Phone:_________________________ 
Address:________________________________________________________________________
Health Care Provider Signature: __________________________________ Date: _____________
Parent/Guardian Signature: ______________________________________ Date: ​​​​​​​​​​​​​_____________
Home Phone: _____________________________ Work Phone: ____________________________
	Following a seizure, the pupil’s parent/guardian and the school nurse, if a credentialed nurse is assigned to the school district, county office of education, or charter school, shall be contacted by the school or charter school administrator, or if the administrator is not available, by another school staff member to continue the observation plan.
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