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                            Form 13: SEIZURE RECORD       
                                   MEDICATIONS  
Date            Name of RX  Dose Time 

 

 

   

  

 

   

 

 

   

 

 

   

Student Name_______________________________ Date of Birth__________________ 

 

School Site _________________________________Teacher Name _________________ 

 
NOTE: CALL 911 and notify nurse if there is a change in the duration, frequency, or pattern of the seizures.  Notify nurse immediately if seizure last more than 5 minutes, if there is a  

impairment of breathing, or if a child continues to go in and out of seizures. 
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