MAMARONECK UNION FREE SCHOOL DISTRICT

PARENT SEIZURE INFORMATION FORM

Dear Parents/Guardians:

[bookmark: _GoBack]Please complete the information below and return it to the Health Office as soon as possible. If any changes occur during the school year, please notify the School Nurse.

Name of Student: __________________________________		Grade: ____________________
_____________________________________________________________________________________
General History:
· How old was your child when he/she experienced their first seizure? _____________________________________
· How did you know your child was having a seizure?  What symptoms did they exhibit? _______________________ _____________________________________________________________________________________________
· Date of most recent seizure: ______________________________ Date last seen by doctor: ___________________
· How often does your child have seizures? ___________________________________________________________
· Does he/she experience an aura?  If yes, please explain. No: ___ Yes:______________________________________
· Do you know why your child has seizures?
___ Epilepsy	___ Injury or trauma to the head 	___ Infection	___ Brain tumor	___ High fevers	___ Stroke ___ Unknown	___ other: ________________________________________________________________________
· How do you know your child is having a seizure now? What symptoms do they exhibit? ______________________ _____________________________________________________________________________________________
· How long do the seizures usually last? ______________________________________________________________
· What happens to your child after he/she has a seizure? ________________________________________________
· Has the doctor given a name to the type of seizure your child has? No:  ___ Yes (Name): ______________________
· Are there any restrictions because of his/her diagnosis of seizures (i.e. driving, swimming, biking)? If yes, what are the restrictions? None: ___ Yes: ___________________________________________________________________
· Medications child takes at home for seizures:
Name 					Dose 			How often
______________________________	__________________	_____________________________________
______________________________	__________________	_____________________________________
Side effects of medication that your child experiences: _________________________________________________
· Following a seizure have you ever had to:
___ Give Rectal Diastat?		___ Call 911 for transport to the hospital?
· Additional information/instructions: ________________________________________________________________
Thank you for help in providing the best care for your student.

Signature of Parent/Guardian: ______________________________________	Date: ________________
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