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Comprehensive Family Services, Inc.
EARLY HEAD START AND HEAD START

Serving Rock & Walworth Counties1221 Henry Avenue, Beloit WI  53511
(608) 299-1500   (   Fax: (608) 299-1629

SEIZURE HEALTH SERVICE PLAN

Child’s Name: ___________________________________________________________
     D.O.B. _____/_____/_____
Review only when team members request or when changes to plan are needed                    Review Date: ___________
Parent/Guardian Name: ____________________________________________________
     Phone: __________________

Parent/Guardian Name: ____________________________________________________
     Phone: __________________

Emergency Contact: _______________________________________________________     Phone: __________________

Allergies: __________________________________________________________________________________________

Health Care Provider: _____________________________________________________
     Phone: __________________

Teacher/FRW/FA: ________________________________________________________      CC: _____________________
Seizure Disorder:


Type: ________________________________________________________      Date of diagnosis: ____/____/____

Description: (What should staff be alerted to) ______________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Response:  (How would you like staff to respond?) __________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

	Current Medications:

    Medication(s) Name
	            Dosage Amount
	     Prescribed times to give
	          Dosage Frequency

    (How far apart to be given)

	1. 
	
	
	

	2. 
	
	
	

	3.
	
	
	


Will medication be at school?              Yes              No

If yes, Medication Authorization Form required prior to medication administration. Received:              Yes               No
Bus Rides and/or Field Trips:


Are meds needed for bus rides or field trips?             Yes              No


If yes, designated classroom staff will follow the Medication Administration procedures for administering and monitoring medications while on field trips.

Steps to take during a seizure:

· Stay calm

· Position child on side

· Clear area around child of hazards

· Do not put anything in child’s mouth

· Notify parent/guardian when: 

· Call 9-1-1 if seizure lasts longer than _______________ or child becomes blue or stops breathing.
· Document in medical log

· Notify RSTL who will also notify CDHTL or MH/H Consultant

· Other

Parent Directives:

	Comments:




Contacts:

Name: _______________________________________________________________     Phone: _____________________________

Name: _______________________________________________________________     Phone: _____________________________

Training Needs:


Is specialized training necessary for classroom staff?              Yes           No


If yes, RN Consultant will offer training. Will parent/guardian be available to assist with training in order to individualize and 

               meet child’s health care needs?           Yes           No

All team members should sign. Signature implies understanding of and commitment to carrying out this plan.
	
	
	

	Parent/Guardian Signature                           Date
	
	Health Consultant /Rock Co. School Nurse   Signature                                                                              Date

	
	
	

	Staff Signature                                             Date
	
	 CDHTL/CFHA Signature                                                                                                                          Date


	
	
	

	Team Member Signature                             Date
	
	RSTL Signature                                                Date

	
	
	

	Team Member Signature                             Date
	
	Team Member Signature                                   Date


CC: Parents, teacher file, FRW/FA file                       
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