
	
Seizure	Individualized	Healthcare	Plan	

	
Student: _________________________________Gr/Teacher: __________________DOB/Age:___________ 
Emergency Contact #1: (Name)__________________________________ Phone: ______________________ 
Emergency Contact #2: (Name) __________________________________Phone: ______________________ 
Healthcare Provider (Primary):  __________________________________Phone: ______________________ 
Neurologist:  _________________________________________________Phone: ______________________ 
 
Diagnosis/Condition:  Seizure Disorder            Type:  ____________________________________________ 
Date of last seizure:  _____________________ 
 
Assessment Data:  (Check the student’s signs and symptoms of a seizure) 
☐Loss of consciousness      ☐Aimless wandering                  ☐ Twitching/Jerking of body parts 
☐Falling down                    ☐Fluttering eyelids                     ☐ Loss of control (bladder, bowel, drooling) 
☐Muscle stiffness               ☐Blank stare                               ☐Rhythmic convulsions 
☐Confusion                        ☐Purposeless activity                  ☐ Repetitive acts/movements 
☐Other: ________________________________________________________________________ 
 
Please check any triggers for this student’s seizures: 
☐Bright light/strobe                          ☐Stress                        ☐ Fever 
☐Temperature changes                     ☐Loud noises              ☐Fatigue 
☐Hunger                 ☐Other: ____________________________________________________________ 
 
Current Medications: (Including OTC and alternative meds) 
                 Name                                              Route     Dose        Frequency               Storage 
    ☐Student carries 

☐Back-up medication in clinic 
     

 
     

 
 
 

    

 
Nursing Diagnosis: 

1. Risk for Injury:  Uncontrolled movements during seizure, falls, and/or side effects of 
anticonvulsants. 

2. Potential for deficient knowledge about seizure disorder and its treatment. 
3. Risk for Ineffective Airway Clearance:  Accumulation of secretions during seizure. 
4. Risk for Delayed Development:  Seizures. 
5. Other: _______________________________________________________________________ 
6. Other: _______________________________________________________________________ 

 
Goals:   

1. To reduce physical and/or emotional trauma related to seizures. 
2. To minimize seizure activity. 
3. To promote understanding of seizure and treatment. 
4. Other:  ______________________________________________________________________ 
5. Other:  _______________________________________________________________________ 



 
Student:  ___________________________________________________ DOB: _______________________ 
 
Interventions:                         Not        In 

Met         Met     progress 
Protects student from injury during seizure.  Place on side with something soft under 
head. 
 

   

Do not attempt to restrain student or use force.  Do not place anything in student’s 
mouth. 

   

Administer PRN seizure medication if ordered, and monitor medication(s) for 
currency. 

   

Train staff to provide emergency medication.    

Monitor and record seizure activity and length.    

Call 911 is student is in respiratory distress or seizure lasts ______minutes or longer.    

*Develop and implement an Emergency Care Plan (ECP) and distribute to staff 
responsible for student, including transportation if student rides the bus. 

   

Other: 
 

   

Other: 
 

   

*Attach Emergency Care Plan 
 
Student Outcomes: 

1. Student will be physically and emotionally free from trauma related to seizures. 
2. Student will experience minimal seizure activity. 
3. Student will improve or maintain understanding of seizure disorder and self-management. 
4. _____________________________________________________________________________ 
 
5.  _____________________________________________________________________________ 

 
 
RN Signature: ____________________________________________  Date: ______________________ 
 
Parent/Guardian Signature: __________________________________________  Date: _________________	


