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Health Forms for Students  

with Seizures (Epilepsy)  
Please complete packet and return to your child’s school nurse. 

What is in this packet? 

 
1) STUDENT SEIZURE HISTORY – for parent to describe student’s seizure history and list current 

medications.  

 

2) MEDICATION AUTHORIZATION FORM / GENERAL MEDICATION FORM  

 Guidelines for Medications at School – on page 2 of Medication Authorization Form 

 Most oral seizure medications can be given at home before or after school, but if an oral seizure 

medication must be given at school, please complete this form 

 Must be signed by parent and Health Care Provider (HCP) 

 Signed form and medication should be brought to school by a responsible adult 
 

3) SEIZURE EMERGENCY ACTION PLAN  

 Your Health Care Provider’s Seizure Action Plan form works or you may use the school’s Seizure 

Emergency Action Plan included in this packet. 

o Please include any current emergency seizure medications needed for school, i.e. nasal Versed 

(midazolam) or rectal Diastat (diazepam). 

o Please complete the Medication Authorization Form / General Medication Form (above) if an 

oral seizure medication cannot be given at home before or after school.  

 

4)   VAGAL NERVE STIMULATOR (VNS) / DIASTAT® / VERSED MEDICATION/TREATMENT 

AUTHORIZATION FORM  -  Please have this form completed and signed by your Health Care Provider if 

applicable; and return form to the school nurse each school year.  

 

5) AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

 

 

 

 

 

Questions? - Please call your school nurse 
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STUDENT SEIZURE HISTORY 
 
Parent, please complete information below so your school nurse can provide care and create an Emergency Action Plan 

for your child, if needed.  Please return this form to your school nurse.   

 

CONTACT INFORMATION: 

Student’s Name: __________________________________________Date of Birth: ____________School Year:_______ 

School: __________________________________Grade: ________________Homeroom: ________________________ 

Parent/Guardian Name: _______________________________________Email: ________________________________ 

Parent Guardian Tel: (H) _______________________(W) _______________________(C) _______________________ 

Neurologist:______________________________________________________________Tel: ____________________ 

Primary Care Doctor: ______________________________________________________ Tel: ____________________ 

Significant medical history or conditions: _______________________________________________________________ 

SEIZURE INFORMATION: 

1. When was your child diagnosed with seizures or epilepsy?______________________________________________ 

2. Seizure Type(s) 

Seizure 

Type(s) 

Length Frequency Description 

    

    

3. What might trigger a seizure in your child?         

4. Are there any warnings and/or behavior changes before the seizure occurs? No Yes 

 If YES, please explain: ___________________________________________________________________ 

5. When was your child’s last seizure? ____________________________________________________________ 

6. Has there been any recent change in your child’s seizure patterns?   No Yes 

If YES, please explain: ___________________________________________________________________ 

7. How does your child react after a seizure is over?        

8. How do other illnesses affect your child’s seizure control?        

9. Describe what constitutes an emergency for your child? (Answer may require consultation with treating physician 

and school nurse).___________________________________________________________________________  

10. Has child ever been hospitalized for continuous seizures?    No  Yes 

If YES, please explain:            

SEIZURE MEDICATION AND TREATMENT INFORMATION 
11. What medication(s) does your child take?  (Please include prescription emergency rescue medication- ie. Diastat, Versed) 

Medication Date 

Started 

Dosage Frequency and time of day taken 

    

    

    

12. What medication(s) will your child need to take during school hours?      

13. Should any of these medications be administered in a special way?               No       Yes   

 If YES, please explain:           

14. Should any particular reaction be watched for?                   No       Yes  

If YES, please explain:           

15. Any special considerations & safety precautions for school activities: General healthGym/ sports (physical 

activity)  Physical functioning  Learning Field trips  Recess  Bus transportation Mood / coping  

 Behavior  Other Explain: ___________________________________________________________________ 

16. Does your child have a Vagal Nerve Stimulator (VNS)?    No       Yes   

If YES, please describe instructions for appropriate magnet use or include physician’s orders:  

        __________________________ 

I authorize Dayton Public Schools to communicate and share health information with appropriate school personnel to create an 
emergency action plan if necessary and to aid in present and future educational decisions. 

Parent Signature: _________________________________________Date: ____________Date Updated: ________ 

Reviewed by School Nurse: ________________________________ Date: ____________ 
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Guidelines for Medications at School 

 DPS has one Medication Authorization form for all medications—oral, injectable, emergency 

(ex. Epinephrine Auto-Injector, asthma inhalers), and student self-carry medications. 

 Any student needing to take medication during school hours must have a Medication 

Authorization form completed and signed by the parent and physician/prescribing healthcare 

provider. 

 All medication must be in the container in which it was dispensed by the pharmacist or healthcare 

provider. 

 The medication and Medication Authorization form must be brought together to the school by a 

parent or responsible adult. 

 School personnel may not give over-the-counter medications unless prescribed by a healthcare 

provider. A Medication Authorization form must be completed and signed. 

 No new medication can be given until the school nurse has reviewed it and checked it in. 

 Routine injectable medication can only be given by a school nurse, parent (or parent- designated 

adult), or self-administered by the student. 

 Changes in medication must be provided by the healthcare provider. 

 Routine daily medication ordered three times a day or less may not need to be taken at school. The 

medication should be given before school, after school and at bedtime unless it is time-specific for 

during the school day. It is best for morning medication to be given at home. 

 All medication orders must be renewed each school year. 

 Parents are notified in writing to pick up all remaining medications at the end of the school year. Per 

DPS policy, any unused medications not claimed by the last day of school each year will be destroyed. 

 Parents will be required to pick up all medications with the exception of inhalers and Epinephrine 

Auto-Injectors that the student already has written permission from their primary healthcare 

provider to carry on him/herself. 
 

 

 

 

 

Original: 2015; Revised: 2015, 2018, 2020 
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Vagal Nerve Stimulator (VNS) / Diastat® / Versed 

Medication/Treatment Authorization Form 
 

Contact Information 

Student’s Name: _____________________________Date of Birth: ____________School Year:_______ 

School: __________________________________Grade: ________________Homeroom: ___________ 

Parent/Guardian Name: ______________________________Email: _____________________________ 

Parent Guardian Tel: (H) ___________________(W) ___________________(C) ___________________ 

Neurologist: ____________________________________________________ Tel: __________________ 

Primary Care Doctor: _____________________________________________Tel: __________________ 

Significant medical history or conditions: ___________________________________________________ 

 

Diagnosis (include type of seizure): ______________________________________________________ 

 

Medication/Treatment Order(s): 

 Vagal Nerve Stimulator (VNS):  

 Swipe VNS magnet at onset of seizure 

 If seizure continues, swipe VNS every ____ seconds up to ____ times  

 Additional orders: ___________________________________________________________ 
 Diastat®) (diazepam) Rectal Gel 

 Diastat® rectal gel _______ mg 

 For seizure lasting more than _____ minutes.  Give only ____ dose(s) in 24 hours.  

 Additional orders: ___________________________________________________________ 
 Versed (midazolam) Nasal Spray  

 Versed (Midazolam) nasal spray _____ mg  

 For seizure lasting more than _____ minutes.  Give only ____ dose(s) in 24 hours.  

 Additional orders: ___________________________________________________________ 

⊠ Call 911 if: 
 Seizure does not stop by itself or with VNS swipe(s) within _____ minutes 

 Child does not wake up within _____ minutes after a seizure has ended 

 Anytime Diastat® or Versed is given (per Dayton Public School policy) 

Administration to begin ______________________Administration to end __________________ 

List all other medication this child is taking: ________________________________________________ 

Severe adverse reaction to be reported to the physician: _______________________________________ 

Please list any medication allergies: _______________________________________________________ 

Special instructions: ___________________________________________________________________ 

Name of Physician: ___________________________________________________________________ 

Address: _______________________________________________Phone: _______________________ 

Physician’s Signature: ____________________________________ Date: ________________________ 
 

Part II: TO BE COMPLETED BY PARENT OR GUARDIAN AND RETURNED TO SCHOOL 

I request that the above medication be administered to my child according to the instructions provided. I agree to deliver the 

medicine to the school in the container in which it was dispensed by the prescribing physician or licensed pharmacist. I 

grant permission for the school nurse to confer with the above licensed prescriber regarding my child’s health and treatment 

issues as they pertain to the above medication/diagnosis and his/her educational and behavioral management needs. If the 

above information changes, I will submit a revised statement signed by the physician.  

 

**Signature of Parent/Guardian: _________________________________________ Date: __________ 

Address: _____________________________________________________________________________ 

Home Phone: _________________Work Phone:_________________ Cell Phone: __________________ 

 

TO BE COMPLETED BY SCHOOL STAFF: 
(Only the School Nurse or designated trained school staff will administer VNS/Diastat/Versed) 

Person(s) Designated/Authorized for VNS/Diastat/Versed are: ____________________________________ 
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