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Health Services 

Seizure Assessment Awareness Indicator 

School_________________________ Date _______________ 

Name_______________________      DOB ________________    Gender ☐Male  ☐Female                                          

 1. When was your child diagnosed with seizures?  ________________________________ (yr.)                                           

 2. How often does your child see the doctor regarding the seizures? ______________________                                                             

 3. Date of last seizure? _________________________________________________________                                                                                     

 4. Do you know what type of seizure(s) your child has?  _______________________________ 

 5. Have you ever been told that your child has cluster seizures (one after another)? ☐Yes ☐No                                                                       

 6. Can you list the seizure medications your child takes: 

 (1) _______________ (2) _______________ (3). __________________ (4) ______________                                                                      

 7. Are your child’s seizures well controlled? i.e. <1 per month   ☐Yes    ☐No 

 8. Can you describe what happens during and after your child's seizure?  _________________                                        

        ________________________________________________________________________                                                                                                                                           

 

 9. Do you know what causes seizures for your child? ☐Yes    ☐No  If yes please  describe: 

       _________________________________________________________________________                                                                                                

10. How long does a seizure normally last for your child? ______________________________                                                                                     

11. Does your child have any behavior changes before the seizure? _______   List:    _________                                                                      

12. List the number of seizures that your child has in a Day[  ]    Week[  ]     Month[  ]    Year[  ] 

13. Is there time of day seizures occur for your child?  _ ☐ Yes    ☐No  If yes what time _______                                                                                  

14. Does the school staff need to know anything else about your child’s condition?  

☐No   ☐Yes   _________________________________________________________________                                                                                                              
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Has your child ever been administered Diastat or any other medications to stop a seizure? ☐Yes      

☐No  

If NO report this information to the Clinical Lead or District Nurse. 

When was the last time Diastat or any other medication was given to your child to stop a seizure 

Date____________ Medication(s) _______________________ 

NOTE: Tolerance and toxicity can develop with Diastat. As a result, the medication should not 

be given more than five times per month (or more than once every 5 days). 

Have you noticed that your child experienced any problems breathing, slurred speech, or 

difficulty walking after receiving seizure medication(s)?  ☐Yes ☐No 

If YES report this information to the Clinical Lead or District Nurse. 

How many times has your child been admitted to the hospital to control, manage, or to stop 

seizure activity? ________   Dates _____________________________ 

In the last year, how many times was your child given seizure medication at school to stop a 

seizure? _____________ 

 

Notes: 

 

 

 

 

Can this information be shared with the classroom teacher, teacher's assistant, bus driver and 

any other appropriate school personnel?  ☐Yes    ☐ No 

Parent's signature: ____________________________             Date: ________ 

      


