		  	         Seizure  Questionnaire 

The following information is helpful to your child’s school nurse in determining any special needs for your child.  Please answer the questions to the best of your ability.  If you desire a conference with the school nurse, please call for an appointment.  

Student's Name:_______________________________________Grade_______________Teacher_________________

Parent/Guardian's Name:____________________________________________Phone Number____________________

Parent/Guardian’s Name:____________________________________________Phone Number____________________

Emergency Contact:________________________________________________Phone Number____________________

History:

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

2.  What might trigger a seizure in your child?  ____________________________________________________________

     ______________________________________________________________________________________________

3.  Are there any warnings and/or behavior changes before the seizure occurs?       _______ YES         _______ NO
    
     If YES, please explain:  ___________________________________________________________________________

4.  When was your child’s last seizure?  _________________________________________________________________

     ______________________________________________________________________________________________

5.  Has there been any recent change in your child’s seizure patterns?                    ________YES        ________NO

     If YES, please explain:  ___________________________________________________________________________

     ______________________________________________________________________________________________

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

     ______________________________________________________________________________________________

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

8.  My child wears medical identification?   			       _______YES            _______ NO   
 
9.  My child understands what seizures are and what causes them?              _______YES            _______NO    

10.  My child knows when a seizure may happen?		                        _______YES           _______ NO    

11.  You would describe your child’s seizures as:     


_____ Grand Mal (tonic-clonic)  Muscles tense, body rigid, followed by a temporary loss of consciousness and sking of    
            entire body.  Usually lasts 2-5 minutes.          


_____ Petit Mal (absence seizures) Staring spells. May drop object he/she is holding or may stumble momentarily. 
           Usually last 2-5 minutes.


_____ Psychomotor Some degree of impairment of consciousness, may be accompanied by automatic movements like lip    
          smacking, roaming, and non-goal oriented activity.


_____ Other (describe) _____________________________________________________________________________

 ________________________________________________________________________________________________

_________________________________________________________________________________________________

12.  What medications are prescribed for your child’s seizure disorder?  

        Medication
      Date Started
          Dosage
           Time
Possible Side Effects


























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

_________________________________________________________________________________________________  

_________________________________________________________________________________________________   


14.  Please provide any other information that may be helpful to the school nurse.  _______________________________

 ________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________   


15.  Special instructions from your child’s physician.  ______________________________________________________

_________________________________________________________________________________________________  

_________________________________________________________________________________________________

_________________________________________________________________________________________________




























____________________________________________________      __________________________________________
                                    Parent Signature					   	     Date
	


Student __________________________________________ Grade __________ School Year ____________________


      Nursing Diagnosis
          Expected Outcome
           Implementation
Potential for injury/trauma related to loss of consciousness during seizure.









Student will experience no injury during seizure activity while at school.
Do not restrain movements during seizure.
Do not leave student unattended during seizure.
Move surrounding objects to avoid injury.
Do not place anything between the teeth or give anything by mouth during seizure.


Staff will follow seizure treatment 100% of the time (refer to IHP)

Potential for aspiration.
Potential for ineffective breathing pattern related to seizure.







Student will not aspirate during seizure.  
Student will maintain open airway during seizure.
Turn student to left side in case of vomiting or signs of impaired airway while lying supine.
Potential self-esteem disturbance related to repeated negative interpersonal experiences. 








Provide privacy for student during seizure episode. 

Allow only necessary staff to be present during seizure episode.


Knowledge deficit related to age.







Student will gain knowledge of disease process. 
Encourage student to talk about his/her seizure disorder and learn new facts. 
Help student research new facts.
Encourage parents to share knowledge with student.





Prepared by:   _______________________________________________________ Date _________________________


