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Seizure Care Plan Request Form 
 
Child’s name:  
 
Child’s date of birth: 
 
 
The child listed above attends our child care or early learning program. We have been 

informed that they have been diagnosed with a seizure disorder. 
 
 
Child Care Program Director:  
 
Child Care Program: 
 
Mailing Address:  
 
Phone Number: 
 
Fax Number: 
 
 
Healthcare Provider: As a licensed child care program, we are required to meet state 
licensing standards (WAC 110-300-0215 and 110-300-0300). Please complete the 
following Seizure Action Plan and, if necessary, a Medication Authorization Form. We 
need to know what the child’s seizure triggers are, seizure-specific symptoms, how to 
care for them during a seizure, and how to identify and respond to a seizure emergency.  
 
 
 
 

By signing below, I give permission to my child’s healthcare provider to release the 
information requested above to my child care program. 

 
Parent or Guardian Name (Printed): 
 
Parent or Guardian Signature: 
 
Date: 
 
Parent or Guardian Phone Number:  



	

_________________________________________________________________________
_________________________________ 	  _________________________

_ _____________________________________________________________________________________

_________________________________________________________________________
 _________________________________ 	 _________________________

_ _____________________________________________________________________________________

_________________________________________________________________________
_________________________________ 	  _________________________

_____________________________________________________________________________________

— ——————————————————————————————————————————————————— ————————————————————

— —————————————————————————————————————————————————— — —————————————————————

————————————————————————————————————— — —————————————————————


	F   _ ______________________________

	F  _ __________________________________________

	F  _________________________________________________

SEIZURE ACTION PLAN (SAP)

	F

	F

	F

	F

	F

	F _ _____________________
	F ______________________________________

	F

	F

	F

	F

	F

	F

	F

	F

Name: Birth Date:

Address: Phone:

Emergency Contact/Relationship Phone:

Seizure Information
Seizure Type How Long It Lasts How Often What Happens

How to respond to a seizure (check all that apply) 
First aid – Stay. Safe. Side. Notify emergency contact at 

Give rescue therapy according to SAP  Call 911 for transport to 

Notify emergency contact  Other

First aid for any seizure
STAY calm, keep calm, begin timing seizure

Keep me SAFE – remove harmful objects, 
don’t restrain, protect head 

SIDE – turn on side if not awake, keep airway clear, 
don’t put objects in mouth

STAY until recovered from seizure

Swipe magnet for VNS

Write down what happens 

Other 

When to call 911
Seizure with loss of consciousness longer than 5 minutes, 
not responding to rescue med if available 
Repeated seizures longer than 10 minutes, no recovery between 
them, not responding to rescue med if available
Difficulty breathing after seizure 
Serious injury occurs or suspected, seizure in water 

When to call your provider first
Change in seizure type, number or pattern
Person does not return to usual behavior (i.e., confused for a 
long period) 
First time seizure that stops on its’ own
Other medical problems or pregnancy need to be checked

When rescue therapy may be needed:
WHEN AND WHAT TO DO 
If seizure (cluster, # or length)
Name of Med/Rx How much to give (dose)
How to give

If seizure (cluster, # or length)
Name of Med/Rx How much to give (dose) 
How to give

If seizure (cluster, # or length)
Name of Med/Rx How much to give (dose)
How to give 



Seizure Action Plan continued

Care after seizure
What type of help is needed? (describe) _ _______________________________________________________________

When is person able to resume usual activity?____________________________________________________________

———————————————————————————————————————  ————————————————————————————

— ———————————————————————————————————————— ————————————————————————————

— —————————————————————————————————————  ———————————————————————————

— —————————————————————————————————————————— ————————————————————————————

———————————————————————————————————————————————————— — —————————————————

————————————————————————————————————————————————— — ————————————————— 	

    

_ _________________________________________________________________________________________________

Special instructions 
First Responders:

Emergency Department: 

Daily seizure medicine
Medicine Name Total Daily Amount Amount of  

Tab/Liquid
How Taken 

(time of each dose and how much)

Other information
Triggers: 

Important Medical History ________________________________________________________________________________________________________

Allergies _______________________________________________________________________________________________________________________

Epilepsy Surgery (type, date, side effects) _________________________________________________________________________

Device:    VNS     RNS     DBS    Date Implanted _______________________________________________________________

Diet Therapy    Ketogenic     Low Glycemic     Modified Atkins    Other (describe) ____________________________________

Special Instructions: __________________________________________________________________________________________

_______________________________________________________________________________________________

Health care contacts

Epilepsy Provider: Phone:

Primary Care:  Phone:

Preferred Hospital: Phone: 

Pharmacy:  Phone:

My signature  Date

Provider signature  Date

Epilepsy.com
©2020 Epilepsy Foundation of America, Inc.
Revised 01/2020   130SRP/PAB1216

__________________________________________________________________________________
_______________________________________________________________________________________________

____________________________________________________________________________
_______________________________________________________________________________________________

http://Epilepsy.com

	Seizure Care Plan Request Form 
	SEIZURE ACTION PLAN (SAP)
	Seizure Information
	How to respond to a seizure (check all that apply) 
	First aid for any seizure
	When rescue therapy may be needed:
	Care after seizure
	Special instructions 
	Daily seizure medicine
	Other information






Accessibility Report





		Filename: 

		06b_Seizure-Care-Plan-Request-Form.pdf









		Report created by: 

		Jeff Howcroft, CEO, jhowcroft@accpdf.com



		Organization: 

		Accessible PDF INC







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Name: 
	Birth Date: 
	Address: 
	Phone: 
	Emergency ContactRelationship: 
	Phone_2: 
	Seizure Type How Long It Lasts How Often What HappensRow1: 
	Seizure Type How Long It Lasts How Often What HappensRow1_2: 
	Seizure Type How Long It Lasts How Often What HappensRow1_3: 
	Seizure Type How Long It Lasts How Often What HappensRow1_4: 
	Seizure Type How Long It Lasts How Often What HappensRow2: 
	Seizure Type How Long It Lasts How Often What HappensRow2_2: 
	Seizure Type How Long It Lasts How Often What HappensRow2_3: 
	Seizure Type How Long It Lasts How Often What HappensRow2_4: 
	Seizure Type How Long It Lasts How Often What HappensRow3: 
	Seizure Type How Long It Lasts How Often What HappensRow3_2: 
	Seizure Type How Long It Lasts How Often What HappensRow3_3: 
	Seizure Type How Long It Lasts How Often What HappensRow3_4: 
	Seizure Type How Long It Lasts How Often What HappensRow4: 
	Seizure Type How Long It Lasts How Often What HappensRow4_2: 
	Seizure Type How Long It Lasts How Often What HappensRow4_3: 
	Seizure Type How Long It Lasts How Often What HappensRow4_4: 
	Notify emergency contact at: 
	Call 911 for transport to: 
	Other: 
	Write down what happens: 
	Other_2: 
	If seizure cluster  or length: 
	Name of MedRx: 
	How much to give dose: 
	How to give: 
	If seizure cluster  or length_2: 
	Name of MedRx_2: 
	How much to give dose_2: 
	How to give_2: 
	If seizure cluster  or length_3: 
	Name of MedRx_3: 
	How much to give dose_3: 
	How to give_3: 
	FirstAid-Stay: Off
	GiveRescueTherapy: Off
	NotifyParentGuard: Off
	ContactSchoolNurse: Off
	Call911: Off
	OtherFirstAid: Off
	What type of help is needed describe: 
	When is person able to resume usual activity: 
	First Responders 1: 
	FirstResponders2: 
	Emergency Department 1: 
	EmergencyDepartment2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_4: 
	Triggers: 
	Date Implanted: 
	Other describe: 
	Special Instructions 1: 
	SpecialInstructions2: 
	Epilepsy Provider: 
	Phone_3: 
	Primary Care: 
	Phone_4: 
	Preferred Hospital: 
	Phone_5: 
	Pharmacy: 
	Phone_6: 
	Date: 
	Date_2: 
	Childs name: 
	Childs date of birth: 
	Child Care Program Director: 
	Child Care Program: 
	Mailing Address: 
	Phone Number: 
	Fax Number: 
	Parent or Guardian Name Printed: 
	Date_3: 
	Parent or Guardian Phone Number: 
	000: Off
	001: Off
	002: Off
	003: Off
	004: Off
	005: Off
	006: Off
	007: Off
	008: Off
	009: Off
	010: Off
	011: Off
	012: Off
	013: Off
	014: Off
	53466: Off
	89999: Off
	Important Medical History: 
	Epilepsy Surgery type date side effects: 
	Allergies: 


