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Seizure Details 
Seizure Type Length of Seizure Frequency 

   

   

   

Seizure Warning(s): 

Response After Seizure (Postictal): 

Medication Management 
Medication Name Dosage and Time of Day Given Side EGects/Special Instructions 

   

   

   

   

Emergency Medication 
Medication Name Dosage Side EGects/Special Instructions 

   

Vagus Nerve Stimulator 

Does the student have 
VNS? 

Yes ______     No  ______ 

If yes, provide magnet instructions: 

Diet Therapy 

Is the student on any diet 
therapy for epilepsy? 

Yes ______     No  ______ 

If yes, provide instructions: 
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