Students with Special Health Care Needs

Grain Valley R-5 School District

Emergency Plan

Seizure Disorder
Student: ______________________​​​​​​​​_____________Grade: ___________Teacher: _________________________
School: ____________________________________School Year: _________Birthdate: ____________________
Preferred Hospital in Case of Emergency: _________________________________________________________

Physician: _______________________________________Physician Phone Number: ______________________

Dentist: _________________________________________Dentist Phone Number: ________________________
Student Specific Emergencies:

	If You See This
	Do This

	Partial Seizures – may produce changes in mood, movement and sensation, but consciousness is impaired.
	Provide reassurance, emotional support.  Call District RN and Parent/Guardian.

	Complex Partial Seizures – Typically produce automatic movements and a period of confusion, person having the seizure is unaware of what he is doing.  Student cannot respond while in the seizure.
	Stay calm, gently direct away form hazards.  Do not restrain.  Stay with student until he is fully recovered.  Help reorient to surroundings.  NOTIFY HEALTH AIDE, DISTRICT NURSES, 911 and PARENT/GUARDIAN IMMEDIATELY.

	Generalized Tonic Clonic – Student has loss of muscle tone, may lose consciousness, falls or slumps, stiffens, and then jerks.  Breathing may be shallow, skin pale or even bluish.  Bladder or bowel control is sometimes lost.  Vomiting may occur at the end of the seizure.
	Stay calm, and reassure the other students.  Protect from nearby hazards.  Turn on side to keep airway clear.  Loosen tight clothing around neck.  Protect head from injury and wait for seizure to end.  DO NOT try to hold tongue.  NOTIFY HEALTH AIDE, DISTRICT NURSES, 911 and PARENT/GUARDIAN IMMEDIATELY.  Please see medications if indicated.

	Student Specific:

	Student Specific Actions:

	Medications taken at home:
(Name of Medications)

	Time, Route, Dosage:

	Medications to be taken at school: 
(Name of Medications)


	Time, Route, Dosage:


Emergency Numbers:
Parent/Guardian Name: _______________________________Home Phone Number: __________________________
Work Phone Number: ____________________________Cell Phone Number: _______________________________
Parent/Guardian Name: _______________________________Home Phone Number: _________________________
Work Phone Number: ____________________________Cell Phone Number: _______________________________

Emergency Contact Name: ____________________________ Home Phone Number: _________________________

Work Phone Number: ____________________________Cell Phone Number: _______________________________

Parent/Legal Guardian Signature: ___________________________________________Date: ___________________

District Nurse Signature: __________________________________________________Date: ___________________

