
Ridgefield Public Schools 
 

Student Seizure Information Form 

Form H-11 

Parent Form 
 
Student’s Name _______________________________________ ____________ 
DOB __________ Grade ______________ School Year ___________________ 
Address _________________________________________________________ 
________________________________________________________________ 
Parent’s Names ___________________________________________________ 
________________________________________________________________ 
Parent’s Daytime Phone:  Mother _____________________________________ 
Father ___________________________________________________________ 
Emergency Contact # 1 Name______________________________ Relationship ____________ Phone ______________ 
Emergency Contact # 2 Name______________________________ Relationship ____________ Phone ______________ 
Emergency Contact # 3 Name______________________________ Relationship ____________ Phone ______________ 
Health Care Provider: _____________________________________Phone ____________________________________ 
Seizure Specialist: _______________________________________ Phone _____________________________________ 
 
 
1.  At what age did your child’s seizure activity begin? ______________________________________________________ 
2.  Were there any incidences prenatal, during or after birth that would have suggested cause for seizures? 
     ___ No ___ Yes   If yes, please explain. __________________________________________________________ 
3.  What type of seizures does your child display? 
  Generalized which includes:    Partial which includes: 
  ___ tonic-clonic (grand mal)    ___ complex partial (psycho motor/   
  ___ absence (petit mal)            temporal lobe)                       
  ___ myoclonic      ___ simple partial (jacksonian/ focal 
  ___ clonic             motor) 
  ___ tonic 
  ___ atonic  
4.  What kinds of behaviors are observed during a seizure?  _________________________________________________ 
 
 
5.  How often do the seizures occur? _____________________ How long do they last? __________________________ 
6.  What events might precipitate a seizure? (e.g. noise, blinking lights) _______________________________________ 
 
7.  Was there any aura (visual, auditory or olfactory) present before a seizure? __________________________________ 
8.  Has your child ever experienced a seizure lasting longer than five minutes?  Yes No If so, what intervention  
     was needed? ____________________________________________________________________________________ 
_________________________________________________________________________________________________ 
9.  Has your child ever been hospitalized for seizures?   ___ No  ___ Yes  If yes, when ___________________________ 
10. Are medications needed to control the seizures?  ___ No  ___ Yes  (List below the medications taken) 
 

 Medications Dosage Times Given  

     
     
     

 
11. Will any of these medications need to be given during school hours?  ___ No  ___Yes      If yes, name  
      medication and time to be given ____________________________________________________________________ 
12. Does your child need any special activity adaptations or protective equipment (e. g. helmet) at school? 
      ___ No ___Yes   Please describe. _______________________________________________________________ 
13. How long after a seizure can your child return to his/her normal activity? ____________________________________ 
14.  Would you like to speak with the school nurse?  ___ No  ___ Yes  
 

 
 
 

Place Child’s  
Photo Here 



Ridgefield Public Schools 
 

Student Seizure Information Form 

Form H-11 

Parent and Physician Form 
 

 
Student Name: ____________________________________________________ 
DOB: ____________________ Grade:_____________ School Year: _________ 
Address: _________________________________________________________ 
Parent’s Names: ___________________________________________________ 
Parent’s Daytime Phone: Parent#1: ____________________________________ 
Parent#2:  ________________________________________________________ 
Emergency Contact # 1 Name: ___________________________ Relationship: __________ Phone: ______________ 
Emergency Contact # 2 Name: ___________________________ Relationship: __________ Phone: ______________ 
Emergency Contact # 3 Name: ___________________________ Relationship: __________ Phone: ______________ 
Health Care Provider: __________________________________  Phone: ___________________ 
Seizure Specialist:      __________________________________  Phone: ___________________ 
 
BEHAVIORS INDICATING SEIZURE: 
 
 
Action: NOTE TIME SEIZURE STARTS AND ITS DURATION 
 

1. ________________________________________________________________________________________ 
2. ________________________________________________________________________________________ 
3. ________________________________________________________________________________________ 
4. ________________________________________________________________________________________ 
5. ________________________________________________________________________________________ 
6. ________________________________________________________________________________________ 

 
IF EMS is contacted: give following information in addition to contacts and health care provider information: 
 
Additional Medical Conditions: __________________________________________________________________ 
___________________________________________________________________________________________ 
 
Daily Medications: ____________________________________________________________________________ 
___________________________________________________________________________________________ 

 
FOR STUDENTS WITH KNOWN SERIZRE DISORDER – EMS MUST BE CALLED FOR SEIZURES UP TO OR 
PAST FIVE (5) MINUTES OR SOONER IF PART OF STUDENTS SEIZURE EMERGENCY CARE PLAN. 
 
 
Permission to share information with school personnel (where applicable): 
 

Parent/Guardian____ Principal____ Guidance Dept____ Teachers____ Student____ 
School Nurse ____ Lunch/Recess Paras ____ Cafeteria Staff ____ Bus Company____ 

 
 
 

                _____________________ ____________           ____________________         _____________ 
           Parent Signature        DATE  Physician Signature            Date 
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Ridgefield Public Schools 
 

Student Seizure Information Form 

Form H-11 

 
Student Name: ________________________  Grade/Teacher:__________________________ 
 
Does your child take/use any medication/equipment/supplies for this medical condition at 
home? (YES I NO)( Circle one) 
 
If yes, please list all medications/equipment/supplies used at home: 
 

 

 

 

 

 

 
In the event your child cannot get home due to an emergency, do you wish a supply of the listed 
medications/equipment/supplies be kept at school? (YES I NO) (Circle One) 
 
(Parent to provide equipment/supplies or medication and medication authorization forms for each medication) 
 
 
 
___________________________________    __________________  
 Signature of Parent/Guardian       Date 
 

 
Nurse to complete: 
 
 
 
Medications/Equipment/Supplies received (List): 
 

 

 

 

 

 
 
 
 
___________________________________   __________________   
 Signature of Nurse       Date 



Ridgefield Public Schools 
 

Student Seizure Information Form 

Form H-11 
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