	Name of Child/Adult:

	Date of Birth:
	School:
	Prescribing Weight: 

(Children)

	
	Residence/Respite:
	

	Seizure Classification /Description 

1. Description of Seizure: (Include what happened before, during and after, description of seizure as observed) 

	2. Usual duration of Seizure: Length of time (Aprox) e.g. 3-5mins. Include usual recovery time

	3. Usual frequency of Seizure: how often seizure occurs e.g. number of times a day, weekly, monthly:

	4. Any triggers, particular environment, usual time:

	5. Current Epilepsy Medication:

	6. Management of Seizure: Any particular way of managing the seizure-

    Specific instructions
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 (To be completed by Staff Team/ Parents/Guardians) 

	                                  Emergency Medication


	To be completed in consultation with prescribing Hospital Consultant or G.P. 

	Name :
	Date of Birth:

	Name of Emergency 

Medication:     
                   
	Seizure Phase -Ist  Line


	Prolonged Phase -2nd Line
         (Subsequent Dose)

	
	Aura
	Initial Dose
	

	
	
	
	

	Dose to be administered:
	
	
	

	Route of Administration:
	
	
	

	Criteria for administration:
	Administered when:
	Administered when:
	Administered when:

	Additional Instructions:



	Emergency Services should be contacted:          (Please Tick )

	· If it’s the person’s first seizure

· If the seizure lasts longer than 5mins

· Or longer than is normal for the person


	· If one seizure follows another without the person regaining consciousness
· If the person is injured during the seizure

· If the person needs medical attention

	Does the person have to be hospitalised for the first dose of this medication?

                      Yes/No ____________________ (Signature of Hospital Consultant /G.P.)

	If there are difficulties in the administration of _______________ what action should be taken?

	Precautions: Are there any circumstances under which this emergency medication should not be given?

	Prescribed By:  _____________________                 Date:  ______________________                     

Review Date:    _____________________


(To be completed by Hospital Consultant OR G.P.)
	In the event of a Seizure Please Contact/ Inform: 

	Parent/Guardian/ Advocate: 
	Mobile No:

	Line Manager:   
	Mobile No

	Medical Practitioner:
	Contact No:

	Other:
	Contact No:

	

	Authorised Staff trained to Administer Emergency Medication in the event of Seizures:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	Print Name                                                  Trained                   Signature:

                                                                                                    Date:

	This Plan Has Been Agreed By:

Hospital Consultant / G.P.

(Signature)                                                                                                                                          

______________________________

Date: _________________

Person/ Parent/ Guardian:  (Signature)           

_____________________________

Date: _________________

Area Manager /School Principal/Clinic Manager)

(On behalf of the organisation ) 

______________________________

Date: _________________

Please Note:

ONLY Authorised, trained staff, currently certified are covered to administer Emergency Medication. (Staff must be re-certified every 2 years)



	This Plan should be available for examination at every medical review for this person.

Copies to be held by: _______________________          Plan Review Date: ________________________
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	Date
	Recorded By:
	Type of Seizure
	Length & /or number of Seizures


	First Line

Initial Dose (or Aura)
	Outcome: Full Recovery
                 Ambulance
	Second Line ( If Any)

Subsequent Dose
	Outcome
	Observations:
	Parent/ Guardian Informed
	Medical Practitioner informed
	Other Information
	Re- Order Emergency Rescue Medication
	Name of Person 

Re-ordering
	Date & Signature
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