


Training Validation Tool: Seizure Action Plan
Name of Student: _______________________________________ School: _______________________

	Set Up for this student
	Completed

	Review and familiarize self with student’s Seizure Action Plan, Individual Health Plan, and/or Emergency Care Plan.
	

	Review Health Care Provider’s (HCP) order for emergency medication(s) if separate.
	

	Review medication expiration dates before administering.
	



	Procedure During Seizure Event for this student
	Completed

	Protect student from injury during seizure
	

	Do not attempt to restrain student or use force
	

	Ease student down to the floor and place on side with something soft under head (GTC type only).  For Non-GTC type, provide safe space for student to have seizure and guide them from hazards when necessary. (GTC=General Tonic-Clonic seizure type)
	

	Do not place anything in student’s mouth
	

	Monitor and record seizure activity and length
	

	Administer emergency medication per Health Care Provider Order 
	



	In General Call 911 If 
	Completed

	· Seizure lasting longer than ___ minutes (Follow instruction from HCP)
· Pale/gray/bluish color around mouth and nails beds blue or dusty
· Obstruction of airway or no breathing
· No pulse
· First time seizure - student does not have a history of seizures
· Multiple seizures or doesn’t recover (wake) between seizures
· Other specific to this student:
	



	After Seizure Episode
	Completed

	Dispose of used medication device as appropriate
	

	Notify Licensed School Nurse or School Leader of event. Indicate if 911 was called
	

	Notify parent/guardian of student’s seizure activity at school as applicable to this student’s situation and parent preference
	

	Student may return to class if able
	

	Contact parent for medication replacement if needed
	



	Documentation
	Completed

	Document seizure activity as instructed
	

	Document medication administration as instructed
	

	Document 911 call as instructed
	



Other instructions /information specific to this child:  ______________________________________________________
__________________________________________________________________________________________________

Name / title of the person being trained: ____________________________________ Date of training: _____________
Name / title of person who provided training: ________________________________ Date_______________________
Type/s of training:  In-person, virtual, video, other ________________________________________________________
Name and Date of Review/s: __________________________________________________________________________



