APPENDIX 1

ADMINISTRATION OF ………………………………….. IN SCHOOL

Joint epilepsy council

Individual care plan to be completed by or in consultation with the medical practitioner

(Please use language to the lay person)

Name of pupil or student  ……………………………………..   Age ………………………………...

Seizure classification and/or description of seizures which may require …………………. (Record

all details of seizures eg. Goes stiff, falls, convulses down both sides of body, convulsions last three

minutes etc. Include information re triggers, recovery time etc.  If status epilepticus, note whether  it is

convulsive, partial or absence)

i.

…………………………………………………………………………………………………………….

…………………………………………………………………………………………………………….

Usual duration of seizure?  ………………………………………………………………………………

ii 

…………………………………………………………………………………………………………….

…………………………………………………………………………………………………………….

Other useful information

…………………………………………………………………………………………………………….

…………………………………………………………………………………………………………….

TREATMENT PLAN

1.
When should …………………….. be administered?  (Note here should include whether it is 


after a certain length of time or number of seizures)


…………………………………………………………………………………………………….

2.
Initial dosage: how much ………………… is given initially?  (Note recommended number 


of milligrams for this person)


…………………………………………………………………………………………………….

3.
What is the usual reaction(s) to ………………………….


…………………………………………………………………………………………………….

All occasions when ……………………….. is administered must be recorded (see overleaf)

…………………………………………………………………………………………………………….

This plan has been agreed by the following:

Prescribing Doctor  ……………………………………………………………………………………..

(block capitals)

Signature   ………………………………………………..                        Date  ………………………...

Authorised person/s trained to administer ………………………..

	NAME:

(block caps)


	Signature:
	Date:

	NAME:

(block caps)


	Signature:
	Date:

	NAME:

(block caps)


	Signature:
	Date:

	PUPIL (if sufficiently mature)

(block caps)


	Signature:
	Date:

	PARENT/GUARDIAN

(block caps)


	Signature:
	Date:

	EMPLOYER OF THE PERSON(S)

AUTHORISED TO ADMINISTER ………………………..

(block caps)


	Signature:
	Date:

	HEAD OF UNIT/SCHOOL

(block caps)


	Signature:
	Date:


This form should be available for review at every medical review of patient

Copies to be held by  ________________________________________________________________

Expiry date of this form  ____________________________________________________________

Copy holders to be notified of changes by  ______________________________________________

Headteacher

________________________________________________________________
Reviewed January 2008
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