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FVSRA Seizure Information Sheet 
Please complete this form if the participant experiences seizures, and return a signed copy of the participant’s seizure plan from 
his/her doctor if applicable.  Please update this form whenever there is any change with the seizure plan, medications, seizure 
activity or with any of the information that is provided below.   
 
Date: ___/___/___   Participant’s Name:      Date of Birth:     
Parent/Guardian Name:    Tel. (H):    (W):   (C):   
Other Emergency Contact:   Tel. (H):    (W):   (C):    
Participant’s Primary Care Physician.:      Tel:      
 

1. Does the participant have a Seizure Plan from a medical professional? YES / NO  
*If yes, please turn in the Seizure Plan with this Seizure Information Sheet 
 

2. Current Medication for Seizures: 
Medication Dosage Frequency and time of day taken Possible side effects 
    
    
    

Please note: FVSRA is unable to administer rectal Diastat or other suppositories.  
 

3.  Seizure Type(s): Please be as descriptive as possible. Be sure to include the “typical” post seizure condition. 
Seizure Type Length Frequency Description 

    
    

 
4. What was the date of the participant’s last seizure? _______/_______/_______ 
5. How long was the longest seizure? ____________________________________________________ 
6. Are there any symptoms/triggers/auras prior to the onset of the seizure? (i.e. smells, stomach pain, fear, sounds) 

               
 

7. What emergency/rescue seizure medications are prescribed for the participant?  
Medication Dosage Administration Instructions (timing* & method**) What to do after administration: 
    
    

*After 2nd or 3rd seizure, for cluster of seizure, etc. ** Orally, under tongue, etc. 
Please note: FVSRA is unable to administer rectal Diastat or other suppositories. 

 
8. Please list the necessary steps you would like FVSRA to take in the event of a seizure: 

 Call 911 for a seizure lasting more than _____ minutes _____ seconds. (*Please note:  FVSRA’s policy is to call EMS 
after 5 minutes of continuous seizure activity.) 

                
                

 
9. Does the participant have a Vagal Nerve Stimulator?  YES / NO 
If YES, please describe instructions for appropriate magnet use and where the magnet is kept when not in use (i.e. participant’s 
pocket, with FVSRA staff etc.) 

              
               
 

10. Is there any other information that FVSRA should know about?  
              
               

 
Please return this completed form, and a signed seizure plan/care plan from the doctor if applicable, along with your 
Registration Form to the FVSRA office. 
Name of Person Completing this form:            
Relationship to Participant:              
Signature:          Date:        


