
  

Nf FSUNEAnon SEIZURE ACTION PLAN (SAMPLE) 
Effective Date 

THIS STUDENT IS BEING TREATED FOR A SEIZURE DISORDER. THE INFORMATION BELOW SHOULD ASSIST YOU IF A 
SEIZURE OCCURS DURING SCHOOL HOURS. 

Student’s Name: Date of Birth: 

Parent/Guardian: Phone: Cell: 

Treating Physician: Phone: 

Significant medical history: 

arate ae ewe 
Seizure Type Average length 

  

  

  

Description 

  

  

        
  Average frequency: 
Seizure triggers or warn


