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Call us toll-free at 866-SEIZNET (734-9638) 
www.wisconsinseizure.net 

 
 

HISTORY FORM FOR STUDENT WITH SEIZURES 
 

Parent/guardian: This information is very important for the school nurse as plans for your child’s special 
needs are made. If you have any questions about this form, please talk with the school nurse. 
 
CONTACT INFORMATION: 
Student’s name: _________________________________ DOB: _____________  Age: _________ 
Address: ____________________________________________________________________________ 
School: ___________________________ Grade: _________ Teacher: _________ 
Parent/Guardian: _____________________ Home:___________ Work:___________ Cell:___________ 
Other emergency contact: ______________ Home:___________ Work:___________ Cell:___________ 
Primary Care Provider: ____________  Office:___________ Fax:___________ Emergency:___________ 
Neurologist: _____________________ Office:___________ Fax:___________ Emergency:___________ 
 
MEDICAL INFORMATION: 
Please list any allergies that your child has: _________________________________________________ 
Please list any other medical problems that your child has: _____________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Please list any medicines that your child takes (even if they are not given at school): 

Medicine What is medicine for? Possible side effects to watch for 
1.   
2.   
3.   
4.   
5.   

 
Does your child need to take any medicines at school?  Yes  No  
If yes, please complete a School Medication Administration form. 
 
SPECIAL CONSIDERATIONS AND SAFETY PRECAUTIONS (Check all that apply to your child and 
describe how they impact your child.) 

 General health:_________________________ 
 Physical functioning:_____________________ 
 Learning:______________________________ 
 Behavior:______________________________ 
 Mood/coping:___________________________ 

 Gym/sports:____________________________ 
 Recess:_______________________________ 
 Field trips:_____________________________ 
 Bus transportation:______________________ 
 Other:________________________________

 
May we share this information with your child’s teacher?  Yes  No 
 
Parent/Guardian Signature:__________________________________  Date:______________________ 
 
UPDATES TO HISTORY FORM 
Date updated: ____________________________ 
Update: _____________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
Parent/Guardian Signature:__________________________________  Date:______________________ 
 
Date updated: ____________________________ 
Update: ____________________________________________________________________________ 

 



This publication was made possible by a grant from the federal Health Resources and Services Administration 
(#1H98MC03907-02-00), and its contents are solely the responsibility of the authors and do not necessarily 

represent the official views of the HRSA. 
 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
Parent/Guardian Signature:__________________________________  Date:______________________ 


