
 School Plan of Care for Seizures & Medication Administration Consent OCS HR 1270-A 

(A digital copy of this form may be found in the student’s electronic health record & will replace the need for this hard copy form) 

Student’s Name: _____________________________    DOB: _____________   School Year:  20_____ -20_____     
 

Grade: _________   Pediatrician:  ____________________     Neurologist Provider (if different): _______________ 
 

Medication Allergies: _________________________________________________________________ 

Seizure Type & What it looks like: _______________________________________________________________________ 
Describe student’s aura (if applicable):___________________________________________________________________ 
 

 

It is the responsibility of the parent/guardian to provide any needed medications &/or supplies to the school and notify the school of any changes. I 
have read the Owensboro Catholic Consolidated Schools Policies and Procedures on administering medication located in the “Consent & Liability 
Release” section in my student’s Magnus account and understand all its terms.  I execute it voluntarily and with full knowledge of its significance. I 
give authorization and consent to the designated medication administration personnel at Owensboro Catholic Schools to administer the 
medication(s) listed on this document to my student as specified. I hereby agree to release and hold the OCS staff free and harmless for any 
claims, demands, or suits for damages from any injury or complications that may result from such treatment.  I give my permission for Owensboro 
Catholic Consolidated Schools and the attending healthcare provider to exchange information concerning my child’s medical records and related 
information.  Consent form valid for current school only.    School Plan of Care reviewed and approved by: 
____________________________________________  ____________________________________________ 

Parent/Guardian Signature                     Date                     Director of School Health Services Signature Date 

____________________________________________  ____________________________________________  

Principal Signature                                  Date                       *Healthcare Provider’s Signature                  Date         

*Healthcare Provider’s Signature will not be required on this document if a separate Emergency Care Plan/”Action Plan,” is obtained 

and signed by the healthcare provider.         Rev. 2025 

Parent/Guardian Emergency 
Contact #1  

 
           Phone# 

 Parent/Guardian Emergency 
Contact #2  

 
          Phone# 

Name: 
 
Relationship: 
 

C: 
 

W: 

 Name: 
 
Relationship: 

C: 
 

W: 

Medication #1 __________________________________        
 
Dosage/ Strength: _______________________________ 
 
Time to administer for Seizure Activity: _____________     
     
_____*Self-Carry: (OCMS & OCHS students only, per 
consent and guidelines outlined in the “Emergency 
Medication Self-Carry Option” section in my student’s 
Magnus account). Note: Seizure Emergency Medication 
must also be kept in the Health Room regardless of self-
carry status. 

 Medication # 2 (if applicable) __________________________        
 
Dosage/ Strength: ________________________________ 
 
Time to administer for Seizure Activity: ______________     
     
_____*Self-Carry: (OCMS & OCHS students only, per 
consent and guidelines outlined in the “Emergency 
Medication Self-Carry Option” section in my student’s 
Magnus account). Note: Seizure Emergency Medication must 
also be kept in the Health Room regardless of self-carry 
status. 

If Acute Seizure: Treatment:/Procedure Steps: 
1. Call or have someone notify the School’s Main Office to activate the Health Emergency Communication and Response Plan, 
which includes calling 911 and the parent/guardian 
2. Stay calm, begin timing seizure.  
3. Keep student safe: remove harmful objects, protect head.  
4. Turn on side if not awake, keep airway clear, don’t put objects in mouth (do not offer food/drink until fully awake & able to sit) 
5. Do not restrain movement. 
6. Call 911 immediately if seizure lasts longer than five (5) minutes, any continued, progressive respiratory distress, another 
seizure starts right after the first, seizure occurs in water, &/or serious injury may have occurred. 
Care after seizure has stopped:  Student may be very sleepy, provide supervised quiet place to rest.  Monitor breathing, check for 
injuries. Offer light food/drink only if fully conscious and able to sit up. Discuss with parent post seizure plans (i.e. stay at school, go home 
with parent, send to nearest Emergency Room by 911/EMS). 
 

Triggers (X) : ____ Lack of Sleep    ____ Illness      ____Stress  ____Skipping meals/Not eating                    
____Skipping medication dose(s) ____flashing/strobe lights  ____Menstrual Cycle   ____Unknown/No Triggers  


