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Seizures Recording Form

Participant Name: __________________________________________________________   Date of Birth: _______________________________
Seizure Type and Frequency:

	Date
	Time of day
	Program 

&

Place 
	Duration of seizure

e.g. 3 mins.
	Loss of consciousness

Yes/No
	Comments

Recovery                        Action taken

Drug Administered     Doctor Contacted

Parents Informed          Hospitalised

Team Leader Informed
	Signature
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