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  SEIZURE DISORDER 

Type of seizure: 

    Absence (staring, unresponsive)     Complex Partial    Generalized Tonic-Colonic      
(Grand Mal/Convulsive) 

Other (explain) 
_________________________________________________________________________________________________
Physical Education Restrictions:                                              NO                            YES 
Medication needed IN SCHOOL:      NO        YES List medication(s)  ________________________________ 
Date of last seizure ______________________________ Length of seizure _________________________________ 

  OTHER HEALTH CONDITIONS 

    Cancer     Hemophilia     Heart Condition     Physical disability    Other (explain) 
__________________

Physical Education Restrictions:                     NO                YES 

Medication needed IN SCHOOL:              NO              YES List medication(s) 
____________________________________________________________________ 
Special procedures (i.e.: catheterization, cardiac monitor, etc.) required IN SCHOOL:             
  

 NO              YES (explain):_______________________________________________________________________ 
_________________________________________________________________________________________________
 

    VISION CONDITIONS    HEARING CONDITIONS 
    Contacts/glasses     Hearing aid(s) 
    Other ______________________________________

 
   Other ______________________________________

 

 

 
 


