
 When rescue therapy may be needed:
WHEN AND WHAT TO DO 
If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

Name:  ———————————————————————————————————————————————————Birth Date: ———————————————————

Address: ——————————————————————————————————————————————————Phone: —————————————————————

Parent/Guardian: —————————————————————————————————————————————Phone: —————————————————————

Emergency Contact/Relationship  ————————————————————————————————————Phone: —————————————————————

SEIZURE ACTION PLAN (SAP)

Protocol for seizure during school (check all that apply) 
	F First aid – Stay. Safe. Side. F  Contact school nurse at __________________________________

	F Give rescue therapy according to SAP F  Call 911 for transport to  __________________________________________

	F Notify parent/emergency contact F  Other ________________________________________________

Seizure Type How Long It Lasts How Often What Happens

First aid for any seizure
	F STAY calm, keep calm, begin timing seizure
	F Keep me SAFE – remove harmful objects, 

don’t restrain, protect head 
	F SIDE – turn on side if not awake, keep airway clear, 

don’t put objects in mouth
	F STAY until recovered from seizure
	F Swipe magnet for VNS
	F Write down what happens  _____________________
	F Other  _____________________________________

Seizure Information

When to call 911
	F Seizure with loss of consciousness longer than 5 minutes, 

not responding to rescue med if available 
	F Repeated seizures longer than 10 minutes, no recovery between 

them, not responding to rescue med if available
	F Difficulty breathing after seizure 
	F Serious injury occurs or suspected, seizure in water 

When to call your provider first
	F Change in seizure type, number or pattern
	F Person does not return to usual behavior (i.e., confused for a 

long period) 
	F First time seizure that stops on its’ own
	F Other medical problems or pregnancy need to be checked



Seizure Action Plan continued

Care after seizure
What type of help is needed? (describe)  _______________________________________________________________

When is student able to resume usual activity? ___________________________________________________________

Health care contacts

Epilepsy Provider: ——————————————————————————————————————  Phone: ———————————————————————————

Primary Care: ————————————————————————————————————————  Phone: ———————————————————————————

Preferred Hospital: —————————————————————————————————————  Phone: ———————————————————————————

Pharmacy: ——————————————————————————————————————————  Phone: ———————————————————————————

My signature ————————————————————————————————————————————————————  Date —————————————————

Provider signature —————————————————————————————————————————————————  Date —————————————————  

Epilepsy.com
©2020 Epilepsy Foundation of America, Inc.
Revised 01/2020       130SRP/PAB1216

Triggers:  _________________________________________________________________________________________________

Important Medical History  _______________________________________________________________________________________________________

Allergies _______________________________________________________________________________________________________________________

Epilepsy Surgery (type, date, side effects)  ________________________________________________________________________

Device:    VNS     RNS     DBS    Date Implanted _______________________________________________________________

Diet Therapy    Ketogenic     Low Glycemic     Modified Atkins    Other (describe) ____________________________________

Special Instructions:  _________________________________________________________________________________________

_______________________________________________________________________________________________

Medicine Name Total Daily Amount Amount of  
Tab/Liquid

How Taken 
(time of each dose and how much)

Daily seizure medicine

Other information

Special instructions 
First Responders: _________________________________________________________________________________
_______________________________________________________________________________________________

Emergency Department:  ___________________________________________________________________________
_______________________________________________________________________________________________
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ROXBURY TOWNSHIP PUBLIC SCHOOLS 
 

Succasunna, NJ 
 

Medication Policy 
 
Effective June 2020, Roxbury Township Board of Education adopted revised Policy #5330 
regarding the administration of medication to students.  According to the policy, "medication" 
means any prescribed or over-the-counter medicine.  This includes such medications as 
Tylenol, aspirin or cough drops. 
 
The following guidelines must be followed when the administration of medication in school 
is necessary: 
 

1. The parent or guardian and private physician must provide a written request for the 
administration of the prescribed medication at school. The physician's written order 
must include the following: 

a. Name of the student 
b. Diagnosis or type of illness involved 
c. Name of the medication 
d. Dosage 
e. Time of administration 
f. Time when its use will be discontinued 
g. Side effects 

2. Currently dated medication must be brought to the Health Office by the 
parent/guardian in the original labeled container.  Most pharmacies will provide 
you with an extra bottle properly labeled for school. 

3. Medication no longer required must be promptly removed by the parent/guardian. 

4. Medication will only be administered to students in school by the school physician, a 
certified or non-certified school nurse, a substitute school nurse employed by the 
district or the student's parent/guardian.  Students with asthma or other potentially life 
threatening illnesses will be allowed to self-administer medication when a nurse is not 
physically present at the scene.  Permission for such administration must be on file in 
the office of the school nurse and comply with the conditions for granting permission. 

 
Medication permission slips may be obtained from your school nurse or on-line at 

www.roxbury.org/Page/749. 
 

Thank you for your attention to this matter.

https://www.straussesmay.com/seportal/Public/DistrictPolicy.aspx?policyid=5330&id=60018ce02aeb4872b01343257b67f55d
https://www.roxbury.org/Page/749


ROXBURY SCHOOL DISTRICT | Medication Administration Daily Log (to be completed for each medication) 

School Year 20  / 20  
 

 v.20231211 
 

Student’s School  (Underline/Circle) RHS EMS L/R Franklin Jefferson Kennedy Nixon 
 

 

Name of Student   Date of Birth   Sex   Grade/Teacher  
. 

 
   
 

Parent/Guardian’s signature granting permission for administration of medication/sharing of information with appropriate staff members:  
 

Name of 
Parent/Guardian   

Signature of 
Parent/Guardian   Date  

. 

   
 

 

Name & Dosage of Medication   Route   Time(s) Given in School  
 
Start Date   End Date   (Medication must be in the original container as dispensed by the pharmacy or physician) 
 

Reason for medication  
. 

 
       
 

Physician’s Printed Name  
. 
Physician’s signature   Date   

 
. 
. 

Office Stamp of 
Physician   

or Attach Official 
Letterhead of Physician 

  

       

 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Aug                                
Sep                                
Oct                                
Nov                                
Dec                                
Jan                                
Feb                                
Mar                                
Apr                                
May                                
Jun                                

 
 Initial & Signature of Person administering medication  Codes^  ( A ) Absent ^See reverse 

side for 
reporting 
significant 
information. 

( O ) No Show 
( W ) Dosage Withheld 
( N ) No Medication Available 
( E ) Early Dismissal 
( F ) Field Trip 
( X ) No School (e.g. Holiday; Weekend; Snow Day; etc.) 

 

1.      
 

2.      
 

3.      
 

4.      
 

 
 This permission form is effective only for the school year for which it is granted and must be renewed each school year. 

 

[ Roxbury Township Board of Education | District Policy #5330 / Regulation #5330 - ADMINISTRATION OF MEDICATION ] 

 
  

https://www.straussesmay.com/seportal/Public/DistrictPolicy.aspx?PolicyID=5330&id=60018ce02aeb4872b01343257b67f55d
https://www.straussesmay.com/seportal/Public/DistrictRegulation.aspx?RegulationID=5330&id=60018ce02aeb4872b01343257b67f55d


 
 
Date Explanation (with Signature) Date Explanation (with Signature) 
    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 
 

 

[ Roxbury Township Board of Education | District Policy #5330 / Regulation #5330 - ADMINISTRATION OF MEDICATION ] 
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