
SUMNER COUNTY SCHOOLS 
SEIZURE IHP/SAFETY PLAN-PRESCRIPTION 

MEDICATION ORDERS 

BACK PORTION TO BE COMPLETED BY MEDICAL PROVIDER 

 

Student Name:_____________________________________________________________________________ Birth Date: _____________________ 

Address:__________________________________________________________________Age:______ Grade:_______ Teacher: ________________ 

Parent/Guardian:____________________________________________________________________________ Phone: _______________________ 

Emergency Contact/Relationship_______________________________________________________________  Phone: _______________________ 

Neurologist/



 SUMNER COUNTY SCHOOLS 
SEIZURE IHP/SAFETY PLAN-PRESCRIPTION 

MEDICATION ORDERS 

 

 

4/2024 

Medical Provider Portion 

Student Name:______________________________________________Date of Birth:____________________ 

Rescue Medication Instructions 

If seizure (cluster, # or length)  ___________________________________________________________________________________ 

Name of Med/RX___________________________________________________     How much to give (dose) ____________________ 

How/When to give ____________________________________________________________________________________________ 

Care After Seizure 

What type of help is needed?(describe) ___________________________________________________________________________ 

When is student able to resume usual activity?   ____________________________________________________________________ 

Daily Medication 

Medicine Name 
Total Daily 

Amount 
Amount of  
Tab/Liquid 

How Taken 
(time of each dose and how much) 

    

    

    

    

 


