
Clarksville Community School Corporation Health Services
Seizure Action Plan

_________________________________________
*Parent/Guardian Authorization Signature
_________________________________________
*Parent/Guardian Printed Name

___________
Date

_________________________________
Physician/HCP Authorization Sign.
__________________________________
Physician/HCP Printed Name

Child’s name: ____________________________________ School: __________________________________________
Teacher: ______________________ Grade:_______________ Date of birth: ____/____/______ Age:_____________
Parent/Guardian: _______________________________ Phone: ___________________________________________
Treating Physician: _____________________________ Phone: ______________________ Fax: __________________

___________
Date



Seizure Action Plan page 2
Child’s name: _____________________________________


