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MODEL SECTION 504 PLAN FOR A STUDENT WITH EPILEPSY

[NOTE: This Model Section 504 Plan lists a broad range of services and
accommodations that might be needed by a student with epilepsy in the school setting
and on school-related trips. The plan must be individualized to meet the specific needs of
the particular child for whom the plan is being developed and should include only those
items that are relevant to the child. Some students may need additional services and
accommodations that have not been included in this Model Plan, and those services and
accommodations should be included by those who develop the plan. The plan should be
a comprehensive and complete document that includes all of the services and
accommodations needed by the student.]

Section 504 Plan for

(Name of Student)

Student I.D. Number

School
School Year

Epilepsy
Birth Date Grade Disability
Homeroom Teacher Bus Number

OBJECTIVES/GOALS OF THIS PLAN:

Epilepsy, also referred to as a seizure disorder, is generally defined by a tendency for
recurrent seizures, unprovoked by any known cause such as hypoglycemia. A seizure is
an event in the brain which is characterized by excessive electrical discharges. Seizures
may cause a myriad of clinical changes. A few of the possibilities may include unusual
mental disturbances such as hallucinations, abnormal movements, such as rhythmic
jerking of limbs or the body, or loss of consciousness. In addition to abnormalities during
the seizure itself, individuals may have abnormal mental experiences immediately before
or after the seizure, or even in between seizures.

The goal of this Section 504 plan is to outline the special education and/or related
services and/or accommodations and/or aids necessary to maintain (Name of Student) at
school so that s’lhe may participate in and benefit from school services, programs, and
activities. These services and accommodations must be provided in accordance with this













(Student’s name) needs assistance or supervision to take his or her routine
medication. S/he needs assistance with the following care tasks:

(d) Administration of Diastat Acudial

Medication and supplies shall be stored at:

3. EXERCISE, PHYSICAL ACTIVITY, AND REST PERIODS:

(Student’s name) shall be permitted to participate fully in physical education classes
and team sports except as set out below in accord with physician orders:

Physical education instructors and sports coaches must be able to recognize the
student’s seizures and assist with first aid.

Responsible school staff members will make sure that any needed emergency AEDs
such as Diastat Acudial are available for (student’s name) at the site of his/her physical
education class and team sports practices/games.

School staff shall ensure that if (student’'s name) has a seizure and needs to sleep or
rest afterwards or otherwise needs to rest during the school day, he or she will have the
opportunity to do so in a safe, supervised, comfortable setting. The setting does not have
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Seizure Action Plan

Effective Date

This student is being treated for a seizure disorder. The information below should assist you if a seizure occurs during

school hours.

Student’s Name Date of Birth
Parent/Guardian Phone Cell
Other Emergency Contact Phone Cell
Treating Physician Phone
Significant Medical History
Seizure Information
Seizure Type Length Frequency Description

Seizure triggers or warning signs: Student’s response after a seizure:

Basic Seizure First Aid

Stay calm & track time

Keep child safe

Do not restrain

Do not put anything in mouth

Stay with child until fully conscious
Record seizure in log

For tonic-clonic seizure:
* Protect head

* Keep airway open/watch breathing
Emergency Response *  Tum child on side

Please describe basic first aid procedures:

Does student need to leave the classroom after a seizure? O Yes O No
If YES, describe process for returning student to classroom:

A “seizure emergency” for

i E P |
this student is defined as: Seizure Emergency Protoco

_ A seizure is generally
(Check all that apply and clarify below)

considered an emergency when:
* Convulsive (tonic-clonic) seizure lasts
longer than 5 minutes

Student has repeated seizures without
regaining consciousness

® Student is injured or has diabetes

(J Contact school nurse at
(J Call 911 for transport to .
(J Notify parent or emergency contact
(J Administer emergency medications as indicated below

* Student has a first-time seizure

O Notify doctor
3 y e Student has breathing difficulties
Other ® Student has a seizure in water

Treatment Protocol During School Hours (include daily and emergency medications)

Emerg. Dosage &

Med. v Medication Time of Day Given Common Side Effects & Special Instructions

Does student have a Vagus Nerve Stimulator? (J Yes (J No If YES, describe magnet use:

Special Considerations and Precautions (regarding school activities, sports, trips, etc.)

Describe any special considerations or precautions:

Physician Signature Date

Parent/Guardian Signature Date
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Seizure Observation Record

Student Name:

Date & Time

Seizure Length

Pre-Seizure Observation (Briefly list behaviors,

triggering events, activities)

Conscious (yes/no/altered)

Injuries? (briefly describe)

Muscle Tone/Body

Movements

Rigid/clenching

Limp

Fell down

Rocking

Wandering around

Whole body jerking

Extremity

Movements

(R) arm jerking

(L) arm jerking

(R) leg jerking

(L) leg jerking

Random Movement

Color

Bluish

Pale

Flushed

Eyes

Pupils dilated

Turned (R or L)

Rolled up

Staring or blinking (clarify)

Closed

Mouth

Salivating

Chewing

Lip smacking

Verbal Sounds (gagging, talking, throat clearing, etc.)

Breathing (normal, labored, stopped, noisy, etc.)

Incontinent (urine or feces)

Post-Seizure

Observation

Confused

Sleepyl/tired

Headache

Speech slurring

Other

Length to Orientation

Parents Notified? (time of call)

EMS Called? (call time & arrival time)

Observer's Name

Please put additional notes on back as necessary.




APPENDIX D: SAMPLE SCHOOL COMMUNICATION
FORMS
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SAMPLE COMMUNICATION FORM FOR STUDENT WITH EPILEPSY

(STUDENT’S NAME): REPORT FROM SCHOOL DATE:
Physical:
Seizures: Yes  No

If yes, # of seizure episodes

Time seizure(s) occurred

Length of seizure episode(s)

Type(s) of seizure(s)

Sleep afterwards? Yes No
Emergency Medication used: Yes/Type No
Other care provided:

Additional information:

Academic:

Achievement(s) during day:

Any concerns about school day:

Issues to address before tomorrow:

Other:



(STUDENT’S NAME) REPORT FROM HOME

Physical:
Seizures: Yes  No
If yes, # of seizure episodes

Time seizure(s) occurred

Length of seizure episode(s)

Type(s) of seizure(s)

DATE

Sleep afterwards? Yes  No

Emergency medication used: Yes/Type

No

Other care provided

Additional information:

Concerns/Questions:

Contact Information for Today:

Name

Back-up Contact Person for Today:

Telephone Number

Name

Telephone Number
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