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MANHEIM TOWNSHIP SCHOOL DISTRICT

Parent/Guardian Questionnaire for Students with Seizure Disorder

Student’s Name  




 
Date 






School Year 

  Grade 

  Homeroom __________ Age 



Dear Parent/Guardian,

You noted on your child’s emergency form that he/she has a seizure disorder. In order to provide for your child’s needs while at school, we need more information. Please complete the following questions and return this questionnaire as soon as possible

 1. What type of seizure does your child have? 







 2. Name of physician treating your child for seizure disorder 






 3. Physician’s phone number 





 4. At what age was your child first diagnosed? 




 5. Daily Medications::

                   A) Name




       B) Name






                        Dose 




         
Dose 






                        No. of times per day


            No. of times per day 




 6. What is the date of your child’s last seizure?








 7. Does your child know if he/she is about to have a seizure? 






 8. What (if any) are the signs that a seizure is about to occur?






 9. What happens during a seizure?  








 

10. What happens immediately after a seizure? 








11. Please provide the procedure you wish us to follow if your child has a seizure.

      (List steps and include telephone numbers the school may need) 


















12. Please provide any other information you feel would be beneficial in caring for

your child at school.












Parent/Guardian Signature 





 Date 
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