SEIZURE RECORD

NAME: _______________________________

NEUROLOGIST: _______________________

AGENCY: _____________________________

	YEAR: ______  MONTH:

                          DAY:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Conscious
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Unconscious
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Confused
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Fell
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Became limp
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Became still
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Flush
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pale
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cyanotic/Blue
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Jerking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Twitching face
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chewing motion
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tongue biting
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Excessive drooling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Eyes rolled back
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Eyes staring
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Eyes blinking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Wet bed/himself
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bowel movmnt during sz
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sleepy/tired
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Alert
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Confused
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Headache
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Temporary paralysis
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Unsteady walking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Slurred speech
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Drowsiness
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Increased activity
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Unusual activity
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time of Day
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Duration # of Minutes
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Staff Initials
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Bring this record to all physician/neurology appointments
