
Seizure Triggers: (please list) Daily Medications: 

Emergency Medications:

Seizure Symptoms:

Please indicate name of medication and
when/how to use:

ADDITIONAL NOTESSEIZURE HISTORY
Date of Last Seizure: _____________
Notes on Last Reaction:

SIGNATURES
Parent(s): _________________________________  Date: __________

RN: ______________________________________  Date: __________

NA: ______________________________________  Date: __________

Staff: _____________________________________  Date: __________

Staff: _____________________________________  Date: __________

Camper Name: __________________________________________             Session(s): ________________________
IPOC Individual Plan of Care

SEIZURES
Type of Seizure(s):

IPOCs are specialized care plans that provide direction to staff on how to prevent and treat campers with medical conditions or disabilities. Please
provide as much information as possible on your camper that will help us provide the care needed. Please contact us with any questions or concerns.

Does your child self carry?
          YES       NO 
Medication Authorization Form Must Document
Self Carry by Prescribing MD

Please indicate name of medication and
dosage schedule:
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