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	Consumer’s Name: 
	DOB: 
	Age: 
	Height: 
	Weight: 
	Date of last tetanus: 
	Diagnosis: 
	Medicaid: 
	Medicare: 
	Name of Medication 1: 
	Name of Medication 2: 
	Name of Medication 3: 
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	Special Medication Precautions: 
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	Type of Seizure: 
	Follow Up Care for Seizure: 
	If positive, specify restrictions: 
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	Result: 
	YES  NO  If yes, describe treatment: 
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	OVER THE COUNTER MEDICATION ADMINISTRATION: 
	Medication: 
	Administration: 
	Tylenol 325mg Take 2 tabs PO Q4H: 
	Headache, pain, temperatures of 101 or higher or general discomfort: 
	Ibuprofen 200 mg Take 1 tab PO Q6H: 
	Minor throat irritation: 


