Seizure Observation Report

Name: _________________________________ Date: _________________ Time of Seizure: ___________a.m./p.m.

*INSTRUCTIONS: This report must be completed prior to the end of the shift in which the seizure occurred. The staff person who observed the seizure should complete the report. If the seizure was not observed, the staff person with the most contact with the individual who experienced the seizure should complete the report. Mark the appropriate box with an X or a  ( .   Leave all boxes blank that do not apply.

	YES
	NO 
	
	YES
	NO
	

	
	
	1. Was the seizure observed by a staff person?
	---
	---
	4.  AFTER THE SEIZURE, DID THE INDIVIDUAL:

	---
	---
	2.  BEFORE THE SEIZURE, DID THE INDIVIDUAL:     
	
	
	    * Recover immediately?

	
	
	   * State he/she was hearing things? 
	
	
	    * Act weak or tired?

	
	
	    * State he/she was seeing things?
	
	
	    * State he/she felt nauseated or throw up?

	
	
	    * State he/she tasted things?
	
	
	    * State he/she had a headache, or hold his/her head?

	
	
	    * State he/she smelled things?
	
	
	    * Sleep? If yes, for how long? ___________________

	
	
	    * State he/she felt funny all over?
	
	
	    * Other, specify: _____________________________

	
	
	    * Complain of nausea?
	
	
	    * Know that he/she had a seizure?

	
	
	    * Say odd things, make noises?
	---
	---
	

	
	
	   * Cry out? 
	---
	---
	5.   ADDITIONAL OBSERVATIONS ABOUT THE SEIZURE

	
	
	    * Grab at the air?
	
	
	    * Did the individual fall?

	
	
	    * Other, specify: ________________________________
	
	
	    * If no, was he/she caught or assisted to safety?

	---
	---
	
	
	
	    * Was he/she sitting or reclining when it started?

	---
	---
	3.  DURING THE SEIZURE, DID THE INDIVIDUAL:
	
	
	    * If he/she fell, was it backward?

	
	
	    * Have stiffness of part or all of the body?
	
	
	    * If he/she fell, was it forward?

	
	
	    * Have jerking of part or all of the body?
	
	
	    * Other, specify: _____________________________

	
	
	    * Have a period of stiffness without jerking?
	
	
	    * Did the seizure start in a certain part of the body?

	---
	---
	    * How long did the stiffness last? ___________________
	
	
	    * If yes, specify: _____________________________

	---
	---
	    * How long did the jerking last? ____________________     
	
	
	    * Did he/she urinate during the seizure?

	
	
	    * Was the jerking severe?
	
	
	    * Did he/she have a bowel movement?

	
	
	    * Was the jerking moderate?
	
	
	    * Did he/she drool or foam at the mouth?

	
	
	    * Was the jerking mild?
	
	
	    * Did he/she bite?

	
	
	    * Perform any strange behavior during the seizure?
	
	
	    * Did his/her face turn color?  Specify: ___________

	
	
	    * Wander around or act as if searching for something?
	
	
	    * Did any injury occur?  

	
	
	    * Talk, mumble, laugh, cry?
	---
	---
	    * Describe injury here:

	
	
	    * Rub, pat, or pull at things?
	---
	---
	

	
	
	    * Wave arms or legs around?
	---
	---
	

	
	
	    * Destroy an object? If yes, what? __________________
	---
	---
	    * How long did the seizure last? ________________

	
	
	    * Start undressing?
	
	
	    * Was this seizure like others he/she has had?

	
	
	    * Other, specify: ________________________________
	---
	---
	    * If no, describe how it was different here:

	---
	---
	    
	---
	---
	

	---
	---
	
	---
	---
	

	---
	---
	
	
	
	    * Was Nurse notified of seizure? 


Additional observations regarding the seizures that are not covered above (include Vital Signs here):____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Signature/Title of Person Completing Report: ___________________________________________________________________________________

Signature of Nurse: ________________________________________________________________________________________________________

PAL/gs
