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Date completed:                                                                                    Completed By: 

EPILEPSY PROFILE

	Name :

Likes to be called :


	Address:



	Date of Birth :


	Tel No: 


	Next of Kin:


	Address:

	Relationship:
	Tel No:




	G.P:


	Address:

	
	Tel No:




	Consultant:


	Address:

	
	Tel No:




	Age of epilepsy onset:




	Medication (anti epileptic drugs):



	Date of last reviewed:



	Date of next review: 



	Medication reviewed by: 



	P.R.N Medication:




	Any other professional input:




	Any recent  investigation :  (list & date)




	Capacity to consent:




Pre Seizure
	Any Known Triggers / Warnings:



	Pre seizure Behaviour:

(Description of behaviour and management)




Seizures
	Type 1:
Describe the seizure to include description of seizure, duration and frequency and management of seizure



	Post seizure – describe the recovery period and what support is required


	Type 2
Describe the seizure to include description of seizure, duration and frequency and management of seizure



	Post seizure – describe the recovery period and what support is required



	Type 3

Describe the seizure to include description of seizure, duration and frequency and management of seizure



	Post seizure – describe the recovery period and what support is required




	Risk issues / behaviors associated with seizure activity.



	Risk
	How is the risk managed
	Risk assessment

	
	
	


Buccal Midazolam CarePlan
	When should Buccal Midazolam be administered?

(Careplan should state whether it is after a certain length of time or number of seizures)



	How much Buccal Midazolam to be given initially?



	What is the usual reaction to Buccal Midazolam?



	If there are any difficulties in the administration of the Buccal Midazolam e.g. excessive salivation, what action should be taken?



	Can a second dose of Buccal Midazolam be given?

(There is an increased risk of respiratory depression when more than 2 doses of Benzodiazepine are given. A 2nd dose is not recommended within 6 hours of the first dose)


	When to contact emergency services:


	Who should witness the administration of Buccal Midazolam?



	Who / where needs to be informed?

Prescribing doctor

…………………………………………………………  Tel: …………………………………..

Parent / Guardian

…………………………………………………………  Tel: ………………………………….

Other

…………………………………………………………  Tel: …………………………………

	For care/ medical staff:                Is insurance cover in place              Yes / No



	Under what circumstances should Buccal Midazolam not be used?

(e.g. other medication already administered)



	This plan has been agreed by the following:

Prescribing Medical Practitioner:

Signature:

Date:

Others:

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..   
                                    

	Authorised Person (s) Trained to administer Buccal Midazolam:


	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature

Date:                                                                Position:

	This form should be made available at every review

Date of next review:

Person reviewing careplan:




Record of Use of Buccal Midazolam:
	Date:


	
	
	
	
	

	Person administering Midazolam
	
	
	
	
	

	Type of seizure


	
	
	
	
	

	Length and/or number of seizures
	
	
	
	
	

	Initial dosage


	
	
	
	
	

	Outcome


	
	
	
	
	

	Second Dosage (if any)
	
	
	
	
	

	Outcome


	
	
	
	
	

	Observations


	
	
	
	
	

	Parent / Guardian Informed
	
	
	
	
	

	Prescribing medical practitioner informed
	
	
	
	
	

	Any other information
	
	
	
	
	

	Witness to procedure


	
	
	
	
	

	Re-order Buccal Midazolam
	
	
	
	
	

	Name of person reordering
	
	
	
	
	

	Date of Re order


	
	
	
	
	


Rectal Diazepam Careplan
	When should Rectal Diazepam be administered?(should this be after a certain length of time or a number of seizures)



	How much Rectal Diazepam should be administered initially?



	What is the usual reaction to rectal diazepam?


	If there are any difficulties in the administration of rectal diazepam i.e. constipation, what action should be taken?


	Can a second dose of rectal diazepam be given?         Yes / No

	After how long can a second dose of rectal diazepam be given?
(State the time to have elapsed before re-administration)



	How much rectal diazepam can be given as a second dose?


	When to contact the emergency services:


	Who should witness the administration of rectal diazepam?
(e.g. another member of staff of the same sex)


	Who / where needs to be informed

Prescribing doctor

…………………………………………………………  Tel No: ……………………………..

Parent / Guardian

…………………………………………………………  Tel No: ……………………………..

Other

…………………………………………………………  Tel No: ……………………………...

	Insurance cover in place for staff / carers?                      Yes / No



	Under what circumstances should rectal diazepam not be given?

(If other medication has been given e.g. oral diazepam)




	This plan has been agreed by the following:

Prescribing Medical Practitioner:

Signature:

Date:

Others:

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..

Name:  …………………………………..  Sig: ……………………………… Date: …………………..   

                                    

	Authorised Person (s) Trained to administer Rectal Diazepam:



	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature:

Date:                                                                Position:

	Name:                                                              Signature

Date:                                                                Position:

	This form should be made available at every review

Date of next review:

Person reviewing careplan:




Record of Use of Rectal Diazepam

	Date:


	
	
	
	
	

	Person administering rectal diazepam
	
	
	
	
	

	Type of seizure


	
	
	
	
	

	Length and/or number of seizures
	
	
	
	
	

	Initial dosage


	
	
	
	
	

	Outcome


	
	
	
	
	

	Second Dosage (if any)
	
	
	
	
	

	Outcome


	
	
	
	
	

	Observations


	
	
	
	
	

	Parent / Guardian Informed
	
	
	
	
	

	Prescribing medical practitioner informed
	
	
	
	
	

	Any other information
	
	
	
	
	

	Witness to procedure


	
	
	
	
	

	Re-order rectal diazepam
	
	
	
	
	

	Name of person reordering
	
	
	
	
	

	Date of Re order


	
	
	
	
	


EPILEPSY PROFILE AND MANAGEMENT REVIEW DATES

	Date Reviewed
	Any Changes To Plan

(if yes please attach amendment sheet)
	Reviewed By 

	
	Yes 
	No
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