CONNECTICUT DEPARTMENT OF DEVELOPMENTAL SERVICES
Name: _________________________    SEIZURE RECORD    Month/Year: _________________

	
	Date
	
	
	
	
	
	
	
	
	
	
	
	Instructions:  Place a check in all applicable columns.  Where appropriate, mark “L” or “R” to indicate direction.

	
	Time
	
	
	
	
	
	
	
	
	
	
	
	

	
	Duration
	
	
	
	
	
	
	
	
	
	
	
	

	
	Unconscious
	
	
	
	
	
	
	
	
	
	
	
	

	
	Incontinent
	
	
	
	
	
	
	
	
	
	
	
	

	
	Breathing normal
	
	
	
	
	
	
	
	
	
	
	
	

	
	Responds to name/speech
	
	
	
	
	
	
	
	
	
	
	
	

	
	Flushed
	
	
	
	
	
	
	
	
	
	
	
	

	
	Cyanotic
	
	
	
	
	
	
	
	
	
	
	
	

	
	Epileptic cry
	
	
	
	
	
	
	
	
	
	
	
	

	Body was:
	Limp
	
	
	
	
	
	
	
	
	
	
	
	

	
	Rigid
	
	
	
	
	
	
	
	
	
	
	
	

	
	Spastic
	
	
	
	
	
	
	
	
	
	
	
	

	Eyes were:
	Up
	
	
	
	
	
	
	
	
	
	
	
	

	
	Down
	
	
	
	
	
	
	
	
	
	
	
	

	
	Left
	
	
	
	
	
	
	
	
	
	
	
	

	
	Right
	
	
	
	
	
	
	
	
	
	
	
	

	
	Starring ahead
	
	
	
	
	
	
	
	
	
	
	
	

	Abnormal movements present
	Face
	
	
	
	
	
	
	
	
	
	
	
	

	
	Entire body
	
	
	
	
	
	
	
	
	
	
	
	

	
	One side (right/left)
	
	
	
	
	
	
	
	
	
	
	
	

	
	One limb (right/left)
	
	
	
	
	
	
	
	
	
	
	
	

	
	Head to one side
	
	
	
	
	
	
	
	
	
	
	
	

	
	Purposeful movements
	
	
	
	
	
	
	
	
	
	
	
	

	
	Other (explain)
	
	
	
	
	
	
	
	
	
	
	
	

	After seizure, client was
	Asleep
	
	
	
	
	
	
	
	
	
	
	
	

	
	Drowsy
	
	
	
	
	
	
	
	
	
	
	
	

	
	Confused
	
	
	
	
	
	
	
	
	
	
	
	

	
	Usual Self
	
	
	
	
	
	
	
	
	
	
	
	

	
	Precipitating factors, other behaviors, and/or injuries
	
	
	
	
	
	
	
	
	
	
	
	

	
	VNS used
	
	
	
	
	
	
	
	
	
	
	
	

	
	Staff initials
	
	
	
	
	
	
	
	
	
	
	
	


