PHYSICIAN’S ORDER FOR THE ADMINISTRATION OF DIASTAT IN THE SCHOOL SETTING
CHILD’S NAME __________________________________________  DATE OF BIRTH ______________________

Dosage ___________________________________________________________________________________

When Should the Child be treated? (BE VERY SPECIFIC) _____________________________________________
__________________________________________________________________________________________

How long should the seizure last before treatment begins? __________________________________________

What side effects can be expected after the administration of DIASTAT? _______________________________
__________________________________________________________________________________________

What action should be taken if the child has a bowel movement or expels the medication? __________________________________________________________________________________________
If the child has a cold, respiratory infection or fever, should DIASTAT be given? __________________________
__________________________________________________________________________________________
After giving the DIASTAT, we will be calling 911 unless we have specific instructions to do otherwise.  Please explain in detail if there are circumstances where you feel it is not necessary to call 911.  __________________________________________________________________________________________
_________________________________________________________________________________________
If a seizure should occur while the child is being transported to or from school on the school bus, our procedure would be to call 911.  Any additional comments? _________________________________________

__________________________________________________________________________________________
What other medication does the child normally take?

Medication                          Dose                   Times                             Side Effects

__________________         ________          ________          ___________________________________________

__________________        ________          ________          ___________________________________________
__________________        ________          ________          ___________________________________________

__________________        ________          ________          ___________________________________________

I understand that it may be necessary for non-medical staff to administer the DIASTAT if a Registered Nurse or Licensed Vocational Nurse is not available.

PLEASE COMPLETE ALL OF THE ABOVE AS IT WILL HELP ASSURE THE SAFE ADMINISTRATION OF THIS MEDICATION.  THANK YOU!
____________________        _____________________        _______       ____________

Physician’s Name                     Physician’s Signature                 Date              Phone Number

Note:  When 911 is called, a copy of this order will be sent with the student and emergency personnel.

