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SEIZURE OBSERVATION REPORT   
 

Individual:  Name(s) of Observing Staff: 

ID # : 

Living Unit:  Location of the Individual when Seizure Occurred: 
Date and Time Seizure Started or Discovered:                                  @                    am   pm 
Activity Before the Seizure: 
Check all that describe 
your observations of the 
individual right before the 
seizure started: 

 Alert 
 Drowsy 
 Sleeping 
 Calm 

 Hyperactive 
 Confused 
 Anxious 

 Other (describe):  
 

Describe what the individual was doing before the seizure occurred (what activity and what behavior):  
 
 
Did the individual experience a “warning sign” or aura before the seizure started?  No      Yes    Not known 
If yes, describe the warning sign or aura: 
 
Check all that describe the environment that the 
individual was in right before the seizure started: 

 Noisy 
 Crowded 
 Hot 

 Flashing lights 
 Other (describe): 

Did you see the beginning of the seizure?  No      Yes 
If yes, what did the start of the seizure look like? 
 
Activity During the Seizure: 
Number in the order in 
which they occurred 
during the seizure.  Leave 
blank if they did NOT 
occur.  If more than one 
occurred at the same 
time, give them the same 
number: 

      Lost consciousness 
      Change in color 
      Bit tongue 
      Impaired speech 
      Drooling 
      Blinking eyes 
      Froth from nose or 

mouth 

      Fell 
      Stared 
      Incontinent 
      Lip smack 
      Eyes rolled 
      Vomited 
      Cried out 

Stiffness Jerking 
      R-arm 
      L-arm 
      R-leg 
      L-leg 
      Body arch 
      Eyes to Rt 
      Eyes to Lt 

      R-arm 
      L-arm 
      R-leg 
      L-leg 
      R-face 
      L-face 
      All 

Other activity – specify what was 
seen and in what sequence: 

 

Date and Time Seizure Ended:                                  @                    am   pm 
Length of Seizure:  
Activity After Seizure: 
Check all that describe 
your observations of the 
individual after the 
seizure ended: 

 Confusion 
 Weak 
 Body ache 

 Nausea 
 Vomiting 
 Headache 

 Drowsy 
 Agitated 
 Combative 

 Resumed activity 
 Slept: How long? ______ 
 Injury 

 Other (describe):  
 

Additional Comments (any information that is clinically relevant):  
 
 
 
________________________________________________________________ 
Signature and Title of Staff Completing Report 

 
_______________ 
Date 

 
________ 
Time 
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SEIZURE OBSERVATION REPORT 
Nursing and Physician/APRN Notes 

 
NURSING NOTES 
Observations: Temp: ________  Oral    Axillary    rectal 

Pulse: ________   Respiratory Rate: ________  BP: __________ 
O2 Saturation: _____ % on  RA    Oxygen @ _____ liters/minute via 
                                                                             NC  Simple Mask  Bag-Valve-Mask 
Pupils:  Equal   Reactive to light   Abnormal (describe): _____________________________ 
Level of Consciousness:  Alert   Easy to arouse   Difficult to arouse   Unable to arouse 
Blood Glucose Level: ______ 

Notifications:  PCP/APRN/MOD Notified   
     Name: _________________________________ Date _______ Time ______  am   pm 

Treatment, 
Interventions 
(check all that 
apply, enter 
details below): 

 Code Blue called 
 CPR administered 
 First Aid provided 
 Oxygen applied 
 Suction used 
 VNS Magnet used 
 Lab/Diagnostic tests ordered: 

      Blood level   EEG   CT   MRI 
 Neurology Consultation ordered 
 Other (specify): _______________________ 

 Medication administered to stop seizure: 
 

mg  IM   IV   Rectal 

 
mg  IM   IV   Rectal 

 
mg  IM   IV   Rectal 

 
mg  IM   IV   Rectal 

Disposition of 
Individual: 

 Returned to individual routine    Monitored on living unit 
 Transferred to:  SNF/Infirmary   ER/Acute Care Hospital   Other (specify): 

      Date: _____________ Time _____  am   pm 
Observation 
Comments (include 
additional description 
of seizure, 
interventions, & 
assessments): 

 
 
 
 
 
 
 
 
 
 
 

Instructions for Direct 
Care Staff (for example: 
“remain with individual until 
fully awake” or “no food or 
fluid until fully awake”): 

 

 
________________________________________________________________ 
Signature and Title of Nurse Completing Report 

 
_______________ 
Date 

 
________ 
Time 

PHYSICIAN/APRN NOTES 
Did a seizure occur?  No    Questionable    Yes (specify type below) 

 FOCAL:   simple partial   complex partial   secondarily generalized 
 GENERALIZED:  absence   generalized tonic-clonic (grand mal) 

                                 generalized clonic   myoclonic   tonic   atonic 
 Cluster:       #         average duration 
 Status epilepticus    Unknown 

Comments:  
 
 
 
 

 
________________________________________________________________ 
Signature and Title of Physician/APRN Completing Report 

 
_______________ 
Date 

 
________ 
Time 

 


