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Paediatric Presentation with First Afebrile Seizure >2years <16years 

– Referral Form:  

 

 

 

 

 

Parent / carer name & contact details:  

_________________________________________________________________________________________ 

Parent carer informed of referral: 

Yes   No  

Seizure type (see descriptors and checklist overleaf) 

Focal onset   Generalised onset   Focal onset with bilateral tonic clonic spread 

Unknown (onset unwitnessed) 

Level of awareness: ________________________________________________________________________ 

Date of seizure and brief details including time of and duration of event  

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Vomit   Incontinence   Tongue biting               

Please circle as appropriate:   Colour change – pallor / cyanosis / other   

Eyes open / closed  

Midazolam / medication required to abate seizure?  

Yes   No  

Video of event available?  

Yes   No  

ECG and baseline bloods done as per pathway algorithm prior to discharge?  

Yes   No  

Midazolam prescribed on discharge?  

Yes   No  

Any other relevant information:  

________________________________________________________________________________________  

Name, role and contact details of referring clinician:  

Attached patient sticker  

Name  

DOB 

MRN  
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____________________________________________________________________ 

 

 

Please tick checklist below as appropriate from history taking findings: 

 

 


