
    St.Charles Parish Public Schools                          

Physician’s Order for Administration of Emergency Nasal Medication 

 In School 
Student Name : ________________________________________ DOB : ________________________ 

School  : ________________________________________ Grade : ________________________ 

Parent or Legal Guardian Name (print) : _________________________________________________________ 

Parent or Legal Guardian Signature : _________________________________________________________ 

If this student has a seizure while on the bus, medication will not be administered. The bus driver will call 911.  
 

Date of last dose of Emergency Nasal Medication administered: ___________________________ 

Description of the seizure for which Emergency medication is ordered: 
Please provide a student specific description that will permit identification of seizure. 

• Warning before the seizure   No   Yes ( Please Specify) : __________________________________ 
• Seizure may include : 

Deviation of head  Incontinence        Unresponsive Staring          Repetitive Behavior 

              Deviation of Eyes              Tremors       Jerking Movements             Lip Smacking/ Chewing 

              Paralysis                 Cyanosis       Verbal Outbursts             Stiffening or Twitching 

             Drainage from Mouth       Other Symptoms (specify) ___________________________________________ 

Administration of Emergency Nasal Medication: ________________________________ (Name of Medication) 
Administer ____ spray(s) of Emergency Nasal Spray in nostril for seizure activity described above lasting ____ minutes in 
duration. 
AND/OR  
If ___ (indicate number) seizures occur within ____________(indicate period of time).  In accordance with labeling, do 
not use Valtoco for more than 1 seizure cluster episode every 5 days and Nayzilam for more than 1 seizure cluster episode 
every 3 days. Do not use VALTOCO/ Nayzilam for more than 5 seizure cluster episodes in 1 month.  

This child has never received Emergency Nasal Medication or a similar drug before, but can receive it at school for 
the first time. 

This child has received Emergency Nasal Medication before and experienced no complications. 

Notification 
I wish to be notified if the student is brought by ambulance to the hospital         No            Yes 
I wish to be notified if Emergency Nasal Medication is administered         No             Yes 
 
_______________________________________  _______________________________________ 
Prescriber’s Name (Print)    Address 
_______________________________________  _______________________________________ 
Prescriber’s Signature   Date  Phone/Fax Numbers  
Any future changes in orders for medication require new medication orders. Orders to discontinue must also be 
written. Orders sent by fax are acceptable. 

  

    

    

    

  

 

 

  
  


