
                             �Medication/Treatment  Authorization Form - Diastat 
  
Name of Student:  _________________________________                  Date of Birth:_______________________  
School: __________________________________________                  Grade: ____________________________  

  
It is necessary for this student to be given Diastat____________mgs. in the event of seizure activity as described: 

______________________________________________________________________________________________
____________________________________________________________________________________________ 
 
Patient’s DIASTAT® dosage is: ________mg  
Patient’s resting breathing rate ________  

Patient’s current weight ________ Confirm current weight is still the same as when DIASTAT® was prescribed�    
   

1. Give Diastat:  At onset of seizure  _____ minutes after onset of seizure. 


