
ATLANTA INDEPENDENT SCHOOL DISTRICT            

 

                                                    

DIAZEPAM RECTAL GEL (DIASTAT®) ORDER     SCHOOL YEAR: ________ 

 
 

 

Student’s Name-Please Print                                            Date of Birth             Grade 

 

Procedure for administration for Diazepam rectal gel (Diastat ®):  

 

1. Diazepam Rectal Gel (Diastat) dosage:______________________________________________________________  

 

2. Indications for treatment (BE VERY SPECIFIC), including length of time seizure should   

 

last before treatment begins : _____________________________________________________________________ 

__________________________________________________________________________________________________ 

 

3. Side effects expected after the administration of medication: ___________________________________________ 

__________________________________________________________________________________________________ 

 

4. Action to be taken if child has bowel movement or expels medication: ___________________________________ 

__________________________________________________________________________________________________ 

 

5. Should medication be given if child has fever, respiratory infection or cold:  Yes     No 

 

6. Protocol is to call 911 after administering Diazepam rectal gel (Diastat®), unless specifically ordered otherwise. 

Please explain in detail any circumstances that it is not necessary to call 911:______________________ 

________________________________________________________________________________________________ 

 

911 will always be called when Diastat® is administered IF a school nurse (RN) is not onsite . 

 

Printed Name of Physician: ________________________________________ 

 

Physician’s Signature: ____________________________________________ 

 

 Physician’s Phone Number: _______________________   Physician’s Fax Number: ________________________ 

 

 Date: _________________________________________ 
 

 

I request that Diazepam Rectal Gel (Diastat®) be administered to my child according to the signed protocol from my 

physician. 

 

 

Parent Signature: ________________________________________________ Date: ______________________ 

 

Emergency phone numbers: _____________________________________________________________________ 

 
DiazepamRectalOrders0808 

          

 

 

 
 

 

 



Procedure for Administration of Diazepam Rectal Gel (Diastat®) 

 

 

Purpose: 

 

To assure the safe and timely administration of Diazepam Rectal Gel (Diastat®) if it should become necessary 

during the time the child is at school. Diazepam Rectal Gel (Diastat®) is an emergency intervention drug used 

in controlling or stopping status epilepticus or other seizures. This medication is given as ordered by the 

physician and with parent authorization. 

 

Equipment: 

  

 Completed Diazepam Rectal Gel (Diastat®) orders signed by the physician 

 Written parental permission 

 Properly labeled pharmaceutical container with unexpired medication 

 Copy of the procedure with diagrams 

 

Procedure: 

1. Keep calm—let seizure run its course 

2. DO NOT attempt to restrain student or force object between teeth 

3. Ease child to floor, if possible, and remove objects which may cause injury 

4. Turn on side to prevent aspirating saliva 

5. Loosen tight clothing and place something soft and flat under head 

6. Time seizure and observe seizure pattern 

7. Refer to student’s emergency care plan  

8. Administer Diazepam Rectal Gel (Diastat®) according physician order 

a. Call 911 unless otherwise directed by physician  

b. Call 911 anytime  RN is not onsite to monitor student after Diastat® administration) 

c. Call 911 for when an initial dose of Diazepam Rectal Gel (Diastat) is administered 

d. Call parent or guardian to take child home from school after administration of Diazepam 

Rectal Gel (Diastat®), if physician has indicated that it is not necessary to call 911. The 

child should be closely observed for breathing, color, and other possible side effects of 

treatment for 4 hours. 

e. Allow child to rest; observe closely until emergency personnel or parent/guardian arrives 

to take child home. Do not leave child attended. 

f. Document Diazepam Rectal Gel (Diastat®) on medication log and complete a 

comprehensive nurse’s note in computer. 

9. Complete Seizure Observation Record 

 

 
 

 

 



 

 

 

 

 

SEIZURE OBSERVATION FORM 

 

STUDENT’S NAME: ____________________________________ 

 

DATE OF SEIZURE: ___________________________TIME:  _______________  LENGTH OF SEIZURE:  ________________ 

 

TIME OF LAST DOSE OF MEDICINE BEFORE SEIZURE:  _______________________ 

 

BEFORE THE SEIZURE: 

1. What was the person doing before the seizure? 

 Asleep   Talking   Eating   Exercising   

Working 

 Reading   Waking Up   Watching TV   

Other__________________________ 

2. What was person’s posture before the seizure? 

 Lying down  Sitting   Standing   Walking 

3. Did the person fall?  Yes    No 

4. Did the person have an aura (warning) before the seizure? Yes   No 

 

DURING THE SEIZURE: 

1. What called your attention to the seizure? 

 Cry/shout   Fall   Stare   Head turn   

Other__________________ 

2.     Was there loss of consciousness?   Yes   No   Partial 

3.     Was the person able to understand you during the seizure?  Yes   No 

4.     The person’s movements were: 

 Gradual        Sudden     Only in one part of the body  First in one part of the body, progressing to 

other parts 

5.     The person’s body was: 

 Stiff all over 

 Jerking all over 

 Stiff in one part 

(describe):_____________________________________________________________________________ 

 Jerking in one part (describe): 

__________________________________________________________________________ 

 Drawn or pulled up 

(describe):__________________________________________________________________________ 

6.     The person had: 

 Eyes fixed or straight ahead   Hot, red skin   Head drawn back 

 Fluttering eyelids    Cool, wet skin    Head to right 

 Eyes rolled back    Pale skin    Head to left 

 Eyes closed    Bluish skin    Chin on chest 

7.     Which of following did the person do? 

 Drooled     Lost bowel control   Bit tongue 

 Chewed     Lost bladder control   Slow breathing 

 Swallowed     Wandered around   Fast breathing 

 Smacked lips    Talked nonsense   Acted scared/afraid 

 

AFTER THE SEIZURE: 

1.     How did the person feel after the seizure?     Tired      Sore       Confused   Disoriented  Irritable 

2.     What did the person do after the seizure?       Went to sleep          Resumed activity       Complained of 

headache 

3.      Did the person remember the seizure?   Yes      No 

4.      After the seizure was the person able to move both arms and both legs?  Yes  No  Right side only  Left 

side only 

5. How long was it before the person resumed activity? _________________  

 

COMMENTS: 

 

 

 

 

NAME/TITLE OF PERSON COMPLETING FORM       DATE                             
       


