Specialist Epilepsy Clinic – First Review Sheet

This form to be completed on all new referrals to the Specialist Clinic on the first attendance.

	(Insert patient label or complete details)

Surname: ………………. Forename: ……………..

DoB: .….../….…./……….

Address: ……………………………………………...

…………………………………………………………

Tel: ……………………………………………………


	Site

MSC


SBC




KFC


	Clinic Date:

….…./….…./….….

	Source of Referral:

GP=      /Community Paed.=      /Hospital Paed.=      /Other=       (Please specify)……………………………..…



	Date of Referral: ………./………./……….
	Current seizure rate (if applicable)

………………………………………………………



	Current medication(s), with doses:

1. …………………………………………………

2. …………………………………………………

3. …………………………………………………
	Current AED Classification:

N/A



Classical


New



Combination


Classical AED: VPA, CBZ, PHY, PHB



	Seizure Classification (Level 2):

Yes = 


No = 


	Seizure Syndrome (Level 3):

Yes = 



No =

	Suggested medication decided on at the first attendance : (or continue with present treatment)

1. …………………………………………………
	Referred to Specialist Nurse:

Yes = 



No =

	2. …………………………………………………


	Looked After Child:

Yes
No


	3. …………………………………………………


	

	Investigations:

     Procedure

EEG

……………………………..

Sleep EEG
……………………………..

MRI

……………………………..

Other (please specify)……………………


	Date Requested:

………………………………….

………………………………….

………………………………….

………………………………….
	Date Performed:

……………………………

……………………………

……………………………

……………………………

	Comments :

……………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………..

	Signature :
	Designation:


Prepared by: Carole Grange, Clinical Audit Deptt & Dr Somnath Banerjee School & Child Health April 2005.


