
Emergency Medication Management Plan
Attach this document to your Epilepsy Management Plan if Clonazepam is prescribed. 

Clonazepam: 
Full Name of person prescribed Clonazepam:  ........................................................................................................

Date of Birth: ..........................................................................................................................................................................................

Please tick the appropriate box:

Oral liquid 2.5mg/ ml (one drop contains 0.1mg Clonazepam)     
Drops must be administered by spoon to the inside of the bottom lip.

OR  Clonazepam Tablet    

First Dose of Clonazepam: 
Dosage prescribed:  ........................ mg,     ........................ ml,     (Number of drops: ....................... )

Administer Clonazepam for:  ............................................................ seizures (seizure type/s) that last longer than  ..................... mins.

Special Instructions: ...................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

Second Dose of Clonazepam: 
Please tick the box if a second dose is not prescribed   

Dosage prescribed:  ........................ mg,     ........................ ml,     (Number of drops: ....................... )

Administer Clonazepam if the seizure has not stopped within  ............................................................ minutes of giving the 
first dose of Clonazepam. 

Special Instructions: ...................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

Maximum number of doses to be given in a 24 hour period :  ........................ 

Dial 000 to call for an ambulance: 
  Before administering the Clonazepam

  If the seizure has not stopped for    minutes after giving the Clonazepam.
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UPLOAD YOUR  
PHOTO HERE

  Other (Please include further details): ..........................................................................................................................................................................

...............................................................................................................................................................................................................................................................................
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Instructions of how I want to be supported following  
the administration of Clonazepam:

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

Additional special instructions to be included and for consideration: 

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................

.......................................................................................................................................................................................................................................................................................
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Recommended Storage of Clonazepam:
•  �Clonazepam should be stored safely, inaccessible to children and other unauthorised people, but readily available 

when needed.
•  �Store below 25 Degrees Celsius.
•  �Check the expiry date regularly.
Measure the prescribed dose of Rivotril Oral liquid as DROPS ONLY. Do not administer drops directly into the 
mouth from the bottle. Drops should be given with a spoon. After each opening, make sure the dropper is secure 
within the neck of the bottle.

Emergency Contact Details:

Emergency Contact #1 - Name: ..................................................... Contact Number: ........................................................................................

Emergency Contact #2 - Name: .................................................... Contact Number: ........................................................................................

Disclaimer: In keeping with best practice, it is recommended that an Emergency Medication Management Plan is completed and reviewed on an annual 
basis by a treating doctor. In some situations, an Emergency Medication Management Plan may need to be reviewed and altered more frequently by a 

treating doctor if seizure presentations change or if seizures become more frequent. Epilepsy WA recommends that anyone supporting/ caring for someone 
with epilepsy is knowledgeable in seizure first aid principles and is trained in basic life support.

Further Information available from Epilepsy WA, visit:  www.epilepsywa.asn.au       
Information Line:  1300 660 880

Prescribing Doctor:

Doctor’s Name: (Block Capitals):  
 
....................................................................................................................................

Doctor’s Signature:

Contact Number:  
 
....................................................................................................................................

Date Signed:  
 
....................................................................................................................................

Please circle;     Neurologist,    Paediatrician,    GP,    Other. If other, please specify: .....................................................

E
W

A
/E

M
M

P
/C

lo
n

az
ep

am
/D

ec
20

25
 V

1


	Full Name of person prescribed Clonazepam: 
	Date of Birth: 
	Image23_af_image: 
	Dosage mg: 
	Drop Number: 
	Dosage ml: 
	Dosage mins: 
	Administer for: 
	Dosage2 mg: 
	Special Instructions 1: 
	Dosage2 ml: 
	Drop Number2: 
	If Seizure has not stop2: 
	Special Instructions 1_2: 
	Maximum number of doses to be given in a 24 hour period: 
	Mins: 
	Other Please include further details: 
	Check Box - Oral Liquid: Off
	Check Box - Clanazepan Tablet: Off
	Check Box - Please tick: Off
	Check Box - Before Administering: Off
	Check Box - If the seizure: Off
	Check Box - Dial 000 Other: Off
	Check Box1 - Neurologist: Off
	Check Box1 - Paediatrician: Off
	Check Box1 - GP: Off
	Check Box1 - Other Doc: Off
	If other please specify: 
	the administration of Clonazepam 1: 
	Doctor Name: 
	Doc Number: 
	Date Signed: 
	Contact Number: 
	Emergency Contact 1  Name: 
	Emergency Contact 2  Name: 
	Contact Number_2: 
	Additional special instructions to be included and for consideration 1: 
	Name: 
	DOB: 


