
 
SEIZURE DISORDER (EPILEPSY) 

 
 
Client's Name_________________________________________ 
 
1. When did your client have the first seizure? ______________________________________ 
 
 ________________________________________________________________________ 
 
2. Type of seizure? _____________________________________________________ 
 
 ________________________________________________________________________ 
 
3. How frequent are the seizures? _______________________________________________ 
 
 ________________________________________________________________________ 
 
4. Date of last seizure?  _______________________________________________ 
 
5. Name of medication?  _____________________________________________________ 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
 
6. Does your client takes medication  regularly?   yes   no 
 
7. When was the last time the physician was consulted for this condition?_____________ 
 
Agents name:                                       Agents Tell #                           Agent Fax # 
Date Submitted:                                   Agents e-mail address: 
 
PLEASE FAX TO BEST MARKETING AT 1-781 643-2775 


