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*For Clinician Use*

Lab Values WNL?

Lab Values OOR

Cardiac contraindications? 

Prescription approved? Y/N

Prescription starting dose: 

 Participant consented? Y/N

For two weeks, keep a daily record of heart rate each morning, and seizure count for each day. Take this form to your doctor appointment.

                                                                                                                                          For reference, this chart shows the range of NORMAL by age group.  
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