Created:  __________                PLAN OF ACTION                  Updated:  ___________                

Employee Information:

______________________________________

Name

______________________________________  Address

______________      __ / __ / __    ___-__-___

Phone Number                 Date of Birth                 SSN

Medical Documentation Attached? ____ Yes  ____  No

Emergency Contact Information:

______________________________________

Contact’s Name 

                    Relationship

Home Phone Number:  __________________________
   

Work Phone Number:  ________________________

______________________________________________

Doctor/Hospital  
Disability and/or Limitation(s): _______________________________________________________

 ________________________________________________________________
______________________________

Things to watch out for (Warning Signs):

a. ____________________________________________________________________________

b. ____________________________________________________________________________

c. ____________________________________________________________________________

Action Plan:

a. ____________________________________________________________________________

b. ____________________________________________________________________________

c. ____________________________________________________________________________

d. ____________________________________________________________________________

e. ____________________________________________________________________________

Additional Comments:

_____________________
     _________
  
 ________________________ 
 _________

       Employee’s Signature
 
  Date



Employer’s Signature
         
       Date

    The Job Accommodation Network (JAN) is a service of the U.S. DOL Office of Disability Employment Policy.  Employers                                                                                                                                                                                                                                                                                                       are not required to use this form under the ADA or any other employment law.  JAN provides this document as a tool to help identify, and implement accommodations for people with epilepsy or other seizure activity. This document may be reproduced and freely distributed, so long as its nature and content is not altered, and the source is properly referenced.

This form may NOT be kept in an employee’s personnel file.  It must be kept in the employee’s confidential medical file.
Created:  12/3/99                       PLAN OF ACTION                          Updated: 7/11/01
Employee Information:

John P. Smith                                             

Name

222 High Street Morgantown, WV  26505 

Address

(304) 293-5555      06/18/68       123-45-6789

Phone Number
           Date of Birth
    SSN


Medical Documentation Attached? __X___ Yes  _____ No

Emergency Contact Information:

  Sarah Smith                                 Wife                                                                      Contact’s Name
                             Relationship
Home Phone Number:  (304) 293-5555 
  

Work Phone Number:  (304) 293-1234
Dr. Robert Dell --- General Hospital
Doctor/Hospital

Disability and/or Limitation(s ):    Epilepsy – Simple-partial seizures  
Things to watch out for (Warning Signs):

a.    John will experience nausea.

b.   John’s face or shoulder/arm will begin to jerk involuntarily.

c.   The warning signs give John 3-4 minute before seizure activity begins.

d.   John will signal co-worker or supervisor when seizure is about to occur via 2-way radio.

Action Plan:

a.  Lead John to the employee lounge by his hand or arm.

b.  Sit John on the couch or in a chair. 

c.  Loosen John’s tie if he is wearing one. 

d.  Leave John alone while seizure occurs, which may last 5 minutes.  

e.  When seizure subsides, offer John a cloth for his face or a cool drink.

f.   If John is disoriented, tell him where he is and who you are. 
Additional Comments:

1. Co-Workers, Susie Johnson and David Jones, will carry radios to hear John’s emergency signal.

2. Supervisor will call John’s emergency contact person.

3. Ambulance/medical attention is not required unless John falls or hits his head.

 John P. Smith
   7/11/01                      
Lydia S. Brown

7/11/01
     Employee’s Signature
        Date


  Employer’s Signature
                 
    Date

   The Job Accommodation Network (JAN) is a service of the U.S. DOL Office of Disability Employment Policy.  Employers

   are not required to use this form under the ADA or any other employment law.  JAN provides this document as a tool to

   help identify and implement accommodations for people with epilepsy or other seizure activity.  This document may be 

   reproduced and freely distributed, so long as its nature and content is not altered, and it is properly referenced.                

  This form may NOT be kept in an employee’s personnel file.  It must be kept in the employee’s medical file.
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