
EMPLOYEE MEDICAL EMERGENCY PLAN OF ACTION
Created On: __ / __ / __
This sample form is provided by the Job Accommodation Network (JAN). JAN is funded by a contract with the Office of Disability Employment Policy, U.S. Department of Labor. It may be customized according to each unique accommodation situation. Employers are not required to use this form under the ADA. JAN provides this sample form as a tool to help identify and implement accommodations related to potential employee medical emergencies. A completed plan of action may NOT be kept in a personnel file. It must be kept in a confidential medical file, per the confidentiality requirements of the ADA. 
	A. Employee Information


	Name:                                                                                     Date of Birth: __ / __ / __          SSN: ___- __ -___
Primary Contact Number:

Home Address:

Personal Email:

Treating Healthcare Provider:                                                  Preferred Hospital:


	
	Yes  (
	No  (

	Has the employee’s treating healthcare provider been consulted? 
	
	

	
	
	

	

	B. Personal Emergency Contact Information

	Contact’s Name:                                                                    Relationship to Employee:


	Primary Contact Number:                                                     Secondary Contact Number:


	C. Purpose of Plan of Action



	Medical Impairment(s) Prompting Plan (e.g., seizure disorder, food allergy, respiratory impairment, etc.):



	Symptoms/Limitations Requiring Response (e.g., seizure, allergic reaction, dizziness/instability, etc.):

	On-site Designated Responder Contact (e.g., if applicable - supervisor, human resources personnel, employer medical personnel, etc.):

	When to Contact Designated Responder (e.g. after a seizure lasting longer than 5 minutes, upon exposure to allergen, etc.):


	D. Warning Signs



	Warning signs are symptoms/limitations that precede the onset of a possible medical emergency and prompt action. For example, blank staring, involuntary jerking, or nausea before a seizure occurs, or redness, swelling, or difficulty breathing in response to an allergic reaction, etc. The plan should include signs/symptoms to be aware of and that will require response. For example:

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 minutes before seizure activity begins.
d. John will signal designated co-worker using 2-way radio (with texting) to inform of oncoming seizure.


	

	

	

	

	


	E. Action Plan



	The action plan will include information about when and how to respond to an employee’s specific emergency medical situation (e.g., move employee to safe place, contact 911, administer first aid or medication, contact designated responder, etc.). Using the example started above, in the event of a seizure:
a. Using his hand or arm, gently lead John to designated safe area.

b. If necessary, help John into a seated or lying position. 

c. If necessary, loosen any restrictive clothing (such as a tie or scarf).

d. During seizure (which lasts from 2 - 5 minutes), John will not need medical attention.

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

f. If John is disoriented, identify yourself and identify his location/surroundings.


	

	

	

	

	

	


	Additional Comments:



	Additional information may be needed to supplement the plan and communicate expectations for action after the medical emergency. For example:

1. Two designated co-workers will carry radios to hear John’s emergency signal.

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

3. Based upon John’s documentation provided by his neurologist, ambulance/medical attention is not required unless John falls or hits his head.



	


	When will documentation from a healthcare provider be needed in order to return to work after the medical emergency specified in this plan? Check applicable requirements:

( Only in accordance with the employer’s documented attendance policy

( After an absence of three or more consecutive days, due to the medical emergency for which action plan is required

( After hospitalization following medical emergency

( All of the above apply
( Documentation will not be necessary




[**A statement related to the development and implementation of the action plan might be included here. Consult with an appropriate legal professional for assistance.]
______________________
__ / __ / __

____________________
__ / __ / __
Employee’s Signature 
Date


Preparer’s Signature
Date
