ATTACHMENT 1

[COMPANY] INFANT-AT-WORK PROGRAM

INDIVIDUAL PLAN

GENERAL INFORMATION

Name of Parent/Employee ________________________  Home phone:  _______________

Name of Infant_________________________  Infant’s Date of Birth:     _______________

Date Infant Enters Program _______________  

Estimated Date Infant Will Leave Program ____________

Days and times infant will be present in the workplace ______________________________

__________________________________________________________________________

CARE PROVIDERS

The following employees have agreed to be care providers, who will provide care for my infant when I am unavailable (not to exceed 1.5 hours within a 4-hour period).

#1_______________________ (Name)

#2_______________________ (Name)

Note:  If you are on flexible hours, your care providers must work the same schedule that you do.

SPECIFIC INFORMATION

Include any other specific plan information or requirements in the space below (optional):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IN CASE OF EMERGENCY, PLEASE CONTACT:

Name ____________________________

Relationship:  ______________________

Home Phone: ______________________

Work Phone:  ______________________

Cell Phone:    ______________________

Name ____________________________

Relationship:  ______________________

Home Phone: ______________________

Work Phone:  ______________________

Cell Phone:    ______________________

I UNDERSTAND THAT THIS PLAN HAS NOT BEEN APPROVED UNTIL I HAVE MET WITH THE HUMAN RESOURCES MANAGER.  

I UNDERSTAND THAT IF ANYTHING ABOUT MY PLAN CHANGES, I WILL NEED TO MEET ONCE AGAIN WITH THE HUMAN RESOURCES MANAGER TO DISCUSS THE CHANGES AND TO GET MY NEW PLAN APPROVED.

Submitted by:

_________________________________

____________________________

Signature of Parent/Employee


Date

Approved by:

________________________________

____________________________

Immediate Supervisor




Date

________________________________

____________________________

Department Manager




Date

________________________________

____________________________

Human Resources Manager



Date

PLEASE ATTACH YOUR SIGNED ALTERNATE CARE PROVIDER AGREEMENTS TO THIS INDIVIDUAL PLAN.



