Individual Evacuation Plan while on PLU Campus

Personal Information for______________________________(Name)
Semester_____________________Year____________ 

___Student
___Staff


___on-campus ___off-campus

Primary PLU Location: ______________________________________

Days/Time usually in this location: 
__________________________________________

___Residence Hall
___Office
___Other, specify: _____________

Type of Disability(ies):  (Optional)

___Mobility, non-wheelchair

___Communication/Speech Limitation

___Mobility, power wheelchair
___Blind

___Mobility, manual wheelchair
___Low Vision

___Deaf/Hard of Hearing, ASL
___Service Animal User

___Deaf/Hard of Hearing, oral
___Psychological

___Learning Disability

___Other, specify: ____________

Limitations and information emergency personnel should be aware of: 

__________________________________________________________

Medications:______________________________________________________

Contact Information

Home Phone: _________________
Cell Phone: ___________________

E-Mail: ___________________

Address: __________________________________________

Emergency Contact Person: _______________________________________

Relationship: ______________________


Home Phone: ________________  Cell Phone:_____________________

Name:_______________________________
Plan for _____________________(Semester)

Effective Dates: _______________  through ______________

Monday – Wednesday – Friday:  Schedule and Evacuation Routes
Time: _______ to ______
Building: ___________  Room #: ______


EBC: *______________________  Faculty:______________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

EBC = “Emergency Building Coordinator.”  Name of EBC will be completed by DSS.
Name:_______________________________
Plan for _____________________(Semester)

Effective Dates: _______________  through ______________

Tuesday – Thursday:  Schedule and Evacuation Routes
Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:______________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Facutly:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Time: _______ to ______
Building: ___________  Room #: ______


EBC: _______________________  Faculty:_____________________


Route 1: __________________________________________________


Route 2: __________________________________________________

Name:_______________________________
Plan for _____________________(Semester)
For On-Campus Students:

Saturday: 
Add’l Info:

Sunday: 
Add’l Info:

Name:_______________________________
Plan for _____________________(Semester)
Assistance Instructions  (medical, equipment, communication, lift/carry):

___________________________________________________________

___________________________________________________________

___________________________________________________________

Plan for when you are alone: 

___________________________________________________________

___________________________________________________________

___________________________________________________________

Personal Items for Emergency Supply Kit:  

___________________________________________________________

___________________________________________________________

Consent for Disclosure

I, ________________________________, give my permission for Ruth Tweeten, M.A., Director of Disability Support Services, to forward a copy of this Individual Emergency Plan to the following:

____  Campus Safety Office

____  Emergency Building Coordinators 





(EBC’s including RA for each of the buildings I will 





be in on a regular basis, i.e., classrooms, library)
____  Student Services

____ Faculty for current classes
Signature ____________________________  Date_________
