[image: image1.png]t y
XIS
MCISD




Monroe County Intermediate School District

Individualized Family Service Plan IFSP/IEP
EO-Part B&C Rev. 3/2007
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	Section 1:  Demographic Information 

	Child’s Legal Name:
	     
	M.I.   
	     
	IFSP/IEP Date: 
	     

	Current Address:
	     

	Date of Birth:
	     
	City of Birth:
	     
	 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	School District of  Residence:
	     
	County:
	     


	Ethnic Heritage:
	 FORMCHECKBOX 
 American Indian/Alaska Native
 FORMCHECKBOX 
 Asian American
 FORMCHECKBOX 
 Black/African American
 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 Hawaiian Native/Pacific Islander
 FORMCHECKBOX 
 Hispanic/Latino
 FORMCHECKBOX 
 Specify Other:      


	Early On® Referral Source: 
	     
	Phone: 
	     
	Date: 
	     

	Present concerns and/or diagnosis:
	     

	Immunizations:
	                                                                                       
	                           Date of 1st DPT:
	     


	 FORMCHECKBOX 
 Parent
	 FORMCHECKBOX 
 Guardian
	 FORMCHECKBOX 
 Family Member
	 FORMCHECKBOX 
 Foster Parent
	 FORMCHECKBOX 
 Surrogate Parent

	Name:
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     

	Day Phone:
	     
	Evening Phone:
	     
	Native Language:
	     

	Interpreter Needed:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Interpreter Provided:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	 FORMCHECKBOX 
 Parent
	 FORMCHECKBOX 
 Guardian
	 FORMCHECKBOX 
 Family Member
	 FORMCHECKBOX 
 Foster Parent
	 FORMCHECKBOX 
 Surrogate Parent

	Name:
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     

	Day Phone:
	     
	Evening Phone:
	     
	Native Language:
	     

	Interpreter Needed:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Interpreter Provided:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Section 2:  Team Participants
	     
	
	     

	Met Representative
	
	Family Member

	     
	
	     

	Parent
	
	Teacher

	     
	
	     

	Early On Service Coordinator
	
	Early On Family Support Aide

	     
	
	     

	Others
	
	 District Representative


	Service Coordinator:
	
	Telephone:
	     

	Purpose of the IFSP/IEP: FORMCHECKBOX 
 Initial IFSP/IEP    FORMCHECKBOX 
 Annual Review      FORMCHECKBOX 
 Redetermination of Eligibility    
 FORMCHECKBOX 
  6 Month Review        (date)                 FORMCHECKBOX 
  Transition IFSP  ______ (date)     FORMCHECKBOX 
  Other  _______ (date)
 FORMCHECKBOX 
  MET date                                       FORMCHECKBOX 
    If IFSP is over 45 day limit provide an explanation here



Student’s Name:     
Date of IFSP/IEP:      
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Section 3:  Family Information 
                                                                                                                 Interview Date:      
Please review “Consent to Evaluate” form to verify family permission to an interview.

	MEDICAL/HEALTH

Doctor, Insurance, Immunizations, Nutrition, Dental, Substance use, Current medications, Hearing, Vision
	 FORMCHECKBOX 
 Not Applicable
     

	EDUCATION/DEVELOPMENT

(Rehabilitation Services, Skill Development, School, GED, Technical Training, College, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	MATERIAL NEEDS

(Transportation, Housing, Utilities, Food, Clothing, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	EMPLOYMENT/FINANCIAL

(Work, Income, Budgeting, CSHCS, SSI, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	LEGAL

(Custody-Court Involvement, Legal Aide, Child-Support, Evictions, Civil Disputes, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	SAFETY

(Physical Environment, Domestic Violence, Child Abuse/Neglect, Medical Issues, Mental Health Issues, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	SOCIAL/LEISURE/SPIRITUAL

(Religious Organizations, Cultural, Recreational, Friends, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	PSYCHOLOGICAL/EMOTIONAL

(Respite, Self-Image, Family Relationships, Mental Health, Stress, Loss, etc.)
	 FORMCHECKBOX 
 Not Applicable
     

	
	


	List family resources/strengths and family concerns:       
Indicate family priorities:       



Student’s Name:     
Date of IFSP/IEP:      
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Section 4:  Child’s Current Developmental Status
Informed clinical opinion to determine eligibility must be based on the integration of all 4 of the following sources of information.  Check all that have been used:

 FORMCHECKBOX 
 Developmental History    FORMCHECKBOX 
 Health Status    FORMCHECKBOX 
 Observation of Parent & Child    FORMCHECKBOX 
 Developmental Evaluation
Chronological Age     





Adjusted Age     
	Where will/did this evaluation take place?       


	Who should be/was present?       



	Present Level of Development

	Area
	Parent Input
	Result of Dev. Evaluation
	Method/Tool/Date

Person Completing: Name/Title
	Family Priority

	Health

 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

Considered how participation in Early Intervention activities is affected
     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Hearing

 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

Language needs considered

     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Vision

 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

Braille needs considered

     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Fine Motor

 FORMCHECKBOX 
 See attached report
	     
	     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Gross Motor

 FORMCHECKBOX 
 See attached report
	     
	     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Cognitive/Thinking

 FORMCHECKBOX 
 See attached report
	     
	     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Communication

 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

English Proficiency considered

     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Social/Emotional

 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

Positive Behavioral Supports considered

     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 


	Self Help
 FORMCHECKBOX 
 See attached report
	     
	 FORMCHECKBOX 

Assistive Technology considered

     
	 FORMDROPDOWN 

 FORMDROPDOWN 

     
	 FORMDROPDOWN 



Student’s Name:     
Date of IFSP/IEP:      
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Section 5:
Transition Planning – transition planning may take place 9 months prior to the child’s 3rd birthday but must take place 90 days prior to the child’s 3rd birthday.  
This page is to be attached to an IFSP.  It serves as a checklist/documentation of transition requirements for the Early On® team.

Scheduling Transition Planning Meeting (Conference)
I agree to a transition planning conference being scheduled for my child (Circle) yes or no   (Parent Initial_____
 FORMCHECKBOX 
  Invitations sent to appropriate participants

 FORMCHECKBOX 
  Authorization to share information has been updated

      Date transition planning conference is held (for listing of participants – see IFSP attendance page

Program Review

Review Program options:

	     
	
	     

	     
	
	     


Steps

Determine the need for any additional evaluations including the providers, times and location of all necessary evaluations relevant to the development of an IEP.

     
Discuss with, and training of, parents regarding matters related to transition – or see Outcomes(s) #

     
Steps to help child adjust to & function in a new setting or see Outcome(s) #      
Disposition of Early Record
DURING THE SEVEN-YEAR HOLDING PERIOD  -  (Please initial on the line of your choice)
_________________Remove personally identifying information from record,(i.e. name of child, child’s parents or family member, address, SS#, list of personal characteristics or information that could identify the child’s or family.)

____________Personal identifiers may remain on the record information

AT THE END OF THE SEVEN-YEAR HOLDING PERIOD (Initials signify consent)
________________You have my permission to physical destroy the above described Early On  records without any additional prior notice.

Other Documentation
Services Specific to Transition – See IFSP service page

Parent Agreement and Consent – See IFSP signature page

Parent Signature (indicates participation in transition planning)
Student’s Name:     
Date of IFSP/IEP:      
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Section 6:  Goals and Outcomes or Transition Plan 
Check the appropriate box:

 FORMCHECKBOX 
 Part B Goals
 FORMCHECKBOX 
 Part C Outcomes
Previous IEP goals were reviewed by this committee, and the status of the objectives are being considered in developing current goals and objectives.   FORMCHECKBOX 
 Yes

Refer to the present level of educational performance and develop measurable annual goals or short- term objectives related to:

• Meeting the student’s needs enable the student to be involved in and progress in the natural environment and general curriculum

• Meeting each of the student’s other educational needs.
	Instructional Area:        

	Annual Goal:         

	Concern of the parent:       


	Short-Term Objectives
Minimum – 2 objectives
	Evaluation Procedure
	Performance Criteria
Method of Evaluation
	Schedule for Evaluation
	Assessment Period
IV
(Including parent initial)
	Final 
Status

	
	I
	II
	III
	1st
	2nd
	3rd
	4th
	

	1.  
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2.  
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3.  
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4.    
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	


	I. Evaluation Procedure
	
	II. Criteria
	
	III. Schedule
	
	IV. Status of Progress on Objective

	
	
	1. Accuracy (ex. 80%)
	
	1. Weekly
	
	1. Achieved

	D Documented Observation
	
	2. Rate (ex., 4 out of 5 times)
	
	2. Monthly
	
	2. Progressing at a rate sufficient to meet the annual goal for this objective 

	R Rating Scale 
	
	3. Production (ex., 3 times/hr.)
	
	3. Every 6 months
	
	3. Progressing below a rate sufficient to meet the annual goal for this objective. 
Explain:       


	T Standardized Test. 
	
	4. Achievement Levels
	
	4. Other      
	
	4. Not applicable during this reporting period       

	O Other      
	
	5. Other      
	
	
	
	5. Other      


	Service Code
	Parents’ Initial
	Frequency (how often)

Intensity (how long)
	Individual or Group
	Starting Date
	Ending Date
	Location Code

	     
	
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     


Special Note on Progress Reporting:

When will progress be reported?
 FORMCHECKBOX 
 Every 6  months
 FORMCHECKBOX 
 Other      
How will progress be reported?
 FORMCHECKBOX 
 By reproducing this form.
 FORMCHECKBOX 
 Other      
	Strategies provided to family to foster goal achievement:       


Student’s Name:     
Date of IFSP/IEP:      
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	Section 7:  Educational Accommodations, Modifications, and Considerations (Complete for Special Education Students)

	 FORMCHECKBOX 

The IFSP/IEP Team has considered supplementary aids and services, program modifications, and supports for school personnel required for the child to attain the annual goals.  The team considered accessibility of physical facilities, specialized transportation, assistive technology, and assistive technology services.

	Programs/Services
	Frequency/Duration/Condition
	Initial Date
	Duration Date
	Location

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	 FORMCHECKBOX 

This IEP/IFSP Team considered the need for a teacher endorsed in a particular category:      
 FORMCHECKBOX 

How will the developmental needs of this child be addressed during the summer months?      


	Section 8:  IEP/IFSP Team Recommendation (Complete for Special Education Students)

	 FORMCHECKBOX 

This child is eligible for special education programs/services
      (list special education eligibility)

	 FORMCHECKBOX 

This child is not eligible for special education programs/services.
 FORMCHECKBOX 

This child is eligible for Early –On services due to      

	 FORMCHECKBOX 

Outlined programs/services to be provided with the following person assuring implementation:      

	Programs
	Amount of Time and Frequency
	Beginning date mm/dd/yyyy 
	Duration date mm/dd/yyyy 

	 Program:  340.17      
	     
	     
	     

	Services
	
	
	

	Teacher Consultant  340.1749
	     
	     
	     

	Speech and Language   340.1745
	     
	     
	     

	340.1701c      
	     
	     
	     

	340.1701c      
	     
	     
	     

	03 Family Support/Home Visiting      
	     
	     
	     

	13 Readiness/Playgroup     
	     
	     
	     


*
38-SCI    39- Mod CI   40-Mi CI    41-EI   42-HI     43-VI     44-PI or OHI    46-HH     47-LD    48-SXI    54-ECSE    55-NP ECSE    58-ASD
* 
All programs and services listed above will begin on the initiation date of the IEP and continue for one school year.  Extended School Year (ESY) services must be provided only if the    

    IEP team determines on an individual basis that they are necessary for the provision of FAPE.  Note above (by the line) any exceptions to the beginning and ending dates.    

    Specify month/day/year.

	Transportation – Is specialized transportation required?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes, rationale required:
	     

	   List specific equipment needed:     


	Natural Environments – Are any of the goals/outcomes being implemented outside of the natural environments?

       FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes, explanation required:       


	Other Services

To the extent appropriate, the IFSP/IEP must document services that are not required or covered under Part C. Listing the non-required services does not mean that those services must be provided, however, their identification can be helpful to both the family and the service coordinator to assist in securing those services, including those through public or private sources. These services must correspond to family identified outcomes.


	Service
	Start Date (Mo/Day/Yr)
	Duration
	Provider Information

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Student’s Name:     
Date of IFSP/IEP:      
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	Section 9:  Justification for Not Providing Services 
in Natural Environments
 

	Early Intervention services must be provided in natural environments (settings that are natural/typical for the child’s age peers who have no disabilities) to the maximum extent appropriate and can only be provided in settings other than natural environments when outcomes cannot be achieved satisfactory in natural environments.  The IFSP/IEP form requires a “justification for early intervention that cannot be achieved satisfactorily in a natural environment”.  When documenting the justification on the IFSP/IEP team must follow the following steps: 

	  FORMCHECKBOX 

Explain how and why the IFSP/IEP team determined that the child’s goals/outcome(s) could not be met if the support/services were provided in the child’s natural environment with supplementary supports provided.       


	 FORMCHECKBOX 

Explain how supports/services provided in this setting will be generalized to support the child’s ability to function in his/her natural environment.       


	 FORMCHECKBOX 

Develop a plan with timelines and the supports necessary to allow the child’s goal(s)/outcome(s) to be satisfactorily achieved in his/her natural environment.       



	Parent Signature:
	
	Date:
	

	Service Coordinator:
	
	Date:
	


Section 10  Other Considerations:
     
Student’s Name:     
Date of IFSP/IEP:      
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Medicaid School Based Services Program

	The Medicaid School Based Services Program in Michigan provides partial reimbursement from Medicaid for services such as occupational therapy, physical therapy, speech therapy, psychological services, social work services, orientation and mobility services, transportation, nursing services, case management and assistive technology services, information about your child’s school based services (which could include date of birth, disability, gender, school, date of therapy, type of therapy, and progress reports) is required by the Michigan Medicaid and billing agencies to obtain this reimbursement.  

If your child receives any of the above services and qualifies for Medicaid benefits at an time during the duration of this IEP, we request your permission for Monroe County Intermediate School District and its local school districts to bill your child’s Medicaid insurance to receive reimbursement.  You have the right to refuse consent to bill Medicaid, and you have the right to revoke this consent to bill Medicaid.  If you do not provide consent, the district will still provide the services, but the district will not receive any Medicaid reimbursement for these services. 
 FORMCHECKBOX 
  I give permission for Monroe County Intermediate School District and its local school districts to bill my child’s Medicaid insurance for reimbursement of school based services provided during the school year as described in my child’s IEP (Individualized Education Program) or IFSP (Individualized Family Service Plan).  

 FORMCHECKBOX 
  I do not give permission for Monroe County Intermediate School District and its local school districts to bill my child’s Medicaid insurance for reimbursement of school based services provided during the school year as described in my child’s IEP (Individualized Education Program) or IFSP (Individualized Family Service Plan).  

Date:  _____________________________

Parent/Guardian Signature:  ____________________________________________________________________




Student’s Name:     
Date of IFSP/IEP:      
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	Section 11:  IEP/IFSP Commitment Signatures


Resident District

The resident district assures that the least restrictive/natural environment has been fully considered (choose all that apply):

 FORMCHECKBOX 
 Agrees with the recommendation of the IEP/IFSP Team and (check all that apply for eligible children):

 FORMCHECKBOX 
 Authorizes the non-resident district to conduct post-initial IEP/IFSP Team meetings.

 FORMCHECKBOX 
 Does not agree with the recommendation of the IEP/IFSP Team and (choose one):

 FORMCHECKBOX 
 Request mediation


Resident District Superintendent/Designee:  ________________________________
Date:  _____________
Non-Resident Operating District

The non-resident operating district assures that the least restrictive/natural environment has been fully considered (choose all that apply):

 FORMCHECKBOX 
 Agrees with the recommendation of the IEP/IFSP Team and (check all that apply for eligible children):

 FORMCHECKBOX 
 Agrees to conduct post-initial IEP/IFSP meetings.

 FORMCHECKBOX 
 Does not agree with the recommendation of the IEP/IFSP Team and (choose one):

 FORMCHECKBOX 
 Request mediation


Operating District Superintendent/Designee:  _______________________________
Date:  ______________
	Parent Consent – Special Education Services


Parent/Guardian

 FORMCHECKBOX 

I as parent/guardian, have had Special Education explained to me,  FORMCHECKBOX 
 have helped to develop this plan and understand its contents,  FORMCHECKBOX 
 have received a copy of and understand my Procedural Safeguards. (Check all that apply):

 FORMCHECKBOX 
 I authorize the sharing of information with agencies that will implement this plan.

 FORMCHECKBOX 
 I agree to the content and implementation of this plan, and its referrals.

 FORMCHECKBOX 
 I do not agree with the IEP/IFSP, but (choose one):

 FORMCHECKBOX 
 Will allow it to be used      FORMCHECKBOX 
 Request mediation     
Parent/Guardian:_______________________________________
Date:       
 FORMCHECKBOX 
 Parent/Guardian did not attend.  Report copy was sent by:      
Date:       
	Parent Consent-Part C Only

	 FORMCHECKBOX 

I/We, as parent(s)/guardian(s), have had Early On® explained to me/us including my/our rights and possible participation in an evaluation survey.

 FORMCHECKBOX 

I/We have helped to develop this plan.   FORMCHECKBOX 
 I/We understand and agree with its content.   FORMCHECKBOX 
 I/We agree to each of the services.   FORMCHECKBOX 
 I/We have initialed.

 FORMCHECKBOX 

I/We have received a copy of The Family Guidebook, Family Rights Pamphlet   
 FORMCHECKBOX 

I do not agree with this IFSP and I request mediation and/or an impartial due process hearing.



	Parent Signature:

     
	Date:

     

	Parent Signature:

     
	Date:

     

	Service Coordinator Signature:

     
	Date:

     

	Supervisor Signature:

     
	Date:
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