	     



[image: image1.png]


[image: image2.png]




	RE:
	Child’s Name:
	     
	Birth Date:
	     

	FROM:
	Care Coordinator (CC):
	     
	Phone:
	     

	
	E-Mail:
	     
	Fax:
	     

	DATE:
	     

	cc:
	Family:
	     

	

	The Individualized Family Support Plan (IFSP) is a dynamic plan of action and support developed by families and early intervention service providers that are based on a multidisciplinary evaluation and assessment of the child and family.  A team of people including family members comes together to plan for supports and services in the family’s natural environments and identifies the resources that exist which will meet the concerns and priorities that the family has expressed.  

	

	Purpose of this notification:

	 FORMCHECKBOX 
   Interim IFSP      FORMCHECKBOX 
  Initial IFSP      FORMCHECKBOX 
  Periodic Review      FORMCHECKBOX 
  Annual IFSP



	Meeting Date: 
	     
	Time: 
	     
	Place: 
	     

	Address:
	     

	

	In addition to the family and the Care Coordinator, the following persons, with the family’s consent, have been invited to attend this meeting:  (Please indicate your attendance and return to the Care Coordinator listed above)

	NOTE:
	 FORMCHECKBOX 
 CC has consent on file to send/receive via:   FORMCHECKBOX 
 e-mail    FORMCHECKBOX 
 fax

	
	 FORMCHECKBOX 
 CC does not have consent to e-mail/fax on file, send response via mail to Agency/Program address listed above.

	

	NAME
	POSITION
	Will Attend
	Unable to Attend*

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	*If you are unable to attend, please note child/family strengths, areas of concerns, and any additional information that you feel would benefit the team in developing the IFSP.  Attach additional sheets if necessary.

	     


	Pediatrician to complete:   Consent form attached for your records.

	Developmentally within Age Range:  
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If no, please explain in comments area above 

	Immunizations Up-to-date:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	Well Baby Visits Up-to-date:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Percentile for:
	Height:
	     
	  and  Weight:
	     
	  Date height and weight taken:
	     

	Hearing Status:
	                                             
	 Vision Status:
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