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INDIVIDUAL FAMILY SERVICE PLAN (IFSP) 
This is an Interim IFSP
Resident District: _______________________________	IFSP Meeting Date: ____________________________
IDENTIFYING INFORMATION

This form is intended to be a guide and may be modified as appropriate.

This form is intended to be a guide and may be modified as appropriate.


This form may also be available in other formats. Please see your IFSP coordinator or IEP manager for more information.
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Child’s Name: _____________________________
MARSS ID #: _______________________________
Gender:	M	F
Date of Birth: ____/____/______
School: ____________________________________
Providing District 
(Name/Number): ____________________________
School Address 
(provide mailing address and street address if different): __________________________________
__________________________________________Parent/Guardian Name(s): _____________________
__________________________________________
Relationship to child: _________________________
Address: ___________________________________
__________________________________________
Primary Phone: _____________________________
Mobile Phone: ______________________________
Email: _____________________________________
Parent’s Native Language: _____________________
Child’s Native Language: ______________________
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.
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Child's Native Language for evaluations and assessments: ______________________
Referral Date ___/____/______		Initial IFSP Meeting Date ____/____/______
Primary Medical Care Provider/Clinic (optional): ______________________________________________
Primary Care Provider Phone (optional): _________________________________
Primary Care Provider Fax (optional): _________________________________
Document reason if 45-day timeline does not apply or was not met: _____________________________________
___________________________________________________________________________________________
IFSP TEAM MEMBERS
	IFSP Team
Members
	Name/Title
	Agency
	Phone
	Email

	Parent/Guardian
	
	
	
	

	Parent/Guardian
	
	
	
	

	Individual Requested by Parent
	
	
	
	

	[footnoteRef:1]Service Coordinator [1:  Service coordinator information is required for an interim IFSP.] 

	
	
	
	

	Evaluator or Assessor
	
	
	
	

	Evaluator or Assessor
	
	
	
	

	Service Provider
	
	
	
	

	Service Provider
	
	
	
	

	Other Team Member(s)
	
	
	
	


Indicate, by listing name, how each evaluator and assessor participated: 
· Attended meeting: _______________________________________________________________
· Participated through telephone conference call: _______________________________________	
· Made pertinent records available at the meeting: ______________________________________	
· Had a knowledgeable authorized representative attend the meeting: ________________________
PROGRESS REPORTING
Part C federal regulations require at a minimum a six-month periodic review and an annual IFSP meeting to evaluate the IFSP. 34 C.F.R. § 303.342.
Projected Periodic Review Date ___/___/____	Projected Annual Review Date ___/___/___
EVALUATION AND ASSESSMENT SUMMARY
Determining eligibility for Part C and Part B concurrently?	No	Yes
If yes, an evaluation report for Part B eligibility is also required to be completed and separate prior written notice must be given.
SUMMARY OF ALL DEVELOPMENTAL AREAS
Physical development, including vision and hearing
Communication (e.g., understanding, expression, intelligibility, use of language, language skills and pre-literacy)
Cognition (e.g., thinking, play skills)
Social Emotional (e.g., engagement, response to caregivers, coping)
Adaptive (e.g., feeding, dressing, toileting, sleeping)
ELIGIBILITY DETERMINATION
· Not eligible under Part C
· Eligible for Part C early intervention services (infant and toddler intervention services):
· Meets eligibility for Part C services through developmental delay of 1.5 standard deviations or more in at least one of the following development area(s): 
· Cognitive: Indicate instrument and score:______________________________________________
· Communication: Indicate instrument and score:_________________________________________
· Adaptive: Indicate instrument and score:_______________________________________________
· Physical: Indicate instrument and score:_______________________________________________
· Social or Emotional: Indicate instrument and score:______________________________________
If scores were obtained through a review of medical or other records, indicate source/provider: _____________________________________________________________________________________
· Meets eligibility for Part C services through developmental delay because of a diagnosed physical or mental condition or disorder which has a high probability of resulting in a developmental delay. 
Specify condition(s) and source of diagnosis: _________________________________________________
· Meets eligibility for Part C services through categorical disability  (specify): ________________________
· Meets eligibility for Part C services through the use of informed clinical opinion as an independent basis.
Describe the rationale the team used for determination of eligibility for Part C through the use of informed clinical opinion: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
STOP HERE IF NOT ELIGIBLE FOR PART C.
FAMILY DIRECTED ASSESSMENT (voluntary on the part of the family)
[bookmark: _GoBack]Record the family’s description of their concerns, priorities, and resources related to enhancing the development of the child. The family’s concerns, priorities, and resources are to be used as the basis for developing outcomes and identifying strategies and activities to address the child’s identified needs.
 This information was provided by family members through an assessment tool and through a personal interview with those family members who elected to participate in the assessment. Please list assessment tool used: ___________________________________________________________________________________________
 Family member(s) declined
CHILD AND FAMILY OUTCOME(S): OUTCOME NO. 1
Measurable result or measurable outcome: 
Why is this result or outcome being addressed?
What is already happening? We will know we are successful when (include criteria and procedures):
Timeline that will be used to determine the extent to which progress is being made:
What will happen within the child and family’s everyday routines, activities and places?
Periodic review date(s):
Describe progress toward measurable result or measurable outcome: 
· Accomplished
· Continue
· Discontinue
· Continue with the following modifications or revisions:


CHILD AND FAMILY OUTCOME(S): OUTCOME NO. 2
Measurable result or measurable outcome: 
Why is this result or outcome being addressed?
What is already happening?
We will know we are successful when (include criteria and procedures):
Timeline that will be used to determine the extent to which progress is being made:
What will happen within the child and family’s everyday routines and activities and places?
Periodic review date(s):
Describe progress toward measurable result or measurable outcome: 
· Accomplished
· Continue
· Discontinue
· Continue with the following modifications or revisions:
CHILD AND FAMILY OUTCOME(S): OUTCOME NO. 3
Measurable result or measurable outcome: 
Why is this result or outcome being addressed?
What is already happening?
We will know we are successful when (include criteria and procedures):
Timeline that will be used to determine the extent to which progress is being made:
What will happen within the child and family’s everyday routines and activities and places?
Periodic review date(s):
Describe progress toward measurable result or measurable outcome: 
· Accomplished
· Continue
· Discontinue
· Continue with the following modifications or revisions:
[footnoteRef:2]PART C SERVICES
Early Intervention [2:  Early intervention service information is also required for an interim IFSP.] 

	Services
	Projected Start Date
	Length (time per session)
	Frequency (number of days or sessions)
	Intensity
(individual or group setting)
	Method
(how will services be delivered)
	Actual Location

	Anticipated Duration

	Funding Source If Other Than School

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


JUSTIFICATION FOR EACH SERVICE PROVIDED IN LOCATIONS
OTHER THAN THE NATURAL ENVIRONMENT
Service(s):
Environments in which service(s) are provided:
Team explanation of why service(s) cannot be provided in the natural environment:


NEEDED MEDICAL AND OTHER SERVICES 
(Resources, supports or services that assist the family but are not funded under IDEA Part C)
	Services
	Person Responsible
	Steps To Be Taken To Secure Services
	Funding Source

	
	
	
	

	
	
	
	


PLANNING FOR TRANSITION FROM PART C SERVICES
Is the child potentially eligible for Part B?
 No
 Yes. 
If yes, has eligibility for Part B already been determined?	 Yes	 Not yet
Deadline for Transition Planning Conferences (calculated to be at least 90 days before the child's third birthday) ___/___/_____
TRANSITION STEPS AND SERVICES
Required for ALL children receiving Part C Services, not just those potentially eligible for Part B
	Transition Steps and Services
	What will happen?
	When?

	Discussions with, and training of, parents regarding future placements and other matters related to transition:
	
	

	Procedures to prepare the child for changes in service delivery, including steps to help child adjust to and function in a new setting:
	
	

	Identification of transitions services and other activities that the IFSP Team determines are necessary to support the transition of the child:
	
	




INDIVIDUAL FAMILY SERVICE PLAN (IFSP) SIGNATURE PAGE
Authorizing Signature(s)
This plan reflects the current priorities of my family.
____________________________________________________	_____________________________



Parent Signature	Date
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____________________________________________________	_____________________________
District Representative	Date

____________________________________________________	_____________________________



Representative of other public agency if providing IFSP services	Date
This form is available in other formats. Contact the IFSP service coordinator for an alternate format.
This form is intended to be a guide and may be modified as appropriate.
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