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	Child’s Name:
	SC Name:

	TOTS ID:
	SC Phone:

	Birth date:
	SC Email:


(Please print clearly – your approval notice will be sent by email)

Current IFSP effective dates:  From ____________ to ____________
For IFSP expected to expire within twenty-one (21) calendar days of the third birthday:

1. Dates the extension should cover:  From______________ through ________________
2. Date of the transition conference:  ______________________
3. List of who attended the transition conference:
	Printed Name
	Discipline
	Agency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4. Are the parents aware that they have the options of:

a. Having an IFSP team meeting?  Yes_______

b. Waiving their right to meet as an IFSP team?  Yes_______

5. List of services and time needed for each during the extension period:

	Service
	Provider Name
	Frequency
	Intensity
	Method
	Setting

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


IFSP EXTENSION REQUEST—FORM 11


For IFSP expected to expire within 21 days of third birthday
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