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Child’s Name:
_____________________________________________

IFSP Information:
1. *IFSP Meeting Date: ________________________

IFSP Delay Reason:
Child/Family Guardian unavailable 
 Delay in receiving provider report
 Provider Shortage     other
 Delay in receiving medical records/well child exam
 Provider scheduling difficulties
 Record Review

2. *IFSP Type:    Initial      Six Month Review      Requested Review      Annual      Interim      Pending

3. Informed Parental Consent:

Parent is legal guardian?


 Yes

 No
Right as parent under Part C Regulations?
 Yes

 No
Parent(s) has participated in IFSP?

 Yes

 No
Parent(s) agrees to IFSP implementation?
 Yes

 No
4. Family Assessment:

Parent Interview date: 
________________________ (mm/dd/yyyy)
 Parent Declined Interview
*Family Concern: ______________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

*Family Resources and Supports: _________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

*Family Priority: _______________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

*Identification of Natural Environments: ___________________________________________________________________________________________
____________________________________________________________________________________________________________________________

Other Services: ________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________


5. *IFSP Participants:
  Assessor(s)
    CPS Worker     Child Care Provider     ILE     LEA     PLE     Physician     Other
 Potential Direct Service Provider(s)
 Service Coordinator

6. *IFSP Participants Detail: (Name, Title, Agency, Date, Participation Type, Level of Agreement, Comment Area)

7. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. IFSP Meeting Note: ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

9. Child’s Development Levels: (Will populate from the Evaluation/Assessment )
10. Outcome:  (Will populate from Outcome Strategy and Activities Information)

11. Planned Services: (Will populate from Planned Service Information)

12. Note: _______________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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*Indicates required fields
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