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	Maine’s Part C/ Early Intervention Program

 FORMDROPDOWN 



Section I.                                                                Identifying Information
	Child’s Name:      
	Date of Birth:       

	Child’s Physical Address:     

	Maine Care #:      
	Case-E ID #:                                       
	 FORMCHECKBOX 
 Female       FORMCHECKBOX 
 Male

	Referral Date:       
	45 Timeline Date:      

	Eligibility Determination Date:      
	Date of Third Birthday:      

	IFSP Date:       
	Expected Review Date:       

	This plan is the (check appropriate box):
                   FORMCHECKBOX 
 Interim IFSP

                   FORMCHECKBOX 
 Initial IFSP

                   FORMCHECKBOX 
 Annual IFSP

                   FORMCHECKBOX 
 Multi Team Assessment

                   FORMCHECKBOX 
 Amendment
	Actual Review Date(s):      

	
	Expected Date of Annual Meeting:      

	
	Transition Conference Date:      

	Parent/ Guardian:      
	Parent/ Guardian:      

	Relationship:      
	Relationship:      

	Mailing Address:      
	Mailing Address:      

	Telephone:      
	Telephone:       

	Email:      
	Email:      

	CDS Site:      
	Physician:      

	Case Manager:      
	Address:      

	Telephone:      
	Telephone:      

	Email Address:      
	


Section II.                                                Family Routines and Priorities 
	I choose not to share information about my concerns, priorities and resources and/or include this information in the IFSP.  I understand that if my child is eligible, he/she can still receive services if I do not complete this section.    
	Parent Initials


	Everyday Routines, Activities and Places

Young children learn best through routines and activities that they are interested in and that they participate in often. It is helpful for the team to know where your child regularly spends time so that together we can plan for early intervention supports and services for your family. 

	SUMMARY OF FAMILY CONCERNS: (based on challenges in everyday routines)
     


	PRIORITIES OF THE FAMILY: (based on concerns identified above)

     


	STRENGTHS, RESOURCES THAT FAMILY HAS TO MEET CHILD’S NEEDS: 
(include family, friends, community groups, financial supports, etc. that are helpful to you)

     

	Where and with whom does your child spend time? 

Please tell us a little about your child’s and family’s routines and activities. In addition to your child’s day-to-day activities, you might want to tell us about some of the things that you do every now and then that are important to your child/family, like visits to friends and family members, religious or spiritual celebrations, community and/or cultural activities.
     

	Describe the people, toys, activities, routines, and places your child enjoys the most:

     


	Describe the people, toys, activities, routines, and places your child finds challenging or difficult:

     


	Describe activities that your family would like to do now or in the future and with which you would like some help. If there is nothing like this that is important to you right now, we will just write “none”.

     

	In addition to the information you have already provided, is there anything else you would like to tell us that would be helpful in planning supports and services with you to address what is most important to your child and family?

     


Section III.                                        Present Abilities, Strengths and Needs
This section of the IFSP is for recording information gathered during the evaluation of your child. This information helps us understand your child’s strengths, as well as some of the things that are challenging for your child and may be affecting how he/she is able to participate in family and community activities. Enough information should be recorded on this form to substantiate eligibility decisions and to be meaningful to families and service providers for developing a plan with outcomes and strategies that fit well with your child’s strengths and needs. 
	Child’s Name:      
	Date of Birth:      

	Evaluation Tool:      
	Date of Evaluation:      

	Evaluation Team Members:
	     
	     
	     
	     


Summary: 

	A.  Self-help or Adaptive Skills (Eating, Dressing, and Toileting): 

	STRENGTHS: 
	     

	NEEDS: 
	     

	B.  Social and Emotional (Expressing and Responding to Feelings & Interacting with Others) :

	STRENGTHS: 
	     

	NEEDS: 
	     

	C.  Communication:  Expressive & Receptive  Language: 

	STRENGTHS: 
	     

	NEEDS: 
	     

	D.  Physical:  Gross and Fine Motor Skills (Using Hands and Moving Body): 

	STRENGTHS: 
	     

	NEEDS: 
	     

	E. Cognitive Skills  (Playing, Thinking, Exploring):  

	STRENGTHS: 
	     

	NEEDS: 
	     

	F.     Summary of Relevant Health Status (Including Vision and Hearing):

	     


	Evaluator(s) Name, Credentials, Role/Organizations, Signature and Date

	Printed Name
	Credentials
	Role/ Organization
	Signature
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	
	
	
	
	


Section IV.



  
                                

                Evaluation
This section of the IFSP is for recording information gathered during the evaluation of your child. This information helps us understand your child’s strengths, as well as some of the things that are challenging for your child and may be affecting how he/she is able to participate in family and community activities. Enough information should be recorded on this form to substantiate eligibility decisions and to be meaningful to families and service providers for developing a plan with outcomes and strategies that fit well with your child’s strengths and needs. 
	Team Summary

	Area of Development
	  Evaluation Results 

(including standard deviation and standard score)
	Methods/

Instruments Used
	Evaluation Date

	Adaptive

(Feeding, eating, dressing and sleeping)
	Standard Score:      
Standard Deviation:      
	Battelle

:  FORMCHECKBOX 

Bayley

:  FORMCHECKBOX 

Other (Specify)
: 


	     

	Social/Emotional

(Interacting with others)
	Standard Score:      
Standard Deviation:      
	Battelle

:  FORMCHECKBOX 

Bayley

:  FORMCHECKBOX 

Other (Specify)
: 
	     

	Communication 

- Expressive 

(Makes sounds, gestures and talking)
- Receptive (Understanding sounds, words, and gestures)
	Standard Score:      
Standard Deviation:      
	Battelle

:  FORMCHECKBOX 

Bayley

:  FORMCHECKBOX 

Other (Specify)
: 
	     

	Physical

- Gross Motor

(Moving and using large muscles)

- Fine Motor

(Using hands and fingers)
	Standard Score:       

Standard Deviation:     
	Battelle

:  FORMCHECKBOX 

Bayley

:  FORMCHECKBOX 

Other (Specify)
: 
	     

	Cognitive 

(Thinking and learning)
	Standard Score:      
Standard Deviation:       
	Battelle

:  FORMCHECKBOX 

Bayley

:  FORMCHECKBOX 

Other (Specify)
: 
	     


Section V.






Eligibility Determination
	Eligibility for Maine’s Part C Early Intervention Services

	 FORMCHECKBOX 
 Child is eligible for Part C Services because he/she has (check one or more below and describe):*

 FORMCHECKBOX 
 Developmental Delay 
 FORMCHECKBOX 
 A delay of at least 1.5 standard deviations below the mean in at least two of the five areas of development. 
List Areas

 FORMCHECKBOX 
 A delay of at least 2.0 or more standard deviations below the mean in at least one of the five areas of development. 
List Areas

 FORMCHECKBOX 
 Informed Clinical Opinion 

Explain **

 FORMCHECKBOX 
Established condition that is likely to result in developmental delay: 
Name Condition(s)

 FORMCHECKBOX 
 Child is not eligible for Part C services because he/she does not meet the above criteria. As a result, this form serves as an evaluation record only. 

	* If child is found eligible, complete the IFSP Cover Page and attach to the front of this document.  
** Supporting information must be reflected throughout the present abilities, strengths and needs form.


SECTION VI.






               Child/Family Outcome
	OUTCOME #      
                                                                                                                           
	Outcome Statement (What does the family want to see for their child/family as a result of early intervention supports and services?)
     

	(Long term functional goal)
	

	Strategies

(Who will do what in which everyday routines, activities and places?)

     

	Periodic Review of the IFSP:

A review of the IFSP must occur at least every six months. Note dates of all revisions on cover page.

Revise the Child/Family Outcome page(s) and the Supports and Services page if:

1) the strategies or services need to be changed or added; 

2) an outcome is being modified; or

                     3) a new outcome is being added.  

	Date Outcome Reviewed:      
	Status ( Check one)

 FORMCHECKBOX 
 Outcome reached 

 FORMCHECKBOX 
 Continue with outcomes

 FORMCHECKBOX 
 Modify Outcome

 FORMCHECKBOX 
 Modify strategies / services

	Describe Progress:      
	

	Natural Environment
                        FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No (Justify)

Natural Environment Justification
Supports and services must be provided in settings that are natural or typical for children of the same age (i.e., 

natural environments).  If, as a team, we decide that we cannot achieve an outcome in a natural environment, 

we need to describe how we made that decision and what we will do to move services and supports 

into natural environments as soon as possible.

Setting (Non-Natural Environment Setting Where the Service(s)/ Support will be provided):
     
Explanation of Why Outcome Cannot be Achieved in a Natural Environment:

     
Plan for Moving Service(s) and / or Support(s) into Natural Environment:

     


	When will we as a team measure progress towards this outcome? (timeline) 
     

	How will we, as a team, measure progress towards this outcome? (procedure) 

Progress towards the outcome will be measured by:      

	Our team will be satisfied we are finished with this outcome when: (criteria) 
     


	OUTCOME #      
                                                                                                                           
	Outcome Statement (What does the family want to see for their child/family as a result of early intervention supports and services?)
     

	(Long term functional goal)
	

	Strategies

(Who will do what in which everyday routines, activities and places?)

     

	Periodic Review of the IFSP:

A review of the IFSP must occur at least every six months. Note dates of all revisions on cover page.

Revise the Child/Family Outcome page(s) and the Supports and Services page if:

1) the strategies or services need to be changed or added; 

2) an outcome is being modified; or

                     3) a new outcome is being added.  

	Date Outcome Reviewed:      
	Status ( Check one)

 FORMCHECKBOX 
 Outcome reached 

 FORMCHECKBOX 
 Continue with outcomes

 FORMCHECKBOX 
 Modify Outcome

 FORMCHECKBOX 
 Modify strategies / services

	Describe Progress:      
	

	Natural Environment
                        FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No (Justify)

Natural Environment Justification
Supports and services must be provided in settings that are natural or typical for children of the same age (i.e., 

natural environments).  If, as a team, we decide that we cannot achieve an outcome in a natural environment, 

we need to describe how we made that decision and what we will do to move services and supports 

into natural environments as soon as possible.

Setting (Non-Natural Environment Setting Where the Service(s)/ Support will be provided):
     
Explanation of Why Outcome Cannot be Achieved in a Natural Environment:

     
Plan for Moving Service(s) and / or Support(s) into Natural Environment:

     


	When will we as a team measure progress towards this outcome? (timeline) 
     

	How will we, as a team, measure progress towards this outcome? (procedure) 

Progress towards the outcome will be measured by:      

	Our team will be satisfied we are finished with this outcome when: (criteria) 

     


Section VII. 






                      Transition Plan
When your child is between the ages of 2 years 3 months (2.3) and 2 years nine months (2.9), planning activities are required to determine if your child is eligible to receive Part B, Preschool Special Education Services when he/she turns 3. Transition conference must be held at least 90 days but no more than 9 months prior to your child’s 3rd birthday. 

	Date of Child’s 3rd Birthday:      
	Date of Transition Conference:      

	Priorities and goals for child’s transition:      


	Transition

Planning Requirements and Activities
	Role of Persons Responsible
	Date Initiated
	Date Completed

	Discuss with parents what “transition” from early intervention to Part B Preschool Special Education services means. Including eligibility and age guidelines for Preschool Special Education. 
	     
	     
	     

	Review child’s present level of functioning and most recent evaluations. Determine what, if any evaluations need to be completed to determine eligibility for Preschool Special Education services. 

Parent Consent for Evaluation signed and received ________

	     
	     
	     

	With parental consent, pass on information (including evaluation and assessments and the IFSP). 

Date consent given _____________     Initials: ___________

	     
	     
	     

	Discuss with parents possible program options (including preschool special education services; Head Start; Child Care and other community services) that may be available with their child is no longer eligible for early intervention services.
	     
	     
	     

	Provide opportunity for parents to meet and receive information from pre-school or other community program representatives as appropriate. 
	     
	     
	     

	Schedule the transition conference and invite participants. 
	     
	     
	     

	Other transition planning activities: 
	     
	     
	     


Section VIII.






            Transition Conference
When your child is between the ages of 2 years 3 months (2.3) and 2 years nine months (2.9), planning activities are required to determine if your child is eligible to receive Part B, Preschool Special Education Services when he/she turns 3. Transition conference must be held at least 90 days but no more than 9 months prior to your child’s 3rd birthday. 

*use Signature Page to document attendance/ participation of team members.
	Date of Transition Conference:      

	Eligible for Part B Preschool Special Education?                         
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If yes, was the IEP developed at the transition conference?       
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If not, date on which a meeting has been scheduled to develop the IEP (no later than 15 days before the child’s 3rd birthday)
	Date:      

	Was consent for Placement received from the parent?               
	 FORMCHECKBOX 
 Yes (if yes, date)           FORMCHECKBOX 
 No


Section IX.
          Supports and Services Needed to Achieve Outcomes

This is a summary of the decisions made by the IFSP Team regarding supports and services needed to achieve all outcomes. The method of service delivery is documented on each IFSP Outcome page. 

	IFSP Supports and Services
	Assist outcome #
	Setting
	Method
	Frequency
	Intensity
	Qualified Enrolled Provider
	Funding Source
	State Date
	End Date

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Section X.
                       

  



         Other Services
	Other Services: 
These are services needed by your child and family, but not entitled under Part C Early Intervention Services. Other services may include medical services such as well baby checks, follow-up with specialists for medical purposes, etc. 

	Service
	Provider
	Location
	Funding Source/ Steps to be taken to ensure Services are Available

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Section XI.                             Individualized Family Service Plan- Signatures
The following individuals have participated in the development of this IFSP and/or will assist in carrying it out. This form must also be used to document signatures of participation in the Transition Conference. 

Note: The IFSP team must include parent(s) guardian; case manager; person(s) directly involved in conducting evaluations and assessments; others as requested by parents (family, friends, advocates); and personnel providing services to the child and family. 

    FORMCHECKBOX 
Initial IFSP Meeting
 FORMCHECKBOX 
 Periodic Review IFSP Meeting
 FORMCHECKBOX 
 Transition Conference
	Print Name

(Include role/discipline licensure/ certification)
	Signature
	Date
	Method of Participation
	Agency/ Contact Information
	Time Attended

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	In addition to the team members listed above, this IFSP should also be sent to: (Complete Authorization to release information)

	Primary Healthcare Provider: 
	     

	Other:
	     

	
	     


Section XII.                        Consent by Parent/ Guardians for Provision of               
	· I have received a written copy of and verbal explanation of my rights. I understand these rights.

· I participated fully in the development of this plan; and

· I give informed consent for this Individualized Family Service Plan (IFSP) to be carried out as written.  (Consent means that I have been fully informed of all information about the activity(ies) for which consent is sought, in my native language (unless clearly not feasible to do so) or other mode of communication; that I understand and agree in writing to the carrying out of the activity(ies) for which consent is sought; the consent describes the activity(ies); and that the granting of my consent is voluntary and may be revoked in writing at any time.); or

· I do not accept this IFSP to be carried out as written however I do give consent for the following service(s) to begin: 
· I understand that my child is eligible to receive all of the services listed on the IFSP.  I am fully aware of the nature of the IFSP service(s) being offered and that I must give written consent in order to receive the service(s).  I understand that declining a service or services does not jeopardize any other early intervention service(s) my child or family receives through CDS.  I understand that I may change my mind and, if so, will call my case manager.  

· I understand that my child’s IFSP will be shared among the CDS providers who are working with my child and family and implementing the IFSP.
Parent/Guardian Signature:  




                     


Date: 

    







                                            Early Intervention/ Part C Services
Child’s Name:       
DOB:      
FINANCIAL RESOURCES:  Resources that may be used to support the services specified in this plan.

	
	Do You Have?
	Do You Authorize

the Use of?
	Number

	MaineCare
	 FORMCHECKBOX 
Pending      FORMCHECKBOX 
 Yes
     FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No
	     

	
	
	
	
	

	
	
	
	Number
	Restrictions

	Insurance
	 FORMCHECKBOX 
Pending      FORMCHECKBOX 
 Yes
     FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No
	Please fill in below


	     

	Company Name:
	     

	Policy Holder’s Name:
	     

	Holder’s Social Security Number:
	     

	Policy Number:
	     

	Policy Group Number:
	     


My rights concerning use of third party financing for my child’s services have been explained to me in writing.

_____________________________________________

_______/_______/_______

      Parent/Guardian Signature




                Date

_____________________________________________

_______/_______/_______

      Early Intervention Certification Signature


      Date

	CDS Site: 
	     


PRIMARY HEALTHCARE PROVIDER APPROVAL

	Child’s Name:
	     

	D.O.B.:
	     

	Current IFSP Date:
	     

	Is this a Periodic Review?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No 

	Date of  Periodic review:
	     

	Physician:
	     


I have read the Individualized Family Services Plan / Periodic Review for this child.

 FORMCHECKBOX 
 I approve of this plan




 FORMCHECKBOX 
 I disapprove of this plan

	
	
	     


           Signature of Primary Healthcare Provider

Date

MAINECARE REQUIRES THAT THE IFSP BE APPROVED BY THE 
CHILD’S PRIMARY HEALTHCARE PROVIDER.

Comments:

	     


Please sign and return this page to Child Development Services. 

Please note that the attached plan is for YOUR records.

Thank you.
	
	
	
	
	


	Child Name
	
	DOB
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