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     INDIVIDUALIZED FAMILY SERVICE PLAN (IFSP)

	Child’s Name:
	     
	 FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Male                                                
	

	Date of Birth:
	     
	Referral Date:  
	     
	Referral from:
	     
	

	Parent/Guardian Name:
	     
	Parent/Guardian Name:
	     
	

	Relationship:
	     
	Relationship:
	     
	

	Mailing Address:
	     
	Mailing Address:
	     
	

	
	     
	
	     
	

	Telephone:
	     
	Telephone:
	     
	

	Physical Address:
	     
	

	County of Residence:
	     
	Primary Language Spoken in Home:  
	     
	

	
Ethnicity:      Hispanic/Latino?   Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 


	
Race:

 FORMCHECKBOX 
American Indian/Alaskan Native – Tribe: _________________________________________
 FORMCHECKBOX 
 Asian 




 FORMCHECKBOX 
 Black or African American
 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander

 FORMCHECKBOX 
 White 

	How was this information obtained? 

 FORMCHECKBOX 
 Parent or Family Identification (preferred method)         FORMCHECKBOX 
  Team Identification          FORMCHECKBOX 
  Combination of both

	This plan is the: 
 FORMCHECKBOX 
 Interim IFSP        OR          FORMCHECKBOX 
  Initial IFSP        OR             FORMCHECKBOX 
 Annual IFSP  
	

	Date of IFSP Meeting:
	     
	IFSP Start Date:
	     
	IFSP End Date:
	     
	

	If Initial IFSP - was it held within 45 days of referral date?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	If no – what was the reason for exceeding the 45 days?
	     
	

	· Anticipated Date for IFSP Review:
	     
	· Anticipated Date for Annual IFSP:  
	     
	

	Designated Service Coordinator:
	     
	
	     
	

	
	(Service Coordinator’s Name, Agency)
	(Phone Number)
	

	Date Eligibility Determined:
	     
	Date Eligibility Re-determined:
	     
	

	Current Eligibility for the Family Infant Toddler Program (check one):
	

	 FORMCHECKBOX 
 Developmental Delay     FORMCHECKBOX 
 Established Condition     FORMCHECKBOX 
 Biological/Medical Risk     FORMCHECKBOX 
 Environmental Risk
	

	 FORMCHECKBOX 
 Child is NOT eligible.    
	Referred to:
	     
	

	ICD-9 CM Code 1:
	     
	ICD-9 CM Code 2:
	     
	ICD-9 CM Code 3:
	     
	

	Exit Date:
	     
	Exit to:
	     
	

	
	
	
	
	


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Our Family Life (Part I)
Our everyday routines, activities, places, and people in our life

Young children learn best through routines and activities that they are interested in and that they participate in often.  It is helpful for us to know where your child regularly spends time so that together we can plan for early intervention supports and services for your family.
	What does a typical day look like for you and your child? (beginning with how your day begins, meal-times, child care, playtime, naptime, sleeping, etc.)
     

	What concerns / questions do you have about your child’s daily activities and routines?
     

	
	What are your most important concerns that you like addressed in this plan?

     


I choose NOT to share information about our everyday routines, activities & places.  Parent Initials [        ] 

	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Our Family Life (Part II)

Our everyday routines, activities, places, and people in our life

	Who provides support to your family?  This can include: family (e.g. grandparents, aunts, uncles), friends, groups / organizations (e.g. child care, WIC, parent groups, community or religious groups), and other people (e.g. baby sitter, doctor, nurse)?
(Teams may list these supports or create a family eco-map with the child / family in the middle)

	     


I choose NOT to share information about our everyday routines, activities & places.  Parent Initials [        ] 

	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Present Abilities, Strengths, and Needs
A developmental evaluation/assessment was recently completed with your child and/or ongoing assessment information has been gathered. This information helps us understand your child’s developmental strengths, as well as some of the things that are challenging for your child and may be affecting how he is able to participate in family and community activities. This is the place where we SUMMARIZE what we have discovered so that our plan fits well with your child’s developmental strengths and needs. 

Date of evaluation/assessment:         Based on:   FORMCHECKBOX 
 Initial Evaluation     FORMCHECKBOX 
 Ongoing Assessment

Assessment Instruments Used:      
Child’s Chronological Age:      months        Child’s Corrected Age (if applicable):     months 

	Summary of Relevant Health Status (Including Vision and Hearing)

	Primary Care Provider Name:
	     
	Phone:
	     

	Address:
	     
     

	Child’s Overall Health (physical, emotional, behavioral) May include well-child visit information, medical/developmental diagnosis, medications, specialists, temperament, other interventions, etc.

     
Eating, Nutrition, Dental:       
Sleep:     


	Vision:            Date Tested
	     
	
	Results/concerns:       


	Tested by (doctor or agency)
	     
	
	

	
	
	
	

	Hearing:       Date Tested
	     
	
	Results/concerns:       

	Tested by (doctor or agency)
	     
	
	

	
	
	


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     

	

	Present Abilities, Strengths, and Needs


	Sensory Motor, Gross and Fine Motor Skills (sitting, 

rolling, standing, crawling, walking, hand skills, sensory regulation)
	Developmental Level:



	Areas where child does well.
	Areas where child needs help.

	     
	     

	
	

	Communication Skills (preverbal, nonverbal, talking, understanding language, speech)
	Developmental Level:
     

	Areas where child does well.
	Areas where child needs help.

	     
	     

	

	Cognitive Skills (playing, thinking, problem solving)
	Developmental Level:
     

	Areas where child does well.
	Areas where child needs help.

	     
	     


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     

	Present Abilities, Strengths, and Needs

	Social and Emotional Skills (Self awareness, expressing 

and responding to feelings and interacting with others)
	Developmental Level:

     

	Areas where child does well.
	Areas where child needs help.

	     
	     

	
	

	Self-help or Adaptive Skills 

(self feeding, washing, toileting )
	Developmental Level:
     

	Areas where child does well.
	Areas where child needs help.

	     
	     


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Child / Family Outcome
	Outcome #      


Does this outcome address preschool readiness skills? Yes  FORMCHECKBOX 
 
(What we want to see for our child/family as a result of early intervention supports and services).

     

	How will we know we’ve made progress? 

(Include the date, what the child/family will do, and how you will know it is happening. For example “By his first birthday (1/1/09) his parents report Johnny crawls on hands and knees from his bedroom to living room”) 
     

	Our Strategies: (Who will do What in Which Everyday Routines, Activities and Places to meet this outcome?)* 
( Below if strategy addresses preschool readiness skills.

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     


* Supports and services must be provided to your child in settings that are natural or typical for children of the same age (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 to natural environments as soon as possible.

	This outcome cannot be achieved by providing supports and services in natural environments because:     



	We will work toward providing supports and services in natural environments to achieve this outcome by (describe plan and timeline):     



	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Child / Family Outcome
	Outcome #      


Does this outcome address preschool readiness skills? Yes  FORMCHECKBOX 
 
(What we want to see for our child/family as a result of early intervention supports and services).

     

	How will we know we’ve made progress? 

(Include the date, what the child/family will do, and how you will know it is happening. For example “By his first birthday (1/1/09) his parents report Johnny crawls on hands and knees from his bedroom to living room”) 
     

	Our Strategies: (Who will do What in Which Everyday Routines, Activities and Places to meet this outcome?)* 
( Below if strategy addresses preschool readiness skills.

	 FORMCHECKBOX 

	     


	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     


* Supports and services must be provided to your child in settings that are natural or typical for children of the same age (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 to natural environments as soon as possible.

	This outcome cannot be achieved by providing supports and services in natural environments because:     



	We will work toward providing supports and services in natural environments to achieve this outcome by (describe plan and timeline):     



	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Child / Family Outcome
	Outcome #      


Does this outcome address preschool readiness skills? Yes  FORMCHECKBOX 
 
(What we want to see for our child/family as a result of early intervention supports and services).

     

	How will we know we’ve made progress? 

(Include the date, what the child/family will do, and how you will know it is happening. For example “By his first birthday (1/1/09) his parents report Johnny crawls on hands and knees from his bedroom to living room”) 
     

	Our Strategies: (Who will do What in Which Everyday Routines, Activities and Places to meet this outcome?)* 
( Below if strategy addresses preschool readiness skills.

	 FORMCHECKBOX 

	     


	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     


* Supports and services must be provided to your child in settings that are natural or typical for children of the same age (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 to natural environments as soon as possible.

	This outcome cannot be achieved by providing supports and services in natural environments because:     



	We will work toward providing supports and services in natural environments to achieve this outcome by (describe plan and timeline):     



	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Child / Family Outcome
	Outcome #      


Does this outcome address preschool readiness skills? Yes  FORMCHECKBOX 
 
(What we want to see for our child/family as a result of early intervention supports and services).

     

	How will we know we’ve made progress? 

(Include the date, what the child/family will do, and how you will know it is happening. For example “By his first birthday (1/1/09) his parents report Johnny crawls on hands and knees from his bedroom to living room”) 
     

	Our Strategies: (Who will do What in Which Everyday Routines, Activities and Places to meet this outcome?)* 
( Below if strategy addresses preschool readiness skills.

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     


* Supports and services must be provided to your child in settings that are natural or typical for children of the same age (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 to natural environments as soon as possible.

	This outcome cannot be achieved by providing supports and services in natural environments because:     


	We will work toward providing supports and services in natural environments to achieve this outcome by (describe plan and timeline):     


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Child / Family Outcome
	Outcome #      


Does this outcome address preschool readiness skills? Yes  FORMCHECKBOX 
 
(What we want to see for our child/family as a result of early intervention supports and services).

     

	How will we know we’ve made progress? 

(Include the date, what the child/family will do, and how you will know it is happening. For example “By his first birthday (1/1/09) his parents report Johnny crawls on hands and knees from his bedroom to living room”) 
     

	Our Strategies: (Who will do What in Which Everyday Routines, Activities and Places to meet this outcome?)* 
( Below if strategy addresses preschool readiness skills.

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	     


* Supports and services must be provided to your child in settings that are natural or typical for children of the same age (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 to natural environments as soon as possible.

	This outcome cannot be achieved by providing supports and services in natural environments because:     



	We will work toward providing supports and services in natural environments to achieve this outcome by (describe plan and timeline):     


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Transition Plan

	Date of child’s 3rd birthday:      
	Date this Transition Plan Initiated:      
(By 24 months or at least 6 months prior to the school year in which the child turns 3, whichever comes first)

	Parent(s) choice regarding when their child will transition:

 FORMCHECKBOX 
  Beginning of the school year in which the child turns 3
 FORMCHECKBOX 
  Beginning of the school year following the child’s 3rd birthday
 FORMCHECKBOX 
  Other date during the school year in which the child turns 3
	Planned date for Transition Conference:      
(No later than 90 days prior to the child’s third birthday, or 90 days prior to the start of the school year in which the child will be transitioning) 
Determined eligible for IDEA Part B?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Planned date for Transition:      
	If Yes, date of eligibility determination by Local Education Agency (LEA)      


Priorities & goals for my child’s transition:
	Transition 

Planning Requirements
	Action Steps /

 Activities
	Person(s) 

Responsible
	Date to be Completed

	a) Inform the parent(s) about possible preschool options (incl. preschool special education services (Part B); NMSBVI; NMSD; Head Start; child care and other community services).
	     
	     
	     

	b) Inform the parent(s) of the options regarding when their child may transition, including the Extended Part C Option
	     
	     
	     

	c) Provide opportunity for the parent(s) to visit and receive information from preschool providers 
	     
	     
	     

	d) Send the Transition referral Form to the Local Education Agency.* (at least 60 days prior to the Transition Conference, and if possible 6 months prior to the child’s third birthday)
	     
	     
	     

	e) Schedule transition conference with input from the parent(s) and preschool providers
	     
	     
	     

	f) Coordinate the completion and submission of the Transition Assessment Summary Form to the LEA (at least 30 days prior to the Transition Conference)
	     
	     
	     

	g) Send written invitation of the transition conference to the parent(s) and appropriate parties (at least 30 days prior to the transition conference).
	     
	     
	     


*required for children eligible under Developmental Delay or Established Condition
Parent Signature: _______________________    Service Coordinator’s Signature: _______________________
Parent Signature: _______________________
	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Transition Conference

Date of this Transition Conference:      
Was the Transition Conference held at least 90 days prior to the child’s third birthday, or 90 days prior to the start of the school year in which the child will be transitioning?        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If no – what was the reason for exceeding this timeline?      
(Note: Use Transition Conference Signature Page to document attendance/participation of team members).

	Transition Conference 

Requirements
	Action Steps /

 Activities
	Person(s) 

Responsible
	Date to be Completed 

	a) Assist family to decide where their child will transition to and when. Review with parents the preschool options for their child (including preschool special education services (Part B); Head Start; NMSBVI; NMSD; child care and other community services). 
	Child will transition to:      
Planned Date for transition:     
	     
	     

	b) With parental consent, transfer records (incl. Recent assessment information and current IFSP).
	     
	     
	     

	c) Review current evaluation and assessment information. 
	     
	     
	     

	d) Decide what other activities need to be completed before the child moves into the new service setting (incl. enrollment; immunizations; transportation issues, medical needs etc.).
	     
	     
	     

	e) LEA will provide the parents a copy of the procedural safeguards under the IDEA 
	     
	     
	     

	f) LEA will obtain parental consent to conduct an initial evaluation (Eligibility for Part B must be determined by age 3)*
	     
Date by which eligibility for Part B must be determined      
	     
	     

	g) If child is to remain in the FIT Program after age 3 – plan for a date to revise the IFSP to address preschool readiness skills (incl. Pre-literacy / pre-numeracy)
	     
Planned IFSP Revision Date:     
	     
	     

	h) Discuss potential date for the Individualized Education Program (IEP) meeting (no later than 15 days prior to the child’s entry into the preschool program). 
	     
Planned IEP Date:     
	     
	     

	i) Decide if there is a need for post transition follow-up (including service coordination, consultation with new staff).
	     
	     
	     

	j) Decide how to evaluate if the transition was smooth and effective.
	     
	     
	     


*required for children eligible under Developmental Delay or Established Condition
	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Transition Conference – Signature Page
The following individuals participated in this Transition Conference:
	Print Name

(Role/discipline

Licensure/Certification)
	Signature
	Date
	Method of

Participation
	Agency/Contact

Information

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     


In addition to the individuals listed above, this Transition Conference information should also be mailed* to: 

Primary Care Provider:      
Other:      
* Complete authorization to release form 

Informed Consent by Parents/Guardians

 FORMCHECKBOX 
  I have received a written copy of and verbal explanation of my rights in the FIT Program including the right to:

 FORMCHECKBOX 
  I participated fully in the Transition Conference and development of the action steps and activities. 

Parent/Guardian Signature:  






Date:      
Parent/Guardian Signature:  






Date:      
	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


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. (See the FIT Family Handbook for information on all available early intervention services).

	IFSP

Supports and Services
	Outcome #s addressed
	Service type (Ongoing / Consult / E&A / Follow-up
	Setting
(See codes below)
	Method

(Consultation / Group / Individual)
	Frequency

(For example 1x, 2x)
	Period 

(Day/Week/Month/

Quarter/Year etc.)
	Intensity
(# of minutes)
	Provider

(Name & Agency)
	Start Date
	End

Date
	Funding Source
(See codes below)

	Service Coordination
	All
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total FIT hours per month (excluding SC & respite)*
	      hrs.
	


*Submit prior authorization request if over 19 hours
Primary Location of Services (setting where >50% of service hours occur):     
Setting Codes:




   
Funding Source Codes: 
	H
	= Home (may include some services outside of the home)
	M
	= Medicaid (fee-for-service)

	CBS
	= Community Based Setting (child care, Early Head Start, 



park etc.)
	DOH
	= Department of Health (State General Funds)

	DDP
	= Developmental Delay Program (< 50% typically developing               




children)
	M(S)
	= Medicaid SALUD (Managed Care Organization)

	IPL
	= Inclusive Provider Location (> 51% typically developing 




children)
	O
	= Other (e.g. WIC; Head Start; CYFD; Value Options; 





etc.)

	OS
	= Other Setting
	
	


	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Individualized Family Service Plan – Signature Page
The following individuals have participated in the development of this ISFP and/or will assist in carrying it out. 

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

	Print Name

(Role/discipline

Licensure/Certification)
	Signature
	Date
	Method of

Participation
	Agency/Contact

Information

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     


In addition to the team members listed above, this IFSP should also be mailed* to: 

Primary Care Provider:      
Other:      
* Complete authorization to release form 

Informed Consent by Parents/Guardians

 FORMCHECKBOX 
  I have received a written copy of and verbal explanation of my rights in the FIT Program   including the right to:


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

 FORMCHECKBOX 
  I give consent for this Individualized Family Service Plan (IFSP) to be carried out as written; or

 FORMCHECKBOX 
  I do not accept this ISFP to be carried out as written however I do give consent for the following service(s) to begin:       
Parent/Guardian Signature:  






Date:      
Parent/Guardian Signature:  






Date:      
	    Child’s Name:   
	     
	Child’s DOB:       
	     
	IFSP Date
	     


Periodic Review of the IFSP

Date of IFSP Review:      
A review of the IFSP must occur at least every six months. Revise the Child/Family Outcome page and the Supports and Services page if:  1) the strategies or services need to be changed; 2) an outcome is being modified; or 3) a new outcome is being added.  

Note: The periodic review of the IFSP must include the parent(s)/guardian and the service coordinator and others as appropriate. 

	New Concerns/Significant Events

	     



	Outcome #
	Describe Progress
	Status  (Check One) 

	     
	     
	 FORMCHECKBOX 
 Outcome reached

 FORMCHECKBOX 
 Continue with outcome

 FORMCHECKBOX 
 Modify outcome

	     
	     
	 FORMCHECKBOX 
 Outcome reached

 FORMCHECKBOX 
 Continue with outcome

 FORMCHECKBOX 
 Modify outcome

	     
	     
	 FORMCHECKBOX 
 Outcome reached

 FORMCHECKBOX 
 Continue with outcome

 FORMCHECKBOX 
 Modify outcome

	     
	     
	 FORMCHECKBOX 
 Outcome reached

 FORMCHECKBOX 
 Continue with outcome

 FORMCHECKBOX 
 Modify outcome

	     
	     
	 FORMCHECKBOX 
 Outcome reached

 FORMCHECKBOX 
 Continue with outcome

 FORMCHECKBOX 
 Modify outcome


Team Member Signatures (Incl. Parents/Guardians)

	Print Name

(Role/discipline

Licensure/Certification)
	Signature
	Date
	Method of

Participation
	Agency/Contact

Information

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     

	     
	
	     
	     
	     














Participate			Confidentiality					Submit a complaint


An evaluation			Prior written notice of meetings		Help to resolve 


Give consent			Review your records				Disagreements


A plan within 45 days		Understand information (in native language)





Participate			Confidentiality					Submit a complaint


An evaluation			Prior written notice of meetings		Help to resolve 


Give consent			Review your records				Disagreements


A plan within 45 days		Understand information (in native language)
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