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A Family Rights Handbook:  Assuming a full and active role in early intervention

To the Family:  

Our goal in the EarlySteps system is the same as yours: to make sure that your child receives services as soon as possible to help them develop for the future.  When your child is eligible for services in EarlySteps, your family is also entitled to certain rights designed to protect your child and family during your participation in the system.   All families served by EarlySteps are guaranteed these rights; they rights are required by federal and state laws, regulations, and policies and are called Procedural Safeguards.  For more information about these Procedural Safeguards, please review Chapter 2 of the EarlySteps Practice Manual.

The purpose of this handbook is to provide you with your family’s rights in the following areas:

· Right to Written, Prior Notice
· Right to Written, Informed Parent Consent
· Right to Confidentiality of Information
· Right to Review Records
· Right to Resolve Disputes
· Child’s Right to a Surrogate Parent
.  EarlySteps also provides other safeguards, which are also described in this handbook:

· Evaluation and Assessment provided at no cost 

· Services provided in the natural environment according to an Individualized Family Service Plan within 45 days of referral

· Services begin no later than 30 days from signed consent on the IFSP

· Right to decline evaluation and services

· Freedom of choice in provider selection

In addition, there are definitions of some of the terms used in this handbook at the end.  These terms are shown in italics in the document.

Written, Prior Notice

Parents must receive written, prior notice before the agency or service provider:

· proposes or refuses an activity

· changes the identification, evaluation, or placement of your child 

· changes the provision of early intervention services  

This notice must inform the parent of the action(s) being proposed or refused and the reason(s) for the action(s), the safeguards and the process for filing a complaint if you do not agree.  EarlySteps uses a form called a Notice of Action for any such action(s).  A copy of this Family Rights Handbook must be provided with the notice.  The notice is written in a way that is understandable to the general public and provided in your native language, unless it is clearly impossible to do so. 

Parent Consent

Written parental consent must be obtained before conducting an initial evaluation and assessment and before providing any early intervention services. Parents may choose not to give consent for any particular service without jeopardizing any other services, and they may refuse a service at any time, even after accepting it, without affecting other intervention services.  The exception to this right regarding refusing a service is service coordination, which is a required service in EarlySteps.  

Consent means that you have been fully informed of all the information about the activity for which consent is sought.   Consent also means that you understand and agree in writing to the activity for which consent is sought and the consent form describes that activity.  Consent describes the activity(s) and must also list the specific records that will be released and to whom.  Your written consent is voluntary and can be revoked at any time.

If you do not give consent, EarlySteps will make sure that you:

· are fully aware of the nature of the evaluation and assessment or the services that would be available

· understand that your child will not be able to receive the evaluation, assessment or other services unless consent it given.

Confidentiality of Information

Your written consent must be obtained before personally-identifiable information is disclosed to anyone other than officials of participating agencies collecting or using the information in early intervention records.   Directory information (child’s name, parent’s name, address and phone number) may be released to participating agencies without parental consent as authorized by the Family Educational Rights and Privacy Act (FERPA), Section 99.31.  This release of directory information includes the release to the Community Outreach Specialists, individuals who work under contract with the lead agency to provide supports and services to parents whose children are enrolled in EarlySteps, and notification to the local education agency prior to your child reaching his/her 3rd birthday.
EarlySteps is required to tell parents about the policies and procedures that ensure personally identifiable information is kept confidential.    Information describing the children for whom personally identifiable information is maintained, types of information sought, the methods used in gathering the information (including the sources from whom information is gathered), and the uses of the information is provided to you.  Participating agencies must have policies and procedures regarding:

· The collection, storage, and disclosure to third parties, and destruction of personally identifiable information.   

· The designation of one person in the agency responsible for ensuring confidentiality

· The training of staff regarding the requirements from IDEA and FERPA

· The list of  names and positions of the agency’s employees who have access to the information 

· The destruction of the information when it is no longer needed and that it must be destroyed at your request.

· The possible maintenance of permanent records:  name, address, phone number, etc.

Record Review

Parents are allowed to inspect and review records relating to evaluations and assessments, eligibility determination, development and implementation of IFSPs, individual complaints regarding your child, and any other area involving records about your child and family.   Parents have the right to a response from the participating public agency/service provider to reasonable requests for explanations and interpretations of the records.  The agency has to comply with the request without unnecessary delay and before any meeting regarding an IFSP or any hearing, and in no case more than 45 days after the request has been made.  

Parents also have the right to request that the public agency/service provider furnish copies of the records containing the information and the right to have a representative inspect and review the records.  The agency may charge a fee for copies of requested records unless the fee would prevent you from exercising your right to inspect and review the records.

The agency must keep a written record of the individuals that have access to the child’s early intervention record.  This record of who has reviewed the record includes the name of the individual, the date the record was reviewed, and the purpose for the review.  This record of access is maintained in the child’s early intervention record.

 If the early intervention record includes information on more than one child, the parents of the other children have the right to inspect and review only that information relating to their child or to be told of that specific information.

Public agencies must provide parents a list of the types and locations of the early intervention record collected, maintained, or used by the agency if the parent requests such information.

Parents may ask that records be amended. The System Point of Entry (SPOE) must decide whether to amend the information as the parent requested within a reasonable period of time of the receipt of the request; and, if the SPOE refuses, the SPOE must inform the parent of the refusal and advise the parent of the right to a hearing. 

If, as a result of such a hearing, the information is found to be inaccurate, misleading, or otherwise in violation of the privacy or other rights of the child, the SPOE will change the information and so inform the parent in writing.  However, if, as a result of the hearing, the information is not found to be inaccurate, misleading, or otherwise in violation of the privacy or other rights of the child, the public agency will inform the parent of the right to place a statement commenting on the information or setting forth any reasons for disagreeing with the decision of the agency in the child’s record.

If the SPOE places a statement in the early intervention records of the child, the SPOE shall: 

(1) Maintain the statement with the contested part of the record for as long as the record is maintained; and 

(2) Disclose the statement whenever it discloses the portion of the record to which the statement relates.

Dispute Resolution

If any person or organization believes that an agency, provider or other person has violated any state or federal regulation implementing Part C of the IDEA, you may request timely resolution of your concerns.  EarlySteps uses the following procedures to resolve your concerns:  individual child complaint procedures, mediation, and due process hearings.

COMPLAINTS are made by calling the regional OCDD/HSA/D office in the region where you live.  The complaint must include a statement that the agency/provider has violated the rules of Part C and the facts on which the complaint is based.  The alleged violation must have occurred not more than one year before the receipt of the complaint by OCDD unless—the alleged violation continues for that child or other children or the person or organization making the complaint is requesting reimbursement or corrective action for a violation that occurred not more than three years before the date on which OCDD received the complaint.

As soon as possible and no later than 30 calendar days, DHH-OCDD will investigate the complaint, review all relevant records, and issue a letter of findings, conclusions, and reasons for the conclusions to all parties involved in the complaint.  The findings shall address each allegation in the complaint and a review of the investigation results, including any information in an on-site investigation or from a data request.  

The process of investigating the complaint shall include:  assignment of the complaint to staff, providing notice of the complaint, information collection, and on-site visits when appropriate.  The complainant has the opportunity to provide additional information about the allegations.  If exceptional circumstances exist with respect to the particular complaint, an extension of the time limit may be granted.  If such an extension is given, the complainant and agency under investigation will be notified.  Resolution of a complaint shall be through the issuance of a decision letter of findings by OCDD.   If a written complaint is received that is also the subject of a due process hearing or contains multiple issues, of which one or more are part of that hearing, DHH must set aside any part of the complaint that is being addressed in the due process hearing until the conclusion of the hearing.  However, any issue in the complaint that is not a part of the due process action must be resolved within the sixty (60) calendar day timeline using the complaint procedures described previously.

If an issue is raised in a complaint filed has previously been decided in a due process hearing involving the same parties, the hearing decision is binding.  The complainant is informed of this.  A complaint alleging a public agency’s or private service provider’s failure to implement a due process decision must be resolved by the lead agency.   In resolving a complaint in which it finds a failure to provide appropriate services, DHH must address how to remedy the denial of those services, including as appropriate, the awarding of monetary reimbursement or other corrective action appropriate to the needs of the child and the child’s family and appropriate future provision of services for all infants and toddlers with disabilities and their families.

MEDIATION provides an opportunity for parents and providers to resolve disagreements in a non-adversarial, impartial manner.  Both parties involved in the dispute will be offered the opportunity to use mediation to resolve the concerns. This is voluntary and does not take away the parent’s right to a due process hearing or to a timely due process hearing. Mediation services are at no cost to either party. Both parties who will be participating in the mediation agree to select a qualified and impartial mediator, trained in effective mediation techniques and who is knowledgeable in laws and regulations relating to the provision of early intervention services.  DHH calls this process an administrative conference.  The mediation session or conference will be scheduled at a location and time mutually agreed upon by the parties. A lay advocate or legal counsel may accompany parents.

All discussions held during the mediation are confidential and cannot be used later as evidence in a subsequent due process hearing or civil action.  Parties may be required to sign a pledge of confidentiality before the mediation process begins.  Mediation must be scheduled within 5 calendar days of the selection of a mediator and completed within 30 calendar days of the decision to mediate.  The agreements reached through mediation must be presented in a written mediation agreement to both parties.  

You may be offered mediation by OCDD or you may request mediation in person, in writing, or by telephone, by contacting the EarlySteps Program Manager at 225-342-0095.

DUE PROCESS HEARING is an administrative hearing to resolve disputes conducted by an administrative law judge with the DHH Bureau of Appeals.  This law judge is knowledgeable of the needs of and services for infants and toddlers and the provisions of IDEA-Part C.  To initiate a due process hearing, a written request for a due process hearing with a statement of your concerns must be submitted to the EarlySteps Program Manager in person, by telephone or by mail.  Or you may mail the request directly to the DHH Appeals Bureau at PO Box 4183, Baton Rouge, LA  70821-4183. 

· The due process hearing will be held at a time and place that is reasonably convenient to you.

· At the hearing you may be accompanied and advised by counsel and by individuals with special knowledge or training in early intervention services for children with disabilities.





· At the hearing you may present evidence and confront, cross-examine, and compel the attendance of witnesses.

· At the hearing you may prohibit the introduction of evidence that has not been disclosed to you at least five days prior to the hearing.

· A record of the proceedings will be maintained.  You have the right to an electronic verbatim transcription of the proceedings.  

· The hearing officer will listen to the presentation of the parties involved, examine relevant information, and reach a timely resolution. 

· You will receive findings of fact and decisions in writing within 30 calendar days.

If you do not agree with the decision, you may ask for a judicial review within 30 days of the appeals decision.  If either party disagrees with the findings and final decision, they have the right to bring civil action.  This action may be brought in a state or federal district court.

During these proceedings, unless otherwise agreed to by you and the agency, your child will continue to receive the early intervention services that were being provided at the time you made the request for the due process hearing.  If the complaint involves an application for initial services, your child must receive those early intervention services that are not in dispute.
Child’s Right to a Surrogate Parent 

If a child is a ward of the state (residing in facility or group home), does not have a parent that can be identified or found, or does not have a “person acting as a parent”, a person will be assigned to act as a Surrogate Parent. A Surrogate Parent may represent the child in all matters related to the evaluation and assessment of the child, the development and implementation of the IFSP, including annual IFSP evaluations and periodic reviews, the ongoing provision of early intervention services to the child, and any other rights established under IDEA-Part C.

Anyone can inform an Intake Coordinator (IC) or a Family Support Coordinator (FSC) that a Surrogate Parent may be needed.  The IC or FSC completes a form called “EarlySteps Surrogate Parent Determination Form”.  This form documents that there is a need for the assignment of a Surrogate Parent.  The person selected will have:

· No conflict of interest regarding the child represented

· Knowledge and skills that ensure adequate representation of the child

· Is not an employee of any state agency or a person or an employee of a person providing early intervention services to the child or to any family member of the child

· Resides in the same general geographic area as the child, whenever possible

Other Procedural Safeguards in EarlySteps:

Evaluation/Assessment

EarlySteps ensures that all eligible children will receive early intervention services without regard to race, culture, religion, disability, or ability to pay. Eligibility is decided by an evaluation of the child (within 45 days of referral). Information from at least two or more qualified professionals gathered about your child’s medical history, development, and current abilities is examined. This is the multidisciplinary evaluation to determine eligibility. If there is a need for more information, you will be informed about this. This additional information gathering does not change the 45-day timeline that EarlySteps must meet to have a plan in place for your child if eligible.  If you do not consent in writing to this evaluation to determine eligibility, your child and family will not receive the evaluation, assessment and early intervention services provided by EarlySteps.  If the child is eligible for services, the child and family also have the right to ongoing assessments of the child’s strengths, skill levels, progress, and needs.  The evaluation is available to you at no cost.

Individualized Family Service Plan (IFSP)

Within 45 days of the referral, each eligible child and family must have a written Individualized Family Service Plan (IFSP) for providing early intervention services that includes the family’s concerns, priorities, and resources for their child. Information from you about your child is critical to EarlySteps for making good decisions in developing outcomes in the IFSP.  The IFSP is written for a year and is reviewed at least every six months. It includes the major outcomes for the child and family, how progress will be measured, what and where services will be provided, when they will begin and for how long, methods of payment, if any, and transition at various times throughout the process and upon the child’s third birthday.  You have the right to be invited to and participate as a team member in all meetings in which a decision if expected to be made regarding your child.  You have the right for your child to receive early intervention services in natural environments to the extent appropriate to meet your child’s developmental needs.  Services must begin no later than 30 days from the time you sign consent for services.

Freedom of Choice
Louisiana assures that families have freedom of choice in the selection of an available service coordination agency, a qualified service coordinator, and/or other service providers and the right to change providers or service coordinators.  

EarlySteps will offer families a provider choice list using the service matrix for service coordination and other service providers.  Families are asked to sign a Provider Selection Form which verifies that they have been offered a choice and who their selected provider is.

Parent’s Rights and Responsibilities under Medicaid

The Medicaid program provides protections (rights) to each individual eligible and receiving Medicaid covered services.  Medicaid rights apply only to the Medicaid covered services identified on a child’s IFSP and do not supersede the IDEA, Part C regulations, rights and safeguards.   Here are the rights to which families receiving Medicaid services agree:

· I declare that everyone who is applying for health insurance is a US citizen or is in this country legally.

· The information I give is true and correct to the best of my knowledge.  I realize if I knowingly give information that isn’t true OR if I knowingly withhold information and my child gets health benefits for which they are not eligible, I can be lawfully punished for fraud.  I may have to repay Medicaid for any medical bills that are paid incorrectly.

· I understand that the information I give about our situation will be checked.  I agree to assist Medicaid in this process and to let Medicaid get needed information from government agencies, employers, medical providers, and other sources.

· I understand that our Social Security numbers will only be used to get information from other government agencies to prove eligibility.

· I understand by accepting Medicaid/LaChip, I give the Department of Health and Hospitals the right to any medical support or payments from third parties who would be legally responsible for any medical services paid by Medicaid for my child.  I agree to release any medical information needed by the Medicaid Program or others for the purpose of paying or receiving payment of medical bills.  I understand that this is required to get coverage, and I agree to help in obtaining medical support and payments from anyone who is legally responsible.

· I understand that Medicaid will only make a referral to Child Support Enforcement for medical support upon my request.

· I agree to tell Medicaid within 10 days of the following changes: 

1) If anyone receiving health coverage moves out of state; 2) Changes where we live or get our mail; and 3) Changes in other health insurance coverage.

· I can ask for a Fair Hearing if I think the decision made on my case is unfair, incorrect or being made too late.  Fair Hearings are allowed under Medicaid to address the eligibility for Medicaid.  This hearing does not affect Part C eligibility or IFSP development and implementation.  A child may be found ineligible for Medicaid and continue to be eligible for Part C services.  The next appropriate payer would pay IFSP early intervention services if Medicaid were not the right payer.  

Information about WIC, KIDMED and other Medicaid services will be sent to you if your child is  eligible for Medicaid.

Medicaid cannot discriminate because of race, color, sex, age, disability, religion, nationality or political belief.  If you believe they have, you can call the U.S. DHHS Regional Office for Civil Rights in Dallas, TX at 1+800+368-1019 or write to Louisiana’s Department of Health & Hospitals, Human Resources at P. O. Box 1349   Baton Rouge, LA  70821-1349.

To Find Out More About Parents’ Rights, Opportunities & Responsibilities:  

Contact your local System Point of Entry office, your Family Support Coordinator, and/or Chapter 2 of the EarlySteps Practice Manual at http://www.earlysteps.louisiana.gov. 

To make a complaint, call your regional OCDD/HSA/D office in the region where you reside.  The SPOE office and FSC Agency office have these numbers.  The regional offices can also be located on the EarlySteps website above.

Definitions

Consent means that you have been fully informed of all the information about the activity for which consent is sought.  Consent also means that you understand and agree in writing to the activity for which consent is sought and the consent form describes that activity.  The form must also list the specific records that will be released and to whom.  Your written consent is voluntary and can be revoked at any time.
Native language means the language or mode of communication normally used by the parent.   If a family uses another method of communication, such as sign language or Braille, then they have the right to receive information in that way.  If the native language or other mode of communication used by the parent is not a written language, the notice will be translated orally into the native language or provided by other means (such as by an interpreter for the deaf) if other mode of communication is the native language of the parent.  The notice will be provided in the native language so that the parent understands the notice.  The provision of the notice in the native language is documented.

Natural environment means settings, including the home, that are natural or normal for children who are your child’s age and who do not have a disability.

OCDD is the Office for Citizens with Developmental Disorders.  This office is part of the Department of Health and Hospitals and is the lead agency for EarlySteps.

Participating agency means any agency or institution which collects, maintains, or uses personally-identifiable information, or from which information is obtained under IDEA-Part C.

Personally-identifiable information means information that includes name, address, any personal identifiers or a list of any personal characteristics that would make it possible to identify you child with reasonable certainty.

Procedural safeguards are legal protections to protect rights in dealing with agencies and providers of early intervention services.

References:
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Notice of Child and Family Safeguards in the Infant & Toddler Connection of Virginia, Part C Early Intervention System.  December, 2002.
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                       Surrogate Parent Determination Form

                       Section 1:  Child’s Identifying Information

	Name of Child (last, first, middle):
	Date of Birth (mm, dd, yyyy):

	Contact Person/Relationship to Child:
	Child’s Parish of Residence:

	Contact Person’s Mailing Address:
	Contact Person’s Telephone Number:



	Name of Intake Coordinator (IC)/Family Support Coordinator (FSC):
	FSC Agency:

	Intake/FSC Mailing Address:
	Intake/FSC Telephone/Fax Number:




                       Section 2:  Child’s Status and Surrogate Parent Determination (Check One and Proceed Accordingly)

	SURROGATE PARENT NEEDED
	SURROGATE PARENT NOT NEEDED

	·   Parent/Guardian cannot be identified
	· Child resides with parent /guardian

	·   Parent/Guardian whereabouts unknown
	· Child resides with a “person acting as a parent”

	·     Child is a ward of the state residing in a
       facility/group home
	· Child is a ward of the state residing with foster parent(s)


                               ATTN:  PERSONS EMPLOYED BY A STATE AGENCY, INCLUDING OCS AND OCDD CASEWORKERS, MAY NOT SERVE AS “PERSON  

                               ACTING AS A PARENT” OR AS THE “SURROGATE PARENT”.   (Please see Chapter 2 of the Practice Manual for more information.)         

	The information contained in this document and submitted herein is true and complete to the best of my knowledge from information gathered through available resources

Date Submitted:  ______________________________________________________________

                   Print Name/Title                                                                                                                      Signature


	DHH USE ONLY

SURROGATE ASSIGNMENT

Date Request Received: ______________________________________Date Surrogate Assigned: ____________________________________

Name of Surrogate Parent: _____________________________________________________________________________________________

Contact Information: ___________________________________________________________________________________________________

                                                                                                         Mailing Address/ City/ State/ Zip

                                 ___________________________________________________________________________________________________

                                                                                                         Home/ Cell/ Work/ Fax Numbers

Surrogate Parent Assigned By: ____________________________________________________       _______________________________

                                                             Print Name/ Title                                                                                                          Signature

The above named individual may participate in all matters related to evaluation & assessment, development and implementation of the IFSP, including annual evaluations and periodic reviews, ongoing provisions of early intervention services, and all other rights established under Part C of IDEA for the child identified on this form.  This individual is a team member and has access to all information concerning said child as other team members.

Central Office will send faxed original to the SPOE to be maintained in the child’s official record.  The SPOE will provide copies of this form to the Surrogate Parent, Intake Coordinator, and Family Support Coordinator.
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EarlySteps Referral Form
	SPOE USE ONLY

Date Received:  _______________________________     Date Intake Coordinator Assigned:  ________________

Date Entered:  ________________________________      Date Acknowledgement Sent:  ____________________


Providers who serve infants/toddlers from birth to age three are required by state and federal regulations to make referrals to the lead agency for early intervention services.  Referrals should be made within two working days of determining that an infant/toddler is possibly in need of early intervention services due to a developmental delay or a disability that is likely to result in a developmental delay if early intervention services are not provided.

Child’s Name:  ___________________________  ____  _________________________ Date of Birth:  ____/____/___ 
                                      First

                  MI                             Last
Medicaid #:  ___________________________________  Social Security #:  ________________________        

	Sex: ___Male   ___Female                     

Race (Check one item, based on the family’s self-report.):   __ Hispanic/Latino of any race OR  Non-Hispanic:    ___White    ___Black/African American    __Asian  ___Native Hawaiian/Pac  Islander  __American Indian/Alaska Native      __2 or more races


Parent(s)/Guardian(s): ____________________________________________________________________________
Address:  ________________________________________ Mailing Address:  ________________________________
City:  _________________________________________ Zip: _________     Parish: ____________________________
Phones:  (____)_______________  (____)______________  (____)_____________ email:_______________________
Alternate Contact Name:  _______________________  Relationship to Child:________________ Phone: _________
Referred by: __________________________________________ Phone: (____)____________ Fax: (____)_________

Agency:  _________________   Role:  __________________  Address:  _____________________________________
Physicians:  please assign appropriate diagnostic code with referral information and sign:  __________________
**Please attach completed EarlySteps Health Summary form
Reason for Referral

	( Suspected Developmental Delay

    ( Cognitive
    ( Social/Emotional
    ( Adaptive
    ( Motor  __Fine   __Gross
    ( Language  __Receptive  __Expressive

ICD-9 Code:  _____________
Source of Screening Tool:

_______________________________

( Orthopedic Impairment

    ICD-9 Code:  _____________

_______________________________

( Sensory Impairment ICD-9 Code:_____
    ( Hearing (Describe)

    ( Vision (Describe)                
( Autism  ICD-9 Code:_______
( Traumatic Brain Injury ICD-9 Code:___
( Seizure Disorder ICD-9 Code:________
 
	( Genetic Disorder 
     ( Spina Bifida/Neural Tube Defect ______
     ( Down Syndrome ______
     ( Hydrocephaly _____
     ( Microcephaly ______
     ( Cleft Lip/Palate _____
     ( Stroke due to Sickle Cell Anemia _____
     ( Metabolic Disorder:______________

     ICD-9 Code:  _____________

( Congenital/Neonatal Disorder

     ( Bacterial meningitis ______
     ( Cytomegalovirus (CMV) ______
     ( Herpes _____
     ( Rubella _____
     ( Syphilis _____
     ( Toxoplasmosis _____
     ICD9-Code:  ______________

( Neuromuscular Disorder
     ( Cerebral Palsy _____
     ( Muscular Dystrophy _____
     ICD-9 Code:  ____________
	( Birth History ICD-9 Code:_______
    ( gestation = ______ weeks 
    ( Low birth weight _____ grams

    ( Respiratory distress _____
    ( Ventilator support _____
    ( Intraventricular hemorrhage _____
    ( Birth asphyxia _____
    ( NICU Treatment _____
       ( hospital stay = _____ days
           Oxygen used __yes  or __no

Exposure to Toxic Substances

    ( Drugs

    ( Alcohol

    ( Elevated Blood Lead level requiring chelation:  ug/dl______/______

ICD-9 Code:___________
Other/Explanation:  ______________

_______________________________

_______________________________       

_______________________________ 

_______________________________  




How did you find out about EarlySteps?  ______________________________________________________________
Please Mail or Fax to:  Fax:                                         Address:                   
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Date:





To:  

________________________                          

                      (Referral source)

        ______                                           


                   (Address)




__________________                      


       (City/State/Zip)

RE:  ____________________________________________  DOB:  ____________________
Parent Name:  ___________________________________                          

Thank you for referring the above-named child to the Louisiana’s Early Intervention System.  We appreciate your interest in the well being of young children.

We have started the intake process with the family, following the procedures for the Part C System.  This includes, with the family’s consent, determining eligibility.  If the child is found eligible and the family agrees, we will then develop an Individualized Family Service Plan (IFSP).  These activities must be completed within 45 days of the receipt of the referral.

We gladly share information from the early intervention record if the parent gives written permission to do so.  If you would like to have periodic updates or be a part of this child’s team, please contact the family so that they may consider your request.  We are unable to provide any personally identifiable information without the permission of the parent.

Again, thank you for the referral.

Sincerely,

Systems Point of Entry (SPOE)

Insert Local SPOE name, address, phone, and fax number here.
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Date:







(Name)



(Address)



(City/State/Zip)

Dear
                                    

:

Thank you for referring your child to EarlySteps, Louisiana’s Early Intervention System.  

We have started the intake process with your family and some or all of the following activities will be conducted:

· Screening your child’s development

· Requesting information from your child’s doctor or other professionals

· Conducting eligibility determination (which would involve having a provider complete the BDI-2)

· Developing a service plan, Individualized Family Service Plan (IFSP)

These activities must be completed within 45 days of the receipt of the referral.  Information from your child’s early intervention record is shared only with your written permission.

Again, thank you for the referral.

Sincerely,

Systems Point of Entry (SPOE)

Insert Local SPOE name, address, phone, and fax number here.
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Early Intervention Record 

Access Log

	Child’s Name (Last, First, Middle)
	DOB (MM, DD, YYYY)


	DATE
	NAME
	TITLE/AGENCY
	PURPOSE OF REVIEW

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


This must be present in each child’s file. (SPOE, FSC, & Provider)

SPOE 45-Day Checklist

Directions:  Insert Date Activity was completed (or NA if not applicable).

Intake Coordinator Name: ________________________________________SPOE:______________________

Child’s Name: ____________________________________________Date of Birth:_______________________


Last                                 First                                             MM/DD/YYYY

	Activity
	Date Completed

Or 

NA
	Date Data Entered in SPOE Software
	Steps for Activity Completion

	Referral Form Received
	
	
	Opened electronic records and hard copy; Data Entered

	Initial Family Contact
	
	
	Contact the family by telephone or face-to-face visit.

	Acknowledgement of Referral 
	
	
	Letter sent to referral source. 

	
	
	
	

	Intake
	
	
	Completed Notice of Action:) 

	
	
	
	Gave Family Rights Handbook

	
	
	
	Administered ASQ 

	
	
	
	Completed LA DHH Application for Services; Data Entered

	
	
	
	Sent Application to Medicaid

	
	
	
	Sent Application to CSHS

	
	
	
	Obtained signed Consent to Release/Share Information forms

	
	
	
	Sent Health Summary to child’s medical home; Data Entered

	
	
	
	Completed Health History

	
	
	
	Scheduled Vision screen

	
	
	
	Scheduled Hearing screen

	
	
	
	Scheduled Nutrition screen

	
	
	
	Completed Freedom of Choice form for comprehensive developmental assessment (BDI-2)

	
	
	
	Authorization for BDI-2/Autism screening entered

	Is this still accurate?
	
	
	EarlySteps Assessment and Planning request to select BDI-2 provider 

	
	
	
	Completed Notice of Action: 

	
	
	
	

	Initial

Eligibility
	
	
	Completed   change name

	
	
	
	Authorizations for team meeting entered 

	
	
	
	Eligibility Team Meeting Announcement sent

	
	
	
	Eligibility Determination Documentation Completed; Data Entered

	
	
	
	Team meeting minutes

	
	
	
	Completed Notice of Action if child not eligible

	
	
	
	Completed Family Assessment of CPR

	
	
	
	Completed Authorization for FSC (ongoing support coordinator)

	
	
	
	Completed Eligibility Consultant Statement, if needed—we still have

	
	
	
	

	Initial IFSP Development
	
	
	Provider Freedom of Choice Form completed for IFSP meeting—name?

	
	
	
	IFSP Team Meeting Announcement sent

	
	
	
	Authorizations for IFSP Team meeting entered

	
	
	
	Completed IFSP; Data Entered

	
	
	
	Authorizations for IFSP services entered

	
	
	
	IFSP mailed to all team members 

	
	
	
	Sent Application to OCDD/HSA/D for services as requested by family

	
	
	
	Sent Application to OCDD/HSA/D (EarlySteps Eligibility Information for  Medicaid Waiver Registry Referrals)—for children 2 years, 9 months

	
	
	
	

	Transition
	
	
	Transition Letter sent to LEA if child enters services after 2.2 years 

	
	
	
	Transition meeting held and completed if the child enters at 2.2 of age or older

	Case Closure
	
	
	Completed Change Form; Data Entered

	
	
	
	Referred child to LEA if less than 45-days from 3rd B’day and parent agrees

	
	
	
	Referred child to OCDD if less than 45 days from 3rd b’day and parent agrees

	
	
	
	Referred child to EPSDT Case management and/or other services if , 45 days or did not qualify

	
	
	
	Copies of any needed correspondence
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Notice of Action                                      

Child’s Name:____________________________________DOB_____________Date Notice Provided________

======================================================================================

    (   Initial Eligibility Proposed   
(   Initial Eligibility Refused  

    (   Annual Determination of Eligibility Proposed   (Annual Determination of Eligibility Refused

    (   Initial Placement/Services Proposed  (   Initial Placement/Services Refused

    (   Review/Change IFSP Service(s) Proposed: ∆ Increase  ∆ Decrease  ∆ Change setting/provider  ∆ Add ∆ Terminate

    (   Review/Change IFSP Service(s) Refused:  ∆ Increase  ∆ Decrease   ∆ Change setting/provider   ∆ Add ∆ Terminate
       Service Changes require completion of the IFSP Team Services Decision Form to provide reason for action   

(    Transition Planning Conference is necessary
CONSENT FOR ELIGIBILITY DETERMINATION & IFSP Development
Notice of Action:  The EarlySteps system of early intervention proposes to evaluate information about my child to determine if my child is eligible for EarlySteps.  An assessment of my child may be conducted if needed to gather information about my child’s current functioning and needs.  If my child meets the eligibility criteria for EarlySteps, an Individualized Family Service Plan will be developed that specifies the developmental outcomes desired for my child and family and the early intervention services necessary to achieve those outcomes.  I understand that EarlySteps can take no action for three (3) calendar days and that I can refuse or contest any action taken by EarlySteps.

Along with this Notice of Action, I received the Family Rights Handbook, which describes the rights, opportunities, and responsibilities available to me.  I understand that the early intervention providers will follow procedures to assure that my rights and those of my child are guaranteed.  The Family Rights Handbook includes information regarding:  

(1) Notice for Evaluation for Eligibility Determination and Assessment Service(s) for eligibility determination and/or IFSP development, 

(2) Consent 

(3) Confidentiality of Information, 

(4) Dispute Resolution

(5) Record Review
My rights, opportunities and responsibilities were explained to me, both verbally and in writing.  

Parent/Caregiver Signature:  ________________________________________________________________

Consent to Proceed:  I, therefore, grant permission for EarlySteps, Louisiana’s Early Intervention System to proceed with the eligibility evaluation to determine eligibility.  I understand that assessments of my child’s developmental skills may be conducted to assist with eligibility or with the development of the IFSP.  If my child is eligible, I understand that an IFSP will be developed.  I understand that, as my child’s parent/legal guardian, that I am an active and equal member of the early intervention team for the purposes of determining my child’s eligibility for EarlySteps and subsequent IFSP development if appropriate.  I understand that I can revoke this consent at anytime.

_______________________________________                               _____________________

Parent/Legal Guardian /Educational Surrogate                                                Date 

____________________________________________                                 _________________________



Intake Coordinator/FSC                                                                                    Telephone

======================================================================================
  Eligibility Refused:  In determining eligibility for your child, the following action(s) were taken:

· Administered an Ages and Stages Questionnaire (ASQ), which is a developmental screening tool.

· Reviewed the results of a recent ASQ or comprehensive developmental assessment from another provider.  

      (   Obtained a comprehensive developmental assessment/curriculum-based assessment (BDI-2).

We also gathered health status information from your child’s medical home, as well as information obtained from you.  This information indicated that your child does not have a diagnosed medical condition or developmental delay that meets LA Part C criteria. Therefore, EarlySteps is refusing to determine your child eligible for Part C services.

I understand that EarlySteps must wait at least three (3) calendar days before taking any actions. If I do not agree with this proposed action, I can contact the Family Support Coordinator listed below or call 1-866-327-5978 who will assist me in requesting a review of this decision. 

This notice invokes specific rights for parents.  Please refer to yourFamily Rights Handbook.  If you need assistance in understanding the provisions of the Family Rightsyou may contact the EarlySteps office at 1-866-327-5978.

_____________________________________                  __________________             ______________

Intake Coordinator/Family Support Coordinator                   Telephone                                Date        

( Medicaid Eligible Child (see page two)
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Eligibility Refused/IFSP services changed/Refused:  Medicaid Eligible Children

Based on the assessment information provided, your child does not have a documented developmental delay and is not eligible for EarlySteps services or Family Support Coordination.  EPSDT targeted support coordination is a Medicaid State Plan Service.  Support Coordination is a service that can assist families to access the services available to them through Medicaid EPSDT.  This includes all services that individuals under age 21 may be entitled to receive with a Medicaid Card.  These services may help address the individual’s medical, social and educational needs.  The Support Coordinator will review all available services and assist with making referrals for the services they may be eligible to receive.  These may include services such as medical equipment, occupational, physical or speech therapy.  Personal Care Services (PCS), Home Health and KIDMED.  Support Coordinators will assure families will also be informed of any new services in the future that may help their children.  As a Medicaid participant, your child is eligible for EPSDT services if they have a medical need.  If you are interested in EPSDT services, call KIDMED (TOLL FREE) at 1-877-455-9955 (or TTY 1-877-544-9544).

If you disagree with this decision, you may ask for a fair hearing.  If you want to request a fair hearing, you must do so within thirty (30) days from the date of this notice.  You must mail your request for a fair hearing to the address below:

DHH Bureau of Appeals

P.O. Box 4183

Baton Rouge, LA  70821-4183

(225) 342-0443

If you ask for a fair hearing, you have the right to appear in person; represent yourself or have anyone else you choose represent you, including an attorney; present your own evidence or witnesses; and question any person who testifies against you.

_____________________________________                           ________________________

Intake Coordinator/Family Support Coordinator
Date Notice Provided to Parent

________________________________________                         

Parent/Legal Guardian /Educational Surrogate                                                
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Louisiana Department of Health & Hospitals

Application for Services Children 0-3 with Special Needs
* Indicates information is entered and stored electronically at the System Point of Entry    
( Indicates Required for EarlySteps

Part 1.  Enrollment Application            (Initial                     ( annual review #1                                       ( annual review #2
	*Child’s Parish of Residence
	Intake/Request/APPLICATION Date
	Time of Request/Application

	
	
	


(Section A.  *Child Information

	Last Name
	[image: image21.wmf] 


First Name                                              MI                                                              
	social security Number
	Sex
	Date of Birth

	
	
	
	
	

	Mailing address
	city/state/ zip code
	TELEPHONE NUMBER 
	Mother’s Maiden Name

	
	
	(      )
	

	Child’s Native Language:      (  English           (  Spanish           (  VietNamese               (  Other:______________________________


(Section B.  Enrollment Requests   THIS IS A REQUIRED SECTION

	Medicaid/LaChip Status
	(  Applying Now
	(  Already Receiving 

Number: _____________________________________


	(  Not Interested



	Office for Citizens with Developmental Disabilities (OCDD)/Human Service Authority (HSA)/District (D) services
	(  Applying Now 
	(  Already Receiving Services
	(  Not Interested

	Children’s Special Health Services (CSHS)
	(  Applying Now
	(  Already Receiving Services
	(  Not Interested

	
	
	
	

	Medicaid Waiver Registry
	INITIAL

( Requesting Services Now. This will be my child’s Protected Date for the Medicaid Waiver Registry.

(  Not interested at this time.  I understand that by marking this box, my child does not have a  Protected Date for the Medicaid Waiver Registry. 

Signed:                                                                             Date:

---------------------------------------------------------------------------------------------------------------------------------

Annual review # 1 (If medicaid waiver registry not requested at initial application or other time.)


( Requesting Services Now. This will be my child’s Protected Date for the Medicaid Waiver Registry.

(  Not interested at this time.  I understand that by marking this box, my child does not have a  Protected Date for the Medicaid Waiver Registry. 

Signed:                                                                             Date:

Annual Review # 2 (If medicaid waiver registry not requested at initial application or other time.)

( Requesting Services Now. This will be my child’s Protected Date for the Medicaid Waiver Registry.

(  Not interested at this time.  I understand that by marking this box, my child does not have a   Protected Date for the Medicaid Waiver Registry. 

Signed:                                                                             Date:


(Section C.  *Parent/Legal Guardian Information

1.   Name:     ___________________________________________________________________________________

Address:  _____________________________________________________________________________________


           Street
                                                                     City 
State                 Zip Code

Home Telephone:  (_____)_________  Work Telephone:  (_____)_________Other Telephone:  (_____)___________

2.
Name:    ___________________________________________________________________________________

     Address:  __________________________________________________________________________________


                Street


City
State                  Zip Code

Home Telephone:  (_____)_______  Work Telephone: _(_____)__________ Other Telephone:  (_____)____________

Native language spoken at home:__________________  Interpreter needed?  Y/N       

SECTION D.  Information about the child’s parents, brothers,  or sisters under age 19 who live in the home.
(You DO NOT have to give a Social Security number if you ARE NOT applying for Medicaid.

( Race information DOES NOT have to be given for Medicaid application. 

*Part C requires Race information only for the child enrolling in Part C services.     Use the following codes:  1=White; 2=African-American; 3=American Indian/Alaskan; 4=Asian; 5=Hispanic/Latino; 6=HI/Pacific Islander; 7=Hispanic/Latino & Other; 8=Multi-Race Not Hispanic; 9=Unknown.
	Name ‑ First, Middle Initial, Last
	Applying for coverage?

Y/N
	Social Security

Number(
	Date of birth
	Sex
M/F
	U.S. Citizen
Y/N
	Race

	Relation to child
( brother, sister, mother, father.)

	
	
	
	Month
	Day
	Year
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


SECTION E.  Income  This section is required for all applicants. 

√*Who is the head of household?___________________________________________

Does anyone in your household work or is self-employed?    YES   NO   If YES,  complete the following.  Give us gross income before deductions, not take home pay. (Required for Medicaid application)

	Name of the person working
	Name, address, phone # of the company or person you work for
	Amount paid

per hour
	Number of hours

worked/week
	How often do you get paid?
	Monthly Income

	
	
	$
	
	
	$

	
	
	$
	
	
	$


Does anyone in your household get any other money such as the kinds listed below?   YES   NO   If YES,  complete the following.

	Source of money
	Who does the money come from?

Name and address.
	Who gets this money?
	How much?
	How often?

	Social Security/ SSI
	
	
	$
	

	Child Support/Alimony
	
	
	$
	

	Money from friends or relatives
	
	
	$
	

	Other sources of money
	
	
	$
	


What is the Total Household Gross (before deductions) MONTHLY Income?
$_______________________

Is this month’s income the same as the previous three months?
 YES   NO 


Are you currently paying child care to be able to go to work?   YES   NO    If YES, how much a month? $___________

Do you pay for care of an incapacitated adult?   YES   NO   If YES, how much  a month  $___________

Does anyone living in the household pay child support or alimony?
 YES   NO  If YES, how much a month  $___________

Do you have extraordinary expenses?

 YES   NO

 Is your child blind or disabled?

 YES   NO
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SECTION F.  Medical Insurance This section is required for all applicants.

SECTION G.  Rights and Responsibilities under Medicaid 

· I declare that everyone who is applying for health insurance is a U.S. citizen or is in this country legally. The information I give on this form is true and correct to the best of my knowledge.  I realize if I knowingly give information that isn’t true OR if I knowingly withhold information and my child(ren) get health benefits for which they are not eligible, I can be lawfully punished for fraud and I may have to re-pay Medicaid for any medical bills which are paid incorrectly.

· I understand that the information I give about our situation will be checked.  I agree to help do that and to let Medicaid get needed information from government agencies, employers, medical providers and other sources.

· I know that our Social Security numbers will only be used to get information from other government agencies to prove eligibility.

· I understand by accepting Medicaid/La CHIP, I give the Department of Health and Hospitals the right to any medical support or payments from third parties who would be legally responsible for any medical services paid by Medicaid for my child(ren).  I agree to release any medical information needed by the Medicaid Program or others for the purpose of paying or receiving payment of medical bills.  I understand that this is required to get coverage and I agree to help in obtaining medical support and payments from anyone who is legally responsible.

· I understand that Medicaid will only make a referral to Child Support Enforcement for medical support upon my request.

· I agree to tell Medicaid within 10 days of the following changes:  1) If anyone receiving health coverage moves out of state; 2)  Changes where we live or get our mail; and  3)  Changes in other health insurance coverage.

· I can ask for a Fair Hearing if I think the decision made on my case is unfair, incorrect or being made to late.

· Medicaid can’t discriminate because of race, color, sex, age, disability, religion, nationality or political belief.  If I think they have, I can call the U.S. DHHS Regional Office for Civil Rights in Dallas, TX at 1+800+368-1019 or write to Louisiana’s Department of Health & Hospitals, Human Resources at P. O. Box 1349  Baton Rouge, LA  70821-1349.

· Information about WIC, KIDMED and other Medicaid services will be sent to me if we are eligible for Medicaid.

The required signature below documents the completion of this entire form by the parent or 

authorized representative, regardless of which programs the child/family is applying for enrollment.




                                                                                                      ____________________

Signature of Parent or Authorized Representative

                      Date

Intake Coordinator/Interviewer __________________________Telephone: ________________________

 Signature below indicates that the DHH application has been reviewed and information is current. 
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Dissemination Processes for the LA DHH Application for Services Form

	Medicaid/La Chip: A copy of the LA DHH Application for Services Form is sent to the Parish Medicaid office with a cover letter stating that this family is interested in applying to Medicaid.  This must be mailed no later than 15 calendar days of receipt of referral.

	Children’s Special Health Services (CSHS):

EarlySteps Process for Referrals to Children’s Special Health Services

Joint Application for Services (Louisiana Department of Health & Hospitals Application for Services Children 0 – 3 with Special Needs)

In order to support families in accessing other related systems of services, EarlySteps has created a joint application process with the Office for Citizens with Developmental Disabilities (OCDD)/Human Service Authority (HSA)/District (D), Medicaid and CSHS. For families of infants and toddlers in the EarlySteps system that are presumed eligible for CSHS and interested in applying for CSHS services, the EarlySteps application shall also serve as a referral and application to CSHS.

EarlySteps Referral Process to CSHS

During the application process or annual re-determination for children in EarlySteps, the System Point of Entry (SPOE) Intake Coordinator or Family Support Coordinator (Ongoing Support Coordinator) must inform the families of children with a special health care need about the CSHS program.

SPOE/FSC Procedures for CSHS Referral

If thi  I   If a  family of a child in the EarlySteps system is interested in being referred to CSHS and is presumed to meet CSHS medical eligibility requirements, the SPOE Intake Coordinator or Ongoing Support Coordinator shall forward the following information to the CSHS Regional Office of residence:

1. “The Louisiana Department of Health and Hospitals Application for Services Children 0 – 3 with Special Needs”

2. EarlySteps Health Summary (if available) or EarlySteps Health History Form.  One of these must accompany the Early Steps Application.

3. Eligibility Determination Documentation
Note: For medical eligibility questions, call the Regional CSHS office.
Notification of CSHS Eligibility

CSHS staff will notify the SPOE and Ongoing Support Coordinator (if appropriate) about the status of the child’s eligibility for CSHS services. If child is not eligible for services, CSHS staff will indicate the reason the child is not eligible for services.

	Office for Citizens with Developmental Disabilities (OCDD/HSA/D) Services, Human Services Authorities (HSA), District (D):

· Any referrals OCDD/HSA/D gets from the EarlySteps Family Support Coordinator (FSC), or the EarlySteps Systems Point of Entry (SPOE) Intake Coordinator for children who are eligible for and receiving specific Part C services through EarlySteps prior to the age of 2 years, 9 months must include the following documentation:

1. EarlySteps of Louisiana Individualized Family Service Plan
a. *with "Section 8:  Other Services" listing OCDD/HSA/D and the specific service OCDD/HSA/D will provide

2. The Louisiana Department of Health and Hospitals Application for Services Children 0-3 with Special Needs (listed as "Enrollment Form" on EarlySteps' website)
3. EarlySteps of Louisiana Reciprocal Consent to Release and Share Information

4. Eligibility Determination Process Report

5. EarlySteps Eligibility Information for OCDD, Human Service Authority/District and Medicaid Waiver Registry Referrals

· Any referrals OCDD/HSA/D gets from the FSC or the SPOE Intake Coordinator for children who ARE eligible for EarlySteps but do not have an IFSP prior to the age of 2 years, 9 months must include items 2 through 5 above.  

           In these cases the OCDD/HSA/D Coordinator or appropriate staff will do a Plan of Support for the child   

           detailing the service the family is requesting. The OCDD/HSA/D Office will send a copy of the 

           OCDD/HSA/D Plan of Support to the appropriate EarlySteps FSC and SPOE Intake Coordinator
· The postmark date on the envelope which the “Cash Subsidy Application” is mailed requesting 
   OCDD/Human Service Authority Services/Districts is the PROTECTED DATE for Cash Subsidy  

   services.  The envelope becomes a permanent part of the child’s record. The Cash Subsidy Application 
   must be signed by the parent.  


	Office for Citizens with Developmental Disabilities (OCDD/HSA/D) Services, Human Services Authorities (HSA), District (D) for Medicaid Waiver Registry:
The DATE OF APPLICATION as listed on the following EarlySteps forms is very important:

· The date the parent signed requesting Medicaid Waiver Registry on the “Louisiana Department of Health and Hospitals Application for Services Children 0-3 with Special Needs” is the PROTECTED DATE for the Medicaid Waiver Registry, provided they meet the criteria for a disability after the age of 2 years, 9 months. 
· If a family brings a child who is 2 years, 9 months directly to OCDD/HSA/D and the family is requesting a place on the Medicaid Waiver Registry, OCDD/HSA/D should begin the process. The OCDD Regional Office/HSA must still refer the family to the appropriate SPOE.
· Children 2 years, 9 months and older who have never received services through OCDD/HSA/D, but have been determined eligible for participation in EarlySteps may be referred directly to OCDD/HSA/D by the SPOE Intake Coordinator or the FSC to see if they meet the criteria for participation in OCDD/Human Service Authority services and/or Medicaid Waiver Registry. Our goal is for every child to have a determination from OCDD/HSA/D by the age of 3.

· It is the responsibility of the Ongoing Support Coordinator to send out an EarlySteps Eligibility Information for Office for Citizens with Developmental Disabilities (OCDD)/Human Service Authority (HSA)/District (D) or Medicaid Waiver Registry Referrals when the child reaches the age of 2 years, 9 months if the IFSP team determines the child may need further services.
· OCDD/HSA/D receives the referral by 2 years and 9 months from the FSC or the SPOE.  The EarlySteps Eligibility Information for Office for Citizens with Developmental Disabilities (OCDD)/Human Service Authority (HSA)/District (D) or Medicaid Waiver Registry Referral form is sent to the family advising the family of the need to contact OCDD/HSA/D prior to the child’s third birthday to continue or request supports and services.  
It is the parent/legal guardian’s responsibility to contact OCDD/HSA/D to maintain their protected date for the Medicaid Waiver Registry and if wanting to continue or request supports and services.  The parent has until the child’s fifth birthday to initiate the OCDD entry process.  If the parent/legal guardian does not reply to the correspondence from OCDD/HSA/D or contact the office, the case will be closed resulting in the child losing the protected  date for the Medicaid Waiver Registry. 
Any family who requests a Determination Process for System Entry has the right to have one regardless of the IFSP team decision, and the Ongoing Support Coordinator must refer the family to the proper OCDD/HSA/D office.
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Health History

Child’s Name: ______________________________ Date of Birth: ____________   EarlySteps is required to consider health information as part of the eligibility process. This information helps the team to develop the whole developmental profile of your child. This form is ONLY completed during the initial intake process.   

	Primary Care Physician Name:


	Date Last Seen:
	Address:


	Telephone (_ ___) _____-______
Fax            (_ ___) _____-______

	Specialty Care Physician Name:

List Specialty:
	Date Last Seen:
	Address:
	Telephone (_ ___) _____-______
Fax            (_ ___) _____-______

	Specialty Care Physician Name:

List Specialty:
	Date Last Seen:
	Address:


	Telephone (_ ___) _____-______
Fax            (_ ___) _____-______

	Specialty Care Physician Name:

List Specialty:
	Date Last Seen:
	Address:


	Telephone (_ ___) _____-______
Fax            (_ ___) _____-______

	Hearing Risk Factors:
	Vision Risk Factors:

	(  Parent, physician or provider has a concern about child’s hearing

(  Family history of permanent child hearing loss

· In-utero infections associated with hearing loss were present CMV, HERPES, Rubella, Syphilis, Toxoplasmosis  (TORCH infection)

· Presence of a neurodegenerative syndrome, such as Hunter’s, Friederick Ataxia, and Charcot Marie-Tooth disease

(  Head Trauma

(  Recurrent or persistent ear infections

· Syndrome known to include hearing loss or ear canal dysfunction (e.g., Down Syndrome)

· Infections after birth associated with sensorineural hearing loss including bacterial meningitis

· Medical conditions during the first month of life, including hyperbilirubinemia at a serum level requiring exchange transfusion, persistent pulmonary hypertension associated with mechanical ventilation, and conditions requiring the use of extracorporeal membrane oxygenation, prematurity requiring antibiotics.
· Syndromes associated with progressive hearing loss such as neurofibromatosis, osteopetrosis, and Ushers Syndrome 

(  Child is referred for speech or language delay or articulation issues
(  Child is referred for  audiology follow up.  Audiologist:_______________________________
	(  Parent, physician, or provider has concerns about child’s vision

(  Child presents with global developmental delay

· Child has a history of eye disease or dysfunction:  cataracts, congenital glaucoma, nystagmus and has not been tested previously

· Child has a history of a TORCH infection in utero (CMV, HERPES, Rubella, Syphilis, Toxoplasmosis)

· Retinopathy of prematurity
· Child is referred for vision/ophthalmology/retinal specialist follow up.
Specialty Care Physician listed above.



Is there any important information about the pregnancy with this child that will be helpful to us in determining your child’s eligibility or in planning services together?  ______________________________________________________________________________________________________________
________Alcohol Use _________Smoking_______________Drug Use_________________Other Concerns:___________________________________________________________________

Information Provided By:________________________________________Signature:_________________________________________________Date:_______________
Child Name:__________________________________________  Date Completed:_________________________






IFSP Section 3a:  Present Levels of Health Functioning:                                            This page inserted as Section 3a of the IFSP

	Hearing Status:

Last Hearing Test Date:____________  Results:________________________

Newborn Hearing Screen Results: ( Pass (  Fail  (  Follow up:  _______date

Hearing Aids: ( Yes (  No  Ear Infections: ( Yes  (  No Tubes:  ( Yes (  No

Parent Concerns:________________________________________________

Risk factors from page 1 of Health History checked:  ( Yes   ( No
Hearing Screen Current within 3 months:  ( Yes    (  No

If no, Hearing Screen to be scheduled:      ( Yes    (  No                                                      
	 Vision Status:

Last Vision Test Date:____________  Results:________________________

Glasses : ( Yes (  No  

Parent Concerns:________________________________________________
Risk factors from page 1 of Health History checked:  ( Yes   ( No
Vision Screen Current within 3 months:  ( Yes    (  No

If no, Vision Screen to be scheduled:      ( Yes    (  No                                                      



	Birth History and Physical Development/Health Status

	Complete at Initial IFSP ONLY:  Was your child’s birth premature?  ( No  (  Yes How many weeks early was your child born?_______ 

Gestational age? ___________  Birth weight?  ____________Birth Length:___________ Hospital Stay after Birth:_______________
Update remaining section annually:  Current Weight:_____________________

What medical diagnoses does your child have that you are aware of?_________________________________________________________________
ICD – 9 Code:_________________________________

Nutrition Status:
Diet:  Bottle/Breast Feeding: ( Yes (  No  Formula/Oz/Day:_____________________________ Special diet?   ( No  (  Yes  _______________________         WIC? (   Yes  ( No  Referral Needed:  (   Yes  ( No  
Known allergies:  (  Yes  ( No  If yes, specify type:_________________________________________________________

Other Health Information to Assist in Planning:_______________________________________________________________________________________
_______________________________________________________________________________________________________________________________

	Adaptive Equipment
	Medical Equipment

	( Wheelchair

( Splints/AFOs/Braces

( Adaptive Seating

( Adaptive Bathing

( Feeding Aids

( Other: _______________________________________________________________ 
( No adaptive equipment
	Special Equipment child came home from hospital with:

Hospital Discharge:              Current:

( Apnea monitor                    ( Apnea monitor                 
( Oxygen                               ( Oxygen                          
( Feeding tube                      ( Feeding tube                    
( Ventilator                            ( Ventilator
(  Trach                                 (  Trach

(  Nebulizer                           (  Nebulizer
( Other: ___________          ( Other: ___________
( No medical equipment       ( No medical equipment


Does your child receive any medications? (List type and purpose)

	Medication:
	Purpose:

	
	

	
	

	
	


Health Summary

This form is used to help enroll a child in EarlySteps , Louisiana’s Early Intervention Program under Part C of the Individuals with Disabilities Education Act (IDEA).  Please complete this form as this child’s primary medical provider.  This health information is necessary for eligibility determination and service planning. If you have questions, please contact the Intake/Family Support Coordinator named on the cover letter. Your signature below indicates the accuracy of the information provided.                          Thank you!            





 

Child’s Name: ___________________________________________________ Date of Birth: _______________ Parent/Guardian Name: ___________________________________________


MEDICAL INFORMATION (For Initial Health Summary Only)


Reason(s) for Referral (if you referred this patient): _______________________________________________________________________________________________________________

Birth Weight: __________   __________ Gestational Age: _____________________Length of Hospital Stay: _______________________________________________________________


          grams           lbs/oz

Major complications, procedures: ___________________________________________________________________________________________________________________________

Subsequent Hospitalizations/Surgeries: _______________________________________________________________________________________________________________________


CURRENT HEALTH STATUS  (* Indicates data entered and stored electronically at the System Point of Entry)

Present concerns/diagnoses*/illnesses (Please indicate ICD 9 codes next to diagnoses.)   Some children will be eligible for EarlySteps because of a medical diagnosis alone.  

______________________________________________________________________________________________________________________________________________________

ICD 9 Code:  ___________             Concerns:  _________________________________________________________________________________________________________________

Current Medications: _______________________________________________________________________________________________________________________________________

Medical Precautions/allergies:  _______________________________________________________________________________________________________________________________

Immunizations are up to date: ____YES ____NO         Date you last saw this child: _____________________

Vision:    I  (check one)  ____ have concerns      ____  do not have concerns about this child’s vision.   Has this child been referred to an ophthalmologist?   Yes    No   If yes, please explain.

 _____________________________________________________________________________________________________________________________________

Hearing: I  (check one)___ have concerns ___do not have concerns about this child’s hearing.     Newborn Hearing Screening Results:  (Circle)  Passed     Further testing Needed   

Date re-screened: ________     Results: _______________________________________   Was diagnostic testing completed?       Yes     No          If yes, please attach test results.    

Comments:__________________________________________________________________________________________________________________________________________


Developmental screening test(s) completed:  

Test(s) used:____________________________
Date:_____________

Result:____________________________________________________________

Please attach any developmental screenings, assessments, subspecialty consults, or allied health assessments that may be helpful in determining this child’s eligibility and/or early intervention needs.

Signature: _______________________________________________________ Date: _________________ Name: ______________________________________________


          Primary Care Provider or Designated Representative




                                         Print

Address: ___________________________________________________________________Telephone: _______________________ FAX: _______________________
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 CONSENT TO RELEASE AND SHARE INFORMATION

I/We, _____________________________________________________________________________________________________
Parent/Legal Guardian Name(s)

give my/our informed consent for:  EarlySteps, Louisiana’s Early Intervention Services System to communicate and share information, in writing and conversation with:
                          __________________________________________________________
                               Individual Provider Name

                               _____________________________________________________________________________
                               Agency (if applicable)

                               _____________________________________________________________________________
                               Street Address/Post Office

                               ____________________________________________________________________________
                               City/State                                                                                      Zip

Regarding:          _________________________________________________________
                            Child’s Legal Name                                                                                  DOB:

                               _____________________________________________________________________________
                               Street Address/Post Office

                               _____________________________________________________________________________
                               City/Town                                      State                       Zip

                              ______________________________________________________________________________

                              Telephone 

For the purpose of: (as checked)
_____
Access to the early intervention record (including obtaining copies required to determine eligibility), participate in service 

      planning, and/or provide early intervention services as defined in the Individualized Family Service Plan (IFSP).

_____
CDA:  Reason for referral/area of concern:

                              □  Suspected medical condition associated with developmental disability or developmental delay:__________________________
                                      □  Suspected developmental delay in at least one area of development:


                     □  Physical, including vision and hearing   □  Communication   □  Social-emotional  □   Adaptive (self-help)     □  Cognitive
            _____
Access to Health Summary information from Physician

_____
Send information back to the agency/person who referred my child to EarlySt

_____
Obtaining written specialty reports, including assessments
_____
Obtaining a copy of the Individualized Family Service Plan (IFSP)
_____
Obtaining progress reports
_____
Obtaining correspondence and other communications regarding eligibility and/or the provision of early 

      intervention services
_____
Referral to and Eligibility determination by OCDD/HSA/D
_____
Referral to and Eligibility determination by the local education agency (LEA)
_____
Contact by the Community Outreach Specialist to discuss involvement in EarlySteps system

_____
Inclusion in mailings by the Community Outreach Specialist
_____
Contact by Families Helping Families

_____
Participate in Transition Meeting

_____
PPEP LA-HEAR Coordinator

_____
Other: __________________________________________________________

I have read and understand the conditions of this release.  This consent is valid for one year (12 months) 
unless I revoke it before the end of the year.

______________________________________________________________________________________
Signature (Parent/Legal Guardian/Educational Surrogate)



                  Date
Form used for: Obtaining & Sharing information (see list on form)      

PARENT MUST BE GIVEN A COPY OF THIS FORM  

EARLYSTEPS OF LOUISIANA

CONSENT TO RELEASE AND SHARE INFORMATION

PLEASE READ THIS CAREFULLY BEFORE SIGNING.  

IF YOU HAVE QUESTIONS, PLEASE ASK YOUR INTAKE OR FAMILY SUPPORT COORDINATOR.

The purpose of this release is to collect information necessary to determine my child’s eligibility for the program listed above, and to plan and provide essential and necessary services as determined through the IFSP process.  I hereby authorize the provider named on the reverse side of this form to release to the staff of EarlySteps, Louisiana’s Early Intervention System, upon presentation of this form, any records or information pertinent to the development and implementation of a plan for service to meet the developmental needs for the child named on this release.  

I also give consent for the release of information by the EarlySteps system to other individuals where an informed, written consent has been obtained from me; and to ensure ongoing service delivery in accordance with the IFSP through routine communications including report distribution, participation in IFSP meetings, and planning and review activities. 

I understand that this consent includes the sharing of information as authorized above in written, verbal and/or video format.  This consent is effective for a period up to twelve (12) months from the date of my signature on this release.   As the parent/legal guardian or EarlySteps Surrogate Parent, I understand that I may revise or revoke this release of information/consent to communicate at any point in time through the Intake/Family Support Coordinator indicated on the current IFSP.

The information collected as a result of this consent shall be maintained in my child’s record, which will be located at the System Point of Entry for Early Steps, Louisiana’s Early Intervention System. This record is subject to the provisions of the Family Educational Rights and Privacy Act (FERPA) and, as such, is available for my review and may be reproduced or corrected upon my request.  All personal information collected will be treated as confidential.
Form used for: Obtaining & Sharing information (see list on form)                                                                                          

PARENT MUST BE GIVEN A COPY OF THIS FORM

Change Form

( Change  ( Closure

(Submit copy to LEA and OCDD/HSA/D)
Complete this form when a child exits EarlySteps system of services before age 3 (case closure), moves to another SPOE region (transfer) exits at age 3 (transition), or changes personal information. 

Section 1: Current Enrollment Information

Child’s name:____________________________________ 
Date of Birth:____________________



                  Last/first
                                  mm/dd/yyyy

Home Address: _________________________________________________________________

City/Town: ____________________________________  Zip Code:___________ Parish: ________________


Case Closure:
(Check one)                                          Inactivation Date: _______________






         
           Mm/dd/yyyy

· Parents declined referral
  (  Parents declined services
                                                   Reason for decline:  _________________________________________________
· Could not contact
(  Deceased

· Determined not Eligible
(  Did not complete Eligibility

(       Moved out of State
(  Moved to another region


· Completion of IFSP before age 3
(  Data Error



Transfer to SPOE:  (Check one)                  Inactivation Date: ________________

(1             (2
            (3
(4              (5
  (6              (7
   (8               (9
 (10






Transition at Age Three:  (Check one)
         Inactivation Date: _________________

(   Eligible for IDEA, Part B services
                                  ( Not Eligible for IDEA, Part B services, no referrals

· Eligible for IDEA, Part B services & Head Start                

· Not Eligible for IDEA, Part B services, with referrals

· IDEA Eligibility for Part B services not determined

(    Eligible for IDEA, Part B services and other community preschool program


Change of Information/ Updates (check all that apply) 

· Child Name (Last/First/MI):_________________________________________________

· Address ( City/State/Zip):)__________________________________________________

· Parish:_________________________________________________________________             

· Phone Number: ______________________________________________

· Diagnosis:_______________________________________________________________

· Medicaid #:______________________________________________________________

· Parent/Guardian:_________________________________________________________

· Social Security #:  ________________________________________________________

Completed by: _________________________________________

Date Received by the SPOE:_______________________________  Date Entered: ______________


EARLY INTERVENTION SERVICES TRANSITION NOTIFICATION


Date:_________________________


Dear _________________________,

                   Parent’s name

Your child will soon be turning three.   Part C regulations require that we begin planning for the transition out of the Early Steps Early Intervention System at the child’s age of 2 years, 2 months.   At age three your child may be eligible for services from the local school board (LEA preschool special education) and/or services from the Office for Citizens with Developmental Disabilities (OCDD)/ Human Services Authority (HSA) (D) District.  Both agencies must begin their specific activities for determining if your child is eligible for services at age three.  A delay by the local school in conducting needed assessments and developmental evaluations (testing) may negatively affect your child’s current placement on the Medicaid Waiver Services Registry and placement for OCDD/HSA/D/ services.

No earlier than nine (9) months (age 2 years 3 months) prior to your child’s third birthday and at least ninety (90) days prior to the child’s third birthday (age 2 years 9 months), your Early Steps family support coordinator will convene an IFSP meeting to discuss the transition process with you and other team members in order to develop a transition plan.  At this time, the team documents the steps to be taken to transition to the public school system and/or other community services, such as OCDD/HSA/D.  Local school district personnel must be invited to this IFSP meeting.  

If you agree to eligibility determination for special education and related services that begin at age three and/or eligibility determination for OCDD/HSA/D services, the Early Steps family support coordinator shall obtain release(s) of information to the public school system and the Regional OCDD/HSA/D office at this meeting.  With your consent, the following packet of information will be sent to the school and/or OCDD/HSA/D:

1. Copy of the IFSP (most recent)

2. Copy of the Annual Eligibility Documentation (most recent)

3. Louisiana Department of Health and Hospitals Application for Services Children 0-3 with Special Needs  

4. Copy of the Family Support Coordinator Quarterly Report (most recent)

5. Copies of Consents to Release and Share Information

6. EarlySteps Eligibility Information form for OCDD/Human Service Authority/District or Medicaid Waiver Registry Referrals
It is the parent/legal guardian’s responsibility to initiate the Entry process with OCDD/HSA/D.  Your child’s EarlySteps protected date will be retained until your child’s fifth birthday dependent upon eligibility.

If you have not signed a Consent to Release and Share Information form one may be included with this letter.  A consent is needed in order for the information to be submitted to these agencies. Please feel free to contact me if you have any questions about the transition process.  You can reach me at:    [insert phone number].

Sincerely,
Family Support Coordinator

CC:  LEA  

        Regional OCDD/HSA/D office
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Freedom of Choice Provider Selection Form
(  Provider Selection 

(  IFSP Revision When Changing Provider Change Only

Name of Child_______________________________________         DOB: _______________

The (check one):      ( Intake Coordinator   

     ( Family Support Coordinator (Ongoing Support Coordinator) 

showed me the EarlySteps Service Matrix (check format shown):  □ Electronic □  Hard Copy

and I selected the following early intervention providers for: (check appropriate activity)

· an assessment to determine eligibility OR 

· an eligibility team meeting OR

· an IFSP development meeting OR

· a 6 month review of IFSP OR

· the provision of early intervention services
· only one provider available (excluding FSC), parent   ( accepts or ( declines provider
	Name 
	Specialty 
	Status

	
	
	(  Accepted

(  Declined

	
	
	(  Accepted

(  Declined

	
	
	(  Accepted

(  Declined

	
	
	(  Accepted

(  Declined

	
	
	(  Accepted

(  Declined

	
	
	(  Accepted

(  Declined


Note:  If chosen provider is not available, document in the status section the date provider declined the referral and initial it.

Complete the following section for Change in Provider
I would like to select a different (check one):

_______ Family Support Coordinator (FSC) from the same agency as the current FSC.  
               Name of new FSC: _______________________

_______ Family Support Coordinator (FSC) from a different support coordination agency.

               Name of new FSC: ______________________________
________Early Intervention Provider: (Check one)

                Name of new Provider:________________________________
Effective  Date of Change:  ____________________________________
Parent Signature:  _________________________________________________   Date:  __________________         
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BDI-2 Evaluation Report 

&

 IFSP and Program Planning Reports

Instructions:

Providers of evaluation and assessment must assess children with the BDI-2. Testing should occur in settings that are familiar to the child to ensure accuracy of information. The provider must also observe the child in regular routines to see how the child functions within the confines of family activities.

Providers must submit:

1. BDI-2 Evaluation Report to the SPOE within 7 calendar days of CFO issuance of the Authorization. When the provider cannot administer the 

BDI within 7 days, the provider must notify the Intake or Family Support Coordinator immediately. The BDI-2 Evaluation Report and the front sheet of the scoring booklet may be faxed when needed for the Eligibility Determination Meeting. However, the original BDI-2 Evaluation Report and scoring booklet must be mailed immediately.


The provider must complete the BDI-2 Evaluation Report and submit with the original BDI-2 booklet within 7 days of receipt of the Request for Authorization. Providers using the Palm Pilot version of the BDI-2 must submit the "Child Summary Report" and those using the online BDI-2 Data Manager to score must submit the "Comprehensive Report." Those using the paper booklet and scoring either using Scoring Pro or BDI-2 Data Manager must fill out the demographic information on the front of the booklet and the correct reports.
Informed Clinical Opinion may be used in the assessment process for any one of the following situations only:  
	Situation
	Basic Report to Use
	Addendum to Eligibility Evaluation



	Child requires such significant adaptation to perform on a standardized test that the results would be invalid.  

Child has difficult –to- measure aspects of development which cannot be measured by standard assessment process and has developmental patterns that yield qualitative differences.
	Eligibility Evaluation BDI-2
	Informed Clinical Opinion Report/Developmental  Delay

	Child cannot be measured by a standardized test—abnormal sensory-motor condition suspected
	
	Informed Clinical Opinion Report/Sensory-Motor

	Child cannot be measured by a standardized test and a diagnosis has not been made—affective or social disorder suspected
	
	Informed Clinical Opinion Report/Affective or Social Disorder


See Eligibility Determination Process Report for Informed Clinical Opinion requirements
2.  For children 18 months and older the provider must submit the completed Autism Screening Packet:  

a. BISCUIT I

b. BISCUIT II

c. BISCUIT III

d. M CHAT

e. Letters appropriate to results:  Letter of Positive Screening, Parent Decline Screening

3. IFSP and Program Planning Report, using required format, within 10 calendar days of CFO issuance of the Authorization, including originals of both assessment tools (eligibility determination instrument & Summary Forms). This report will be used to:

a. Document development across all 5 domains;

b. Assist the team to identify educational targets tailored for the child’s needs and formulate developmentally appropriate goals
Reporting Assessment Results to the Family

If a family member request the results of the assessment prior to the Eligibility Determination Meeting, the provider may share very general information on how the child performed in each domain. However, providers should report that scores alone do not determine eligibility.  Eligibility is a team decision made at the Eligibility Determination Meeting. Families should be informed that the provider will submit a full report to either the Intake or Family Support Coordinator.

It is not the role of the provider to inform a family member that the child is “eligible” or “not eligible”  and this information must not be included in the IFSP & Program Planning Report, unless it is to report the team finding from the Eligibility Determination meeting. Eligibility in Part C is a team decision and is not determined solely by the provider conducting the assessment.

Providers should explain to the family that the entire assessment process is important to identify any delays the child may have, including delays that may not be obvious to the family. Providers should also explain that they will provide written recommendations to address the child’s specific developmental issues and family concerns once all of the testing is complete.

 Evaluation Report

1. Record the child’s name and date of birth

2. Record the BDI-2 scores in all 5 domains

a.  Record the Sum of Scaled Score, Developmental Quotient (DQ) score and Standard Deviation (SD) for each domain.

b.  Record the Raw Score, Scaled score and SD for Communication (receptive/expressive) & Physical (fine/gross) subdomains. 
3. Sign and date the BDI-2 Evaluation Report, including provider signature and phone number

4. Attach Eligibility Determination Process Report (page 3) if child may qualify by Informed Clinical Opinion.
5. Send to the Intake Coordinator/Support Coordinator within 7 calendar days of issuance of the Authorization from the CFO.

      This report will be completed at initial, annual, and exit.                                                                                                                                                             


BDI-2 Evaluation Report

Page 3 of the BDI-2 Evaluation Report &  IFSP and Program Planning Report insert into IFSP Section 3b
Child’s Name: ______________________________________________   DOB: _____________  Chronological Age: __________
□ Initial Eligibility                                                             □ Annual Eligibility                                                                          □  Revision    
Give brief summary of development in each domain from BDI-2 or other assessment(s).
	Domain
	BDI-2 Scores
	Other Assessment Results /Current Developmental Status

	Adaptive
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean 
	

	
	
	

	Social-Emotional
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	
	
	

	Communication


	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	      Receptive
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	     Expressive
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	
	
	

	Physical
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	     Gross Motor
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	     Fine Motor
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	

	
	
	

	Cognition
	Sum of Scaled Score: _______   DQ Score: _______

SD Score: +____ above the mean

                  -_____below the mean      ______at the mean
	


* Attach Original Assessment scoring booklet         * Form to be completed at initial evaluation, annual evaluation, and exit evaluation.  Vision and Hearing status in Health History

____________________________________________________________           __________________________________                                ________________________

Provider Signature & Credentials



                              Provider Phone Number



                Date of Assessment

 IFSP & Program Planning Report

Attach completed BDI-2 Scoring Booklet

**To be submitted within 10 days of issuance of Authorization

This report is to be completed by all providers for assessment/evaluation. This report will be used to assist the child’s team to identify educational targets tailored for the child’s needs and to formulate developmentally appropriate goals.

1.  Identifying information: Your report should contain all of the following information: (a) child’s name, date of birth and chronological age at evaluation – if appropriate; (b) parents’ names, address, and phone number; (c) location and date of assessment; and (d) name and phone number for intake/family support coordinator.

2.  Background information: This section should include the (a) reason for referral; (b) purpose of assessment; (c) significant developmental information—as reported by the family or referral source; (d) health status – based on review of pertinent records and medical history; and (e) other tests and services – note the type and dates of tests and services that have been provided to the child, if they are related to enhancing the development of the child. In addition, this section must include information about the structure of the family and the family’s identified priorities for intervention.  If this report is for a second opinion, the provider must include the history of the child’s atypical behavior and attach a professional assessment report.   

3.  Child’s current functioning within family routines:  Describe the child’s current and emerging skills as they relate to routines of the family and child care center. Routines are meaningful events, common chores, and work associated with living that occur on a regular basis and are repeated frequently. Routines include those within the home, child care center, and community. A routines-based description of the child’s current functioning must include the child’s skills across all developmental domains, level of participation or engagement, independence, and social interactions or relationships within the routines. A description of the child’s participation within routines must be reported.  In this section also include M CHAT results, BISCUIT total scores, and whether or not a recommendation was made for referral for autism diagnosis, or if parent declined screening.  

In this section of the report, the evaluator must:

· Use family friendly language and define terms that might be unfamiliar to families; 

· Address the routines must relevant to the family’s priorities for intervention;

· Include information from the routines-based interview, formal and informal assessments, clinical observations, and all participating family members;

· Focus on what the child can do or what he is beginning to do (e.g., acquired and emerging skills);

· Describe routines across the child and family’s day, including those at home, in child care, and in the community.

4.  Summary of Child’s Strengths and Areas of Concern: This section should summarize the information contained in the report and notes the child’s strengths and areas of concern. It is important to remember that reports must be written with sensitivity because reports will be available to family members. This does not mean that issues should be ignored; however, conclusions should be described, qualified and supported by the information that was obtained. Personal comments are inappropriate.

5.  Recommendations for Program Planning:   Provide recommendations for IFSP development and program planning and intervention. These recommendations will serve as a guide to start the IFSP process. Recommendations must be targeted within the routines of the child and family, individualized to accommodate the child’s skills and preferences, based on the caregiver’s sequence and steps of the routine.  Recommendations also must be:

· Based on the identified priorities of the family;

· Addressing functional outcomes or behaviors;

· Relevant to the needs of the child;

· Developmentally appropriate;

· Easily integrated within the routine;

· Organized to increase the child’s functional use of skill;

· Observable and measurable.

7.  Provider Signature, Title and Credentials:


8.  General Report Writing Guidelines:   In general, a written report should:

· Be accurate, clear, objective, and detailed.

· Be free of jargon and terms that are subject to misinterpretation.

· Be readable by families and other professionals.

· Contain content that reflects the function for which it is intended to be used.

· Function as a means to communicate with other team members and professional(s), including family members, and should specify the best estimation of a child’s abilities at a given point.

· Serve as a record against which later performance can be compared.

· Clarify areas of strength as well as areas of concern.

9.  Communicating Findings to Family

· Discuss information with a family as quickly as possible after the child’s needs are suspected or formally identified.

· Use the primary language and communication style of the family, and ensure that terminology is clear and understandable.

· Set aside sufficient time for the family to hear and process the information, ask questions, and receive emotional support if needed.

· Provide the family with an opportunity to decide on the appropriate family members and professional(s) to include in assessment conferences. Scheduling should allow for the participation of these designated members.

· Honor the family’s preferences for the amount of information that can be absorbed in one meeting. Additional feedback sessions are sometimes necessary to address questions that the family may have about the findings. Have outside resources at the ready for families that request more information.

· Provide complete, unbiased information to a family about their child’s strengths and needs. Remember to verbalize hope and encouragement. 

· Oral reports should always be followed by written reports.

· Professionals must respect issues of confidentiality and parental access. Because the family is a vital and integral part of the multidisciplinary team, they need to have access to the same information as the other individuals who are conducting and coordinating the evaluation and assessment.
Domain Scores
Domain DQ has a mean of 100 and a SD of 15.   Formula:  DQ score – 100 ÷ 15 = SD Score

Sub-Domain Scores  For the Sub-domains of communication and physical:  Scaled Scores have a mean of 10 and a SD of 3.  

Formula:  Scaled Score -10 ÷ 3 = SD Score

The Z score is the standard deviation score.  BDI-2 Examiner’s Manual, Table D
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                              Eligibility Determination Process Report
*Child’s Name: _______________________________________________*Date of Birth:____________ Age/Adjusted Age:__________(for premature infants only, up to 2 years)

*Date of Determination Meeting: ____________ *Intake/FSC Name:_________________________________________________  Parent’s Name: _________________________

Statement of Eligibility 
Eligibility determination activities were conducted for this child and resulted in the findings as stated below.

	Eligibility team agrees by indication below that the child is eligible and in need of early intervention
	Category
	Diagnosis    
	ICD 9 Code 

	___Yes


	Medical Diagnosis

*Documentation of a diagnosed medical condition(s) that has a high probability of resulting in a developmental delay or developmental disability and meets the LA criteria from the EarlySteps Medical Eligibility list.
	Medical diagnosis 
	                 _______________

(From list of Established Medical Conditions)



	___yes
	Developmental Delay                                   (from Section 2, BDI-2 Score page 2)                               

Check one and document the domain(s):
 □ -1.5 SD below the mean or more in the domain(s) of:   □ communication  
          □ physical development  □ cognition   □  social/emotional behavior  □ adaptive

 □ -1.5 SD below the mean or more in the sub-domains of: □ fine motor □ gross motor 

      □ expressive communication □ receptive communication
	ICD-9:

_______
	ICD-9 Codes for Developmental Delay   315.0
(Select appropriate code below)

Language delay—315.3

Expressive language delay—315.31

Mixed receptive and expressive language delay—315.32

Speech and language delay due to hearing loss—315.34 (also use ICD-9 code for hearing loss)

Other specified delays in development—315.8

	___yes
	Informed Clinical Opinion –Atypical Development  (from Sections 3  Page 3)

Check the appropriate area:

□   *Abnormal sensory-motor responses: specify the atypical behavior from the  

       Eligibility list______________________

□   *Affective or social disorder: specify disorder from the eligibility 
       list_______________________________________

□   Developmental Delay
	ICD-9:

_______
	See list for more information on specific codes:

Abnormal sensory-motor response (783.42)

Oral-motor skills dysfunction, including feeding difficulties (783.3)

Affective or social disorder/condition (783.42) 
ICD-9 Codes for Developmental Delay

	___no
	Child is determined NOT eligible.**


**If child not eligible, referral(s) made to:_________________________________ Procedural Safeguards (Parents Rights) were reviewed:  ___yes    ___no, reason:_____________
 
Eligibility Team

	Name/Title
	Mark Method of Participation

	Parent (signature):
	Attended Meeting

	Intake/FSC (signature):
	Attended Meeting

	Provider who conducted BDI-2 (signature if attended meeting):
	□ Attended Meeting   □ Report   □ Telephone   □  Representative Attended

	Provider/Other (signature if attended meeting):
	□ Attended Meeting   □ Report   □ Telephone   □  Representative Attended
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	Child’s Name: ___________________________________________________

                                                              Last/First/Middle Initial
	Date of Birth:  _________   Date of Determination Meeting:                                            


	


Section 1.  Verification of Assessment Procedures:  Check appropriate response
Conducted in the family’s native language or mode of communication?  (  Yes  ( No:  explain 

Conducted in the child’s native language or mode of communication? ( Yes   ( No:  explain 

Section 2.  Documentation of Assessment Results**
	Area of Development
	ASQ Screening (Initial Only)

Date ASQ performed:____________

Version (which questionnaire used)________________________

ASQ Result (must document all areas below):
	Autism Screening

MCHAT:  Results:_________________
_______________________________
BISCUIT:  Total Score:_____________

Referral for Diagnosis:

_____yes   ______no

□  Parent Declined Screening
	BDI-2 Score

Report all of the BDI-2 scores from assessment:

· Score for + SD At/Above the mean; or

· Score for - SD Below the mean


	Date 

BDI-2 administered

	Adaptive


	
	NA
	Total Domain Score: 

 +____SD At/Above the Mean   -____SD Below the Mean
	

	Social/ Emotional Behavior


	(Personal Social)

□ No Concern

□ Borderline concern

□ Concern
	NA
	Total Domain Score: 

+____SD At/Above the Mean   -____SD Below the Mean
	

	Communication


	□ No Concern

□ Borderline concern

□ Concern
	NA
	Sub-Domain Scores:
· Receptive:    

+____SD At/Above the Mean   -____SD Below the Mean

· Expressive: 

+____SD At/Above the Mean   -____SD Below the Mean
Total Domain Score:   

+____SD At/Above the Mean   -____SD Below the Mean
	   Date

	Physical Development: 

Gross Motor/Fine Motor


	(Gross Motor) 

□ No Concern

□ Borderline concern

□ Concern
--------------------------

(Fine Motor)

□ No Concern

□ Borderline concern

□ Concern
	NA
	Sub-Domain Scores:
· Gross Motor:   

+____SD At/Above the Mean   -____SD Below the Mean
· Fine  Motor:   

+____SD At/Above the Mean   -____SD Below the Mean
Total Domain Score:   

 +____SD At/Above the Mean   -____SD Below the Mean
	

	Cognition


	(Problem Solving)

□ No Concern

□ Borderline concern

□ Concern
	NA
	Total Domain Score:   

 +____SD At/Above the Mean   -____SD Below the Mean
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	Child’s Name: ___________________________________________________

                                                              Last/First/Middle Initial
	Date of Birth:  _________   Date of Determination Meeting:                                               


	


Section 3.  Verification of Informed Clinical Opinion**   (To be completed only for children for whom eligibility is considered using Informed Clinical Opinion)

Informed Clinical Opinion  indicates that the child is functioning below accepted  developmental ranges.   May be used for one of these situations:

 (a) Abnormal sensory-motor response- (from the eligibility list only)—          (b) affective or social disorder (from the eligibility list only).          (c)  Developmental delay

	Area of Development
	Check one of the following, if appropriate:
Source of Information:

Test :_______________________

Observation Settings:

1________________  2_____________
	   Verification of Observation
   that supports eligibility
	List 2 professionals from different disciplines that provided information for the Informed Clinical Opinion. List name & discipline.

 Name                                                            Discipline

	Adaptive
	□ Abnormal sensory-motor response 
   (from list):___________________
□ Affective or social disorder (from list):
     __________________________
□  Developmental Delay:___________
	□ This condition is likely to worsen
□ This condition interferes with  

    normal development
□ Makes day to day care of child  difficult
	1.  _________________________    1.  ______________

2.  __________________________ 2.  ______________

1) Abnormal sensory-motor response (783.42):

i) abnormal tone

ii) limitations in joint range of motion

iii) abnormal reflexes or postural reactions

iv) oral-motor skills dysfunction, including feeding difficulties (783.3)

To use informed clinical opinion for an abnormal sensory-motor issue, assessment/ evaluation providers must document that the condition is due to central nervous system or brain dysfunction and not due to a temporary medical condition, such as broken bone, septic arthritis, etc.

2) Affective or social disorder/condition (783.42): 

i) persistent failure to initiate or respond to most social interactions 

ii) persistent fearfulness that does not respond to comforting by caregivers

iii) self-injurious or extremely aggressive behaviors

iv) extreme withdrawal

v) unusual and persistent patterns of chronic sleep disturbances

vi) significant regressions in functioning

vii)  inability to communicate emotional needs

To use informed clinical opinion for an affective or social disorder/condition, assessment/evaluation providers must document that the condition is atypical for a child this age, interferes with normal functioning and makes day-to-day care of the child difficult.  
3)  Documentation which supports an area of development
i)  single domain assessment

ii) substantiating documentation by parent, caregiver, physician
iii) notes from monthly progress report indicating lack of progress/regression

	Social/

Emotional Behavior
	□ Abnormal sensory-motor response 
   (from list):___________________
□ Affective or social disorder (from list):
     __________________________
□  Developmental Delay:___________
	□ This condition is likely to worsen
□ This condition interferes with 
    normal development
□ Makes day to day care of child difficult
	

	Communication 


	□ Abnormal sensory-motor response 
   (from list):___________________
□ Affective or social disorder (from list):
     __________________________
□  Developmental Delay:___________
	□ This condition is likely to worsen
□ This condition interferes with 
    normal development
□ Makes day to day care of child difficult
	

	Physical Development:

Gross Motor

Fine Motor
	□ Abnormal sensory-motor response 
   (from list):___________________
□ Affective or social disorder (from list):
     __________________________
□  Developmental Delay:___________
	□ This condition is likely to worsen
□ This condition interferes with 
    normal development
□ Makes day to day care of child difficult
	

	Cognition 
	□ Abnormal sensory-motor response 
   (from list):___________________
□ Affective or social disorder (from list):
     __________________________
□  Developmental Delay:___________
	□ This condition is likely to worsen
□ This condition interferes with  

    normal development
□ Makes day to day care of child difficult
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TEAM MEETING NOTICE and MINUTES FORM

Date:_________________________


Dear _________________________,

                   Parent’s name

This is to confirm that a meeting has been scheduled for _________________________________ at:
Location/Address:  _________________________________  Parent’s Phone Number:  _____________
                              __________________________________

Date of Meeting: _________________                                                 Time:  ______________
	Name:
	Title
	Signature
	Start Time
	End Time

	
	Parent
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Purpose of Meeting:  Check all that apply
	· Initial Eligibility Determination                               

· Initial IFSP

· Interim IFSP
· Quarterly
· Six month review
	· Annual Re-determination of eligibility

· Annual IFSP/Continuing Eligibility for Part C Services

· IFSP Revision(s)

· Transition Conference

   Parent Declined Consent to LEA


You may invite any additional individuals whom you would like to participate.  If this time is not convenient or you need to reschedule for any reason, please contact your IC/FSC,             
  ___________________________________________ with  _________________________________.

This section will be completed at the team meeting.

	Summary of Discussion



	Team Decision/Consensus



	Follow-Up 


	Who is responsible/ Timeframe



	Areas of Disagreement/Resolution


	Who is responsible/ Timeframe




IC/FSC Signature:  ______________________________________________________
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Request for Authorization/Provider Status Change Form

Note:  This request form is used only by Intake and Family Support Coordinators
Section 1.   Date:________________                                                  Parish________________________________

Child’s Name:______________________________________________           D.O.B. ________________________

Section 2. Provider Information:

Billing Entity

                           Service Provider 

       

	Name:  _____________________________________

Address:____________________________________

              ____________________________________

City:____________________   State:______

Zip:_____________________

Tel: ________________________________
	Name:  _____________________________________

Address:____________________________________

             _____________________________________

City:____________________ State:______

Zip:_____________________

Tel: ________________________________

	Specialty (provider type):
	Location:


Section 3. Authorization Information

	 Check (√) Service
	Service
	Time Limit of Authorization from Start Date of Service
	Number of Minutes

(not to exceed this amount)
	Start Date
	End Date

	
	Eligibility Assessment & IFSP Planning BDI-2 & Autism Screening– initial & annual
	25 days
	Flat Rate
	
	

	
	Autism Screening 
	25 days
	Flat Rate
	
	

	
	Exit BDI-2—Transition
	15 days
	Flat Rate
	
	

	
	Single Domain Assessment for any area of concern
	15 days
	Flat Rate for 60 minutes of service
	
	

	
	Intake/Eligibility Team Meeting
	15 days
	150 minutes
	
	

	
	IFSP Team Meeting
	15 days
	150 minutes
	
	

	
	Transition Team Conference
	15 days
	150 minutes
	
	

	
	Audiology Evaluation
	15 days


	Please attach Audiology Worksheet to this authorization for details of services
	
	

	
	*Provider Status Change:  

(  Payee status change

        (  Independent       (Agency

(  Name change 
	n/a
	n/a
	
	


*Provider responsible for completing new enrollment packet with CFO and informing FSC who is then responsible for submitting the authorization to the SPOE.

Requested by (Intake Coordinator or FSC):_____________________________ Date: ______________________
SPOE Data Entry by:_______________________________________________ Date: _____________________

SPOE Data Error/Incomplete:  Returned to FSC by:  ____________________________   Date:  ______________
Form used for:  Assessment, Team meetings (Eligibility, IFSP, Transition)  (this  would include having a language interpreter present at any of the meetings including intake).
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Worksheet for Audiology Evaluation/Assessment

Name of Audiologist:  _____________________________________                

Name of Child:  ____________________________________     DOB:  ____________

Name of FSC/IC:  _______________________________________    Date:  ____________

	CPT
	Local Code
	Description
	Duration in 15 minute increments
	Check Requested Description

	92506
	1013
	Evaluation/Assessment
	___minutes
	        

	
	1034
	Family Education/Training/Support
	___minutes
	        

	92557
	2000
	Comprehensive Audiometry
	___minutes
	        

	92590
	2001
	HA Eval/Exam and Selection; monaural
	___minutes
	        

	92591
	2002
	HA Eval/Exam and Selection; binaural
	___minutes
	        

	92594
	2003
	Electroacoustic Eval for HA’ monaural
	___minutes
	        

	92595
	2204
	Electroacoustic Eval for HA; binaural
	___minutes
	        

	92552
	2005
	Pure tone Audiometry; air only
	___minutes
	        

	92553
	2006
	Pure tone audiometry; air and bone
	___minutes
	        

	92555
	2007
	SRT or SDT
	___minutes
	        

	92567
	2008
	Tympanometry
	___minutes
	        

	92568
	2009
	Acoustic reflex testing
	___minutes
	        

	92579
	2010
	Visual Reinforcement Audiometry
	___minutes
	        

	92582
	2011
	Conditioning Play Audiometry
	___minutes
	        

	92585
	2013
	ABR
	___minutes
	        

	92587
	2015
	OAE Screening
	___minutes
	        

	92592
	2017
	HA check; monaural
	___minutes
	        

	92592
	2018
	HA check; binaural
	___minutes
	        

	92588
	2019
	OAE Complete-Diagnostic
	___minutes
	        

	
	
	
	
	


To be completed when requesting one time authorization for any audiology evaluation/assessment.

Attach to IFSP, make sure you include the authorization on the appropriate page of the IFSP, page 8.
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EarlySteps Eligibility Information for
Office for Citizens with Developmental Disabilities (OCDD)/

Human Service Authority (HSA)/District (D) or 

Medicaid Waiver Registry Referrals

Date:_________________________


Child’s Name:___________________________________________________________  

DOB:  ____________                             Child’s Social Security #:  ___________________________________

Parent’s Name:____________________________________________

This is to confirm that your child _______________  is requesting services from OCDD/HSA/D and/or Medicaid Waiver Registry.  

It is your responsibility to contact the OCDD/HSA/D prior to your child’s  5th birthday in order to continue or request supports and services and to maintain the protected date for the “Medicaid Waiver Registry."
Phone Number:  _________________________________

Address:__________________________________________________________________________________

□
Eligible for EarlySteps, Part C of the Individuals with Disabilities Education Act Early Intervention System



Date of Intake OR Request for Services: ___________________________


Date of Eligibility Determination:________________________

□ Medical Diagnosis

   Primary Medical Diagnosis:​​​​​​​​​​​​​​__________________________________________________  

   Primary ICD-9 Code:____________

OR
□ Documentation of developmental delay in the domain(s) of _____________________________


    Primary Developmental ICD-9 Code:



□ Developmental Delay ICD-9 Code 315.______


□ Informed Clinical Opinion/Atypical Development ICD-9 Code 783.42



□ Informed Clinical Opinion/Affective or Social Disorder/Condition ICD-9 Code 783.42
             □  Ineligible for EarlySteps, Part C of the Individuals with Disabilities Education Act Early Intervention     

                 System

                Date of Eligibility Determination:________________________

Copies of the following documents are being sent to OCDD/HSA/D or Medicaid Waiver Registry records:

· Enrollment Application (DHH Application for Services)
· Consent to Release and Share Information
· Eligibility Determination Process Report

· IFSP

Intake or Family Support Coordinator:  _______________________________   Telephone Number:___________
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Family Assessment of Concerns, Priorities, and Resources
The purpose of EarlySteps is to support families in meeting the developmental needs of their child.  Part of the process of identifying family needs is through an assessment of family resources, priorities, and concerns.  To do this, we need to find out which activities and daily routines your family participates in and which of the activities are of a concern to you.  EarlySteps uses this information to better understand your child’s needs and what is most important to your family.   This assessment is voluntary—that is, you can decide not to share this information with EarlySteps.  However, this information is critical for us to develop the best outcomes to meet your child and family needs.  
Child’s Name:  _______________________________________________                              DOB:  _________________________
Assessment of Family Concerns, Priorities, and Resources to enhance development of their child 

Check appropriate box         (   Family assessment completed with family concurrence.  Information provided by:  ____________________________________


            (   Family declined family assessment of concerns, priorities and resources  

(Parent signature)__________________________________________________________________________________________  Date:  _________________
This assessment is divided into three sections:

1. Family Routines and Activities—this section addresses those activities that your family frequently does.  You will be asked to think about those activities that are most important to you and if you have any concerns with how your child participates in that activity.  You may want to talk about activities that you would like to do but feel you can’t because it’s too hard or you fear that the activity would not be successful for your child.  All children and families have similar routines of daily life.  Daily life routines are things like sleeping or napping, eating, dressing, etc.  You will be asked to think about the routines of your child’s day—the routines may occur at home or in other settings like childcare, grandma’s house, etc.  We would like you to tell us if any of those routines are concerning to you.

2. Family Resources—EarlySteps is a partnership with families.  Your family has resources that can be used to help with the interventions or strategies we decide to use with your child.  Resources include people (like relatives, sisters and brothers, friends, church members, etc.), skills you or other family members have, or other things you feel help you.

3. Family Priorities—this section uses your concerns about family routines and activities to identify your priorities within each developmental area.  To do this you will rank your satisfaction with each routine, assign it to one or more developmental areas, prioritize your concerns.  This information will be used to develop the outcomes on the Individualized Family Service Plan (IFSP).

The process for obtaining this information is through a personal interview with the Intake Coordinator or Family Support Coordinator and other providers who will ask you questions in each of the areas listed above.  She/he will take notes on this form.  The form has checkboxes to help fill it out quickly—the important part of the form are the boxes where your answers are written. Afterwards, the document will be shared with you so that you can be sure that your statements and thoughts were accurately captured.  You will receive a copy of this completed document.  Both you and the rest of the EarlySteps team will refer to the information on this document as they work with you.  This information will be used as you and other members of the team develop the Individualized Family Service Plan (IFSP).   The Family Support Coordinator working with you will update this form on a regular basis so that the IFSP team has information about the changing needs of your child and family.
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Part 1:  Family Routines and Activities      EarlySteps is designed to support you and your child with the routines and naturally occurring activities of daily life.  The important routines and activities are the targets of any service you and your family receives in EarlySteps.  All families have activities that they do on a frequent basis.  Think about those activities that your family does and if any of them standout.  Do you have any concerns with some of the activities that you do or are there barriers present that keep you from participating in the activity?

	Routine

Waking Up
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied 

	· Could you describe what wake up time is like?

· Who usually wakes up first?

· Where does your child sleep?

· How does your child let you know she is awake?

· Does she want to be picked up right away? If so, is she happy when picked up?

· Or is she content by herself for a few minutes?  What does she do?

· What is the rest of the family doing at this time?

· Is this a good time of day?  If not, what would you like to be different?

Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Diapering/Dressing - Home
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	· What about dressing?  How does that go?

· Who helps your child dress?

· Does he help with dressing?  How?  What can he do alone?

· What is his mood like? 

· What is communication like?

· Does your child wear diapers?

· Are there any problems with diapering?

· What does your child do while you are changing him?

· Does your child use the toilet?  How independently?

· How does he let you know when he needs to use the toilet?

· How satisfied are you with this routine?  Is there anything you would like to be different?
Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5
                      

	Routine

Bath Time
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	· What is bath time like?

· Who usually helps your child bathe?

· How is she positioned in the bathtub?

· Does she like the water?  How do you know? 

· How involved is your child in bathing herself or playing in the water?

· What toys does she like to play with in the tub?

· How does she communicate with you?  What do you talk about?

· Is bath time usually a good time?  If not, what would make it better?

Notes (Comments, Resources, Needs):

	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Feeding/Meals
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	Home

· What are feeding/mealtimes like?

· Does anyone help feed your child?  Who?

· How often does he/she eat?

· How much can he/she do on his/her own?

· How involved is he/she with meals?

· Where does your child usually eat?

· What are other family members doing at this time?

· How does your child let you know what he/she wants or whether he/she is finished?

· Does he/she like mealtimes?  How do you know?

· What would make mealtimes more enjoyable for you?

Community

· What are mealtimes like for your child when under the care of other?
Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Nap/Bed Time
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	Home

· How does bedtime go?

· Who usually puts your child to bed?

· Do you read books or have some type of ritual at this time?

· How does he/she fall asleep?

· How does your child calm himself/herself?

· Does he/she sleep through the night?  What happens if he/she wakes up?  Who gets up with him/her?

· Is bedtime an easy or stressful time for your family?

Community

· Does he/she take naps for other caregivers?  How does that       

        go?

Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Play
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied                5 satisfied

	· What does your family do when relaxing at home?

· How is your child involved with this activity?

· How does your child interact with other family members?

· Does your family watch TV?  Will your child watch TV?

· What does he/she like to watch?  How long will he/she watch TV?

· Does he/she imitate words/actions/songs, etc?

· Do you have a favorite show?

· Is there anything you would like to do in the evenings but can’t?

Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Play with Peers
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	· Allows others to participate?
· Plays next to peers?
· Cooperates (shares) with peers?
· Imitates play of peers?
· Responds to familiar/unfamiliar peers?
· Shows sympathy?
· Initiates play with peers?
· Expresses ownership (mine)?
Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Independent Play
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	· Has favorite toy?

· Specifically dislike items?

· Shows pride in accomplishments?

· Enthusiastic about play?

· Visually explores environment?

· Engages in make believe play?

· Attention to activity (
______seconds or _____
minutes)?

· Engages in activity (
_________minutes)?

· Occupies self without need for adult attention (__________ minutes)?
Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5


	Routine

Getting Ready to go/traveling
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied                5 satisfied

	Home
· How do things go when you are getting ready to go somewhere with your child?

· Who usually helps your child get ready?

· How much can he/she do on his/her own?

· How involved is he/she in the whole process of getting ready to go?

· What is communication like at this time?

· Does your child like outings?  How do you know?

· Is this a stressful activity?  What would make this time easier for you?

Community

· What are drop off and pick up times like for your child?  Do you or other caregivers have any concerns?
Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Outdoors
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied                5 satisfied

	· Does your family spend much time outdoors?  What do you do?

· Does your child like
 (the activity)?

· How does he/she get around?

· How does he/she interact with others?

· Are there any toys or games he/she engages with/in?

· How does your child let you know when he/she wants to do something different?

· What things do your child like or notice outside?

· Is this usually an enjoyable time?  Would anything help make this time easier?

Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5

	Routine

Shopping
	What’s happening now?

What is your child doing now during this activity?

What can your child do by him or herself during this activity?

How does your child get along with others during this activity?
	Area (s) of development impacted by activity (check as needed)
Level of Satisfaction   (check one)

1 not satisfied               5 satisfied

	· How are trips to the grocery store, mall, etc.?  Do you bring your child with you?

· Does he/she sit in a shopping cart/stroller/etc.?

· Does he/she like being at the store?

· How is he/she involved in shopping?  Do you have to occupy her or is she pretty content?

· How does he/she react to other people in the store?

· How does he/she communicate with you and others at this time?

· Is there anything that would make shopping with your child easier?

Notes (Comments, Resources, Needs):


	
	____Physical

____Cognitive

____Communication

____Social or 

         Emotional

____Adaptive
Family Level of Satisfaction

1      2      3      4      5


   Part 2:  Family Resources   All families have resources (people, skills, things) that help to support them.  Sometimes others easily see the resources and     

    sometimes the resource may be hidden within a person.  Tell us about the resources you have to help you with your child.

	

	

	

	

	

	  

	

	


    Part 3:  Family Priorities   
     Section 2: Summary of Family Concerns, Priorities, and Resources to enhance the development of their child

   This page is taken from page 8 of Family Assessment form and inserted in Section 2 of the IFSP

	Date Completed: ________________________

Check appropriate box:   (    Family assessment completed with family concurrence

                                        (     Family declined family assessment of concerns, priorities and resources (Parent signature)_____________________


Priority                                                                   Domain                                                          Resource

	□

	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional              
	

	□
	(Physical              

( Cognition   (Communication    (Adaptive  
(Social or Emotional           
	

	□
	(Physical              

( Cognition   (Communication    (Adaptive  
(Social or Emotional           
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional           
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional           
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional           
	


   Additional page 8 form can be added if more priorities are needed
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Individualized Family Service Plan  

   *Indicates information to be entered and stored electronically at the System Point of Entry
	Section 1 Child Information

	*Child’s name: (Last/First/MI)
	*Nickname:
	*Gender: Circle one

M or F

	*Home address:
	*Mailing address:

	*City/Town:
	*Zip Code:
	*Parish of Residence:

	*Date of Birth:
	*Current Age/Adjusted Age:
	Today’s date:

	Child’s Medicaid Number (if applicable): _  _  _  _  _  _  _  _  _  _  _  _  _                          ICD-9 Code:____________________

	

	Section 1 A.  General Contact Information
	
	Section 1 B.  IFSP History & Family Support Coordinator

	
	
	

	*Parent/Guardian:
	
	*Name of FSC:

	*Relationship to child:
	
	Telephone:

	Telephone:  Home: __________________

Work: __________________               Cell:   __________________

Other phone contact:  ____________________________________

Best Time to Call:  __________      Email:  ____________________
	
	IFSP History

	
	
	*Date of Initial IFSP
	Projected Date of Annual IFSP



	Other Contact:
	Telephone
	
	*Type of IFSP and Date

	Name:
	Home:  
	
	(  Interim
	(  6 month Review

	Relationship:
	Work:
	
	(  Initial
	(  Transition

	
	Cell
	
	(  Annual
	(  Review/Revision

	Additional contact information:

	
	Notes:

	IFSP Documentation  List: 

Section 1:  Child-Family Demographics

Section 2:  Family Concerns Priorities and Resources This section taken from page 8 of Family Assessment
Section 3a:  Health History Form, page 2

Health Summary Updated:   _____Yes _____No

Section 3b:  Present Levels of Development and BDI-2 Evaluation Report  Form  (page 3)
Section 4:  IFSP Outcomes  


	Section 5:  Transition Outcomes

Section 6:  EI Services

Section 7a:  Assistive Technology 
Section 7b:  Transportation

Section 8:  Other Services

Section 9:  Team Participants

Section 10:  Services outside Natural Environment Justification

	IFSP  6 Month Review/Revision Section
IFSP page 1,

IFSP section 4 (if outcome added/revised)

IFSP section 5

IFSP Section 6 (updated, revised, or new if necessary)

IFSP Section 9
If outcome is added, additional outcome page(s) must be completed:

Indicate Concern and Rationale for Change:



	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


   Section 2: Summary of Family Concerns, Priorities, and Resources to enhance the development of their child

   This page is taken from page 8 of Family Assessment form and inserted in Section 2 of the IFSP                   (Additional pages may be used if necessary)

	Date Completed: ________________________

Check appropriate box:   (    Family assessment completed with family concurrence

                                        (     Family declined family assessment of concerns, priorities and resources (Parent signature)_____________________


Priority                                                                   Domain                                                          Resource

	□

	(Physical              

( Cognition   (Communication    (Adaptive  
(Social or Emotional     (Other
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional
(Other  
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional  (Other       
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional 
(Other         
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional  (Othere        
	

	□
	(Physical               

( Cognition   (Communication    (Adaptive  
(Social or Emotional (Other        
	


Child Name:__________________________________________  Date Completed:_________________________







Section 3a:  Present Levels of Health Functioning
Health History Form, page 2                         This page inserted as Section 3a of the IFSP

	 Hearing Status:
Last Hearing Test Date:____________  Results:________________________

Newborn Hearing Screen Results: ( Pass (  Fail  (  Follow up:  _______date

Hearing Aids: ( Yes (  No  Ear Infections: ( Yes  (  No Tubes:  ( Yes (  No

Parent Concerns:________________________________________________

Risk factors from page 1 of Health History checked:  ( Yes   ( No
Hearing Screen Current within 3 months:  ( Yes    (  No

If no, Hearing Screen to be scheduled:      ( Yes    (  No                                                      
	 Vision Status:
Last Vision Test Date:____________  Results:________________________

Glasses : ( Yes (  No  

Parent Concerns:________________________________________________
Risk factors from page 1 of Health History checked:  ( Yes   ( No
Vision Screen Current within 3 months:  ( Yes    (  No

If no, Vision Screen to be scheduled:      ( Yes    (  No                                                      



	Birth History and Physical Development/Health Status

	Complete at Initial IFSP ONLY:  Was your child’s birth premature?  ( No  (  Yes How many weeks early was your child born?_______ 

Gestational age? ___________  Birth weight?  ____________Birth Length:___________ Hospital Stay after Birth:_______________

Update remaining section annually:  Current Weight:_____________________

What medical diagnoses does your child have that you are aware of?_________________________________________________________________
ICD – 9 Code:_________________________________

Nutrition Status:
Diet:  Bottle/Breast Feeding: ( Yes (  No  Formula/Oz/Day:_____________________________ Special diet?   ( No  (  Yes  _______________________         WIC? (   Yes  ( No  Referral Needed:  (   Yes  ( No  
Known allergies:  (  Yes  ( No  If yes, specify type:_________________________________________________________

Other Health Information to Assist in Planning:_________________________________________________________________________________________

________________________________________________________________________________________________________________________________

	Adaptive Equipment
	Medical Equipment

	( Wheelchair

( Splints/AFOs/Braces

( Adaptive Seating

( Adaptive Bathing

( Feeding Aids

( Other: _______________________________________________________________ 
( No adaptive equipment
	Special Equipment child came home from hospital with:

Hospital Discharge:              Current:

( Apnea monitor                    ( Apnea monitor                 
( Oxygen                               ( Oxygen                          
( Feeding tube                      ( Feeding tube                    
( Ventilator                            ( Ventilator
(  Trach                                 (  Trach

(  Nebulizer                           (  Nebulizer
( Other: ___________          ( Other: ___________
 ( No medical equipment      ( No medical equipment


Does your child receive any medications? (List type and purpose)

	Medication:
	Purpose:

	
	

	
	

	
	


Section 3b:  IFSP Present Levels of Development and BDI-2 Evaluation Report 

Page 3 of the BDI-2 Evaluation Report &  IFSP and Program Planning Report
Child’s Name: ______________________________________________________       DOB: _________________ Chronological Age: __________

□ Initial Eligibility                                                             □ Annual Eligibility                                                  □  Revision    
Give brief summary of development in each domain from BDI-2 or other assessment(s).
	Domain
	BDI-2 Scores
	Other Assessment Results /Current Developmental Status

	Adaptive
	 Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	
	
	

	Social-Emotional
	 Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	
	
	

	Communication


	 Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	      Receptive
	Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean 
	

	     Expressive
	 Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	
	
	

	Physical
	Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	     Gross Motor
	Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	     Fine Motor
	Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	

	
	
	

	Cognition
	 Sum of Scaled Score: _______   DQ Score: _______

 SD Score: +____ above the mean

                  -_____below the mean      _____at the mean
	


* Attach Original Assessment scoring booklet         * Form to be completed at initial evaluation, annual evaluation, and exit evaluation.  Vision and Hearing status in Health History

____________________________________________________________           __________________________________                                ________________________

Provider Signature & Credentials



                              Provider Phone Number



                Date of Assessment

	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


Type of IFSP:   □ Initial         □ Review/Revision:         □  New       □   Revise          □ Completed Outcome           □ Annual
Section  4: Outcomes for child and family                             Complete a separate page for each outcome including at least one for FSC
	Outcome Number ____:

Description:

	What’s happening now?


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

	What skills and behaviors do we want this child and family to accomplish in the next 3-6 months? 

In 3 months:__________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________
In 6 months:__________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

	This outcome will include these strategies we will use to enhance this child’s pre-literacy and language skills:
· Birth to three months – visual tracking, smiling and responding to social interaction                          (  Other:  _____________________________________________________________
· Three to six months – responding to tones in voices, attending to others speaking
(     Six to twelve months – babbling and imitating sounds
(    Twelve to eighteen months – look at point to pictures in books, participate in songs with hand motions
        (     Eighteen to twenty four months -  naming pictures in books and listening to stories
· Twenty four to thirty six months – singing songs, nursery rhymes, filling in words to familiar stories

	What strategies will the family/other caregivers use in their daily routines and activities to achieve the outcome?

	· verbal prompting/ instructing
	(  with adaptive equipment         (  with environmental modifications 

	· modeling (with verbal prompting)
	Strategies for Support Coordination Outcome

	· gesturing (with verbal prompting)
	(  Monthly telephone  calls with family

	· physically assisting/supporting/guiding (with verbal prompting)
	(  Communication with other service providers         ( Other:  ________________________

	· Counseling for family
	(  Link family with community resources and monitor progress

	· Classes/groups to attend
	(  Assist family with referral and application for services (IFSP Section 8 Other Services)

	· Other
	(  Team Meetings (minimum quarterly)

	With whom will these strategies be practiced?
(  family members         (  relatives       (  child care staff   

(  service provider(s):_______________________________

(  Service Coordinator (if checked complete strategies for FSC outcome)
( other:_________________________
	Where can these strategies be practiced? 

(  special  purpose facility           (  special purpose facility with inclusive childcare                                  

(  community setting                   (  other:_____________________________      

(  home                                       

	We will measure progress towards the achievement of this outcome by: 

(   observation           (  case notes/progress reports          

· assessment/evaluation by team   ( quarterly team meetings
· telephone calls    (Other:_____________________ 
· parent observation and report
	Daily living routine addressed by this outcome:

(  bathing                                      (  dressing

(  eating                                        (  potty training

(  playing indoors                          (  playing outdoors

(  sleeping/napping                       (  other:____________________________


	IFSP Review/Revision: □ Add outcome(add page)          □ Change Outcome                      □ Revise Strategies                        □ No Changes in outcomes  

	Services:    □Add      □Drop       □Frequency/Intensity Change       □Change location       □Change Provider (Supplement with Team Decision Process)

	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


   Section 5: Transition Planning:  Early Transition and Transition at Age Three
	A. Plan for Transition                                         Must be discussed at each IFSP meeting.
	Sign/Initial


	Date of Discussion

	Procedures we will use to prepare the child for the upcoming transition: 

Procedures to prepare the child/family for changes in service delivery:  _________________________________________________________________

· Discussed with parents future placements and other matters related to the child’s transition.

· Discussed with parents community programs available following transition from Part C.
	Program options identified by the team (check all that apply):

· Part B

· Head Start/ Early Head Start   

· Child Care

· Other community resources
· OCDD/HSA/D
· Medicaid EPSDT services
· Other: _________________________
	A plan for transition at Age 3 has been discussed:

· FSC: ______________

(  Parent: ____________
	____/____/____

	B. Early Transition Event and Issue  

Check the appropriate box, if applicable
	Early Transition Steps
	Sign/Initial
	Date of Discussion

	(     Child is coming home from hospital; need to ensure no    

         disruption of necessary services

(    Family will be experiencing a change that may affect the delivery of an IFSP service (birth or adoption of sibling, medical needs of other family members, employment or loss of employment)

(    Child will be experiencing a change that may affect the delivery of an IFSP service (i.e., hospitalization, placement in child care setting, medication changes, etc)

· Changes in IFSP services (i.e., termination/addition of service, change in location of service)

· Early Exit Before Age Three: Child is exiting EarlySteps, no longer eligible, parent declines participation in EarlySteps

(   Plan for disposition of Assistive Device, if applicable:

If box is checked above develop steps for transition in next column

· Schedule BDI-2 Exit; Date BDI-2 Requested:_______/_______/_______
	(  Early Transition Steps:  

      (  Referral for Medicaid EPSDT services

      (  Assistance with referral to other community  

           Resources:  ____________________________

      (  Assistance with referral  for Part C Services   

           in other states:  _________________________

      (  SPOE to SPOE transfer in Louisiana

      (   Other:  ________________________________

(  Early Exit Steps

      (  Referral for Medicaid EPSDT case management

      (  Discuss OCDD/HSA/D entry requirements at age  

            three with family
      (   Other:  ________________________________

(  Changes in Service  Delivery Steps:

· Meet service providers

· Visit community service agencies

· Review written materials

        (     Other:  ________________________________
	Early transition events and issues have been discussed:

· FSC: ______________

(  Parent: ____________
	1.  ___/____/___

2.  ___/___/___

	C.  Transition Conference at Age Three

	(  Transition Notification Letter Sent to LEA at 2 years 2 months:  _____________

           ( Child specific records were sent to the LEA

           ( Parent did not consent to record release :  _______________

                                                                                           (parent’s initials)

· LEA was notified of child’s upcoming transition conference:  ______________

             (  Parent declined LEA attendance at transition conference:  ___________
                                                                                                              (parent’s initials)

· Schedule BDI-2 Exit; Date DBI-2 Exit Requested:_______/_______/_______
	Age three transition steps and services:

(  Family attends transition workshop

(  Family and child visit LEA preschool sites

(  Family and child visit /get information on Head Start centers

(  Family visits other community agencies:  preschool, child care, etc.

(  Family contacts OCDD/HSA/D for entry

(  LEA to schedule eligibility evaluation

(  FSC to attend initial IEP meeting:  ___/____/____

(  Part C Services End:  ___/____/____ Discuss Program Options for   

      remainder of school year

(  Talk to other families               ( Other:  _______________________    
	Date of Transition Conference:      

    ____/____/____



	This child requires a referral for OCDD eligibility determination ( yes ( no   If yes, date referral packet sent: ______/______/______




	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


  Section 6:  Early Intervention Services  *This entire page is part of the electronic record.  Attach Section 7A/B if Assistive Technology and/or Transportation     

    are necessary to  achieve the IFSP outcomes.  Use codes as listed here for completion.
	Modification
	Column A Early 

Intervention Service
	B

Outcome Number
	C 

Location 
	D

Frequency
	E

Intensity
	F

Start Date
	G

End Date
	H 

Method
	I 

Funding Source
	J 

Provider’s Name/Payee Type (including name of agency)

	
	Family Service 

Coordinator
	
	
	
	
	
	
	
	
	( Independent      ( Agency

( No Provider Available

Name: 

	
	Service:  ______

( Individual

( Group
	
	
	
	
	 
	
	
	
	( Independent      ( Agency

( No Provider Available

Name:

Assistant Name( if applicable):

	
	Service:  _____

( Individual

( Group
	
	
	
	
	
	
	
	
	( Independent      ( Agency

( No Provider Available

Name:

Assistant Name( if applicable):

	
	Service:  ______

( Individual

( Group
	
	
	
	
	
	
	
	
	( Independent       ( Agency

( No Provider Available

Name:

Assistant Name( if applicable):

	
	Service:  ______

( Individual

( Group
	
	
	
	
	
	
	
	
	( Independent       ( Agency

( No Provider Available

Name:

Assistant Name( if applicable):

	Services: □Add(+)  □Frequency/Intensity Change  □Change location  □Change Provider (Supplement with Team Decision Process)  □No Change (NC) 

                         □Drop (-)    Service:  __________________________________________   Date:  ___________________________

	Section K:  Primary Setting: What is the setting where the majority of services will be provided?  Choose one from list below.  

(     home        (   community setting     (   special purpose center     (   hospital     (   residential facility     (   service provider setting     (   other setting

	

	**LEGEND

	Column C - Location
	Column H - Method
	Column I  - Funding
	Parent Consent for Services:  The contents of this IFSP have been fully explained to me.  I give informed, written consent to implement the services described in Section 7 of the IFSP.  I have received a written copy of our Parent’s Rights in EarlySteps.  I understand that EarlySteps must wait at least 3 calendar days before taking any action.  I understand that I can revoke the consent for any service at any time.    

_________________________________________________________
Parent Signature

                                                  Date


	1= home/community setting
	1 =Early intervention service
	A =   Part C/State Funding
	

	5=special purpose center w/inclusive childcare
	2= Family education/training
	B = Medicaid

C = MFP
	

	6=special purpose center or clinic
	3=Assessment
	
	


   Initial IFSP Date:______________   Type of IFSP:  ( Initial                      ( Review/Revision __________      (  Annual _________

	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


   Section 7A.  Complete this page as needed

   Assistive Technology Device

   Child’s Medicaid Number: __ __ __ __ __ __ __ __ __ __ __ __ __     

	IFSP Outcome Number 
	*Name of Device
	*Vendor Providing Device
	Where is device used?
	When is device used?

*indicate activities
	*Start date for device use
	*End date for device use
	*HCPCs Code
	*Price/Cost

	
	
	
	( Home

( Child care

( Relative’s home

(  Community setting: _______________

( Other:
	
	
	
	
	

	
	Is this covered by Medicaid?        Yes      No

Did Medicaid provide? 

Yes       No

If  no - attach copy of Medicaid denial letter.
	
	
	
	
	
	
	

	
	
	
	( Home

( Child care

( Relative’s home

(  Community setting: _______________

( Other:
	
	
	
	
	

	
	Is this covered by Medicaid?        Yes      No

Did Medicaid provide?

Yes       No

If  no - attach copy of Medicaid denial letter.
	
	
	
	
	
	
	

	Approval required for any item costing over $500 or if total of all items is more than $500.00
	Total cost for all AT

Devices listed:             $

	I understand that any equipment provided by EarlySteps over $500 is the property of the state of Louisiana and I may be required to return this equipment upon my child’s exit from EarlySteps.   

 Parent Signature: ____________________________________________________




   Section 7B: Transportation Necessary to access Early Intervention Services

	IFSP Outcome Number
	*Start Date
	*End Date
	*Provider (Parent Name)
	*Frequency
	*Maximum miles per trip expressed as round trip

	
	
	
	
	
	

	
	
	
	
	
	


	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


   Section 8: Other Services Needed to Enhance Child’s Development  

	Service
	Family or Child Service (circle)
	Responsible Person Contact Information
	Funding Source or Steps to secure service

	Primary Medical Home or Physician


	Child
	
	

	
	Child                          Family
	
	

	
	Child                          Family
	
	

	
	Child                          Family
	
	

	
	Child                          Family
	
	


   Section 9:  IFSP Team 

	Printed Name
	Position/Role
	Agency (if applicable)
	Telephone Number
	Signature or Method of Participation

	
	Parent
	
	
	Signature:

	
	IC (only at initial IFSP)
	
	
	Signature:

	
	EIC (required for informed clinical opinion)
	
	
	Signature:

	
	FSC
	
	
	Signature:

	
	CDA Provider
	
	
	( Telephone       ( Report

Signature:

	
	Provider
	
	
	( Telephone       ( Report

Signature:

	
	
	
	
	( Telephone       ( Report

Signature:

	
	
	
	
	( Telephone       ( Report

Signature:

	
	
	
	
	( Telephone       ( Report

Signature:


	Child’s Name: _________________________________________________

                                Last/First/MI
	Date of Birth: ____________________

                         Mm/dd/yyyy
	Date of IFSP: _____________________________

          Mm/dd/yyyy


   Section 10:  Justification for Early Intervention Services Delivered Outside of the Natural Environment 

    Complete and attach to the IFSP only as required.

	Early Intervention Service Not Provided in Natural Environment
	Child specific reason why early intervention can not be satisfactorily achieved in a natural environment:

Data to support this team decision:


	How will services be incorporated into the Natural Environment?

· Provider will send a note home after each session for the family

· Provider will talk with the parent every 2 weeks regarding the child’s progress

· Provider will send home information on the strategies the child is learning, so the parent can incorporate these strategies into the child’s routine at home

· The parent will call the provider if he/she is unclear on how to implement a new strategy

· Parent or caregiver will participate in sessions when possible

· Other: ____________________________________



	Early Intervention Service Not Provided in Natural Environment
	Child specific reason why early intervention can not be satisfactorily achieved in a natural environment:

Data to support this team decision:


	How will services be incorporated into the Natural Environment?

· Provider will send a note home after each session for the family

· Provider will talk with the parent 2 weeks regarding the child’s progress

· Provider will send home information on the strategies the child is learning, so the parent can incorporate these strategies into the child’s routine at home

· The parent will call the provider if he/she is unclear on how to implement a new strategy

· Parent or caregiver will participate in sessions when possible 

· Other: _____________________________________

	Early Intervention Service Not Provided in Natural Environment
	Child specific reason why early intervention can not be satisfactorily achieved in a natural environment:

Data to support this team decision:


	How will services be incorporated into the Natural Environment?

· Provider will send a note home after each session for the family

· Provider will talk with the parent 2 weeks regarding the child’s progress

· Provider will send home information on the strategies the child is learning, so the parent can incorporate these strategies into the child’s routine at home

· The parent will call the provider if he/she is unclear on how to implement a new strategy

· Parent or caregiver will participate in sessions when possible

· Other: ______________________________________


   Initial IFSP Date:____________________   Type of IFSP:  ( Initial _________________   ( Review/Revision _______________    (  Annual ______________
Service Provider Contact Note

(Mandatory)
	Child’s Name:
	DOB:
	Provider Name:

	Date:  


	Start Time:  
	End Time:
	Parent/Caregiver participated in the session?  ( Yes  (  No
	Location:  

	Outcome #:


	Outcome Statement(s):  



	Goals/Objectives
	Specific Activities related to the outcome
	*  Teaching Strategies

V

M

G

PA
O
	Child/Family response/progress related to the activity

How did the child/parent/caregiver respond to the activity?

How many times did the child successfully complete the activity?

Did the parent/caregiver successfully complete the activity?

Describe any obstacles to today’s contact.

	
	
	
	

	* V-Verbal Prompting/instructing   M-Modeling (with verbal prompting)   G-gesturing (with verbal prompting)   PA-physically assisting/supporting/guiding(with verbal prompting)   O-Other

	Is this the first visit after parental consent on the IFSP (date of first visit after any new authorization:   IFSP, 6 month review, or any revisions to IFSP)?

( No       ( Yes:  date__________________ .               

	Regular session?  ( Yes    (  No                          Make-up session?  ( Yes    (  No                    If yes, date of missed session:  _____________

	Provider Signature:  


	Parent/Caregiver Signature:  


Provider Monthly Progress Report                                   

(Mandatory)

	Provider name:


	Address:  


	Phone #:

	Child’s Name:  


	DOB:  
	FSC Name and Agency:  


Frequency of the service per the IFSP?  _________________     Intensity of the service as per the IFSP?  ___________     Date of Annual IFSP:____________

Month/Year reporting on:  _________    # of Visits this month:  _______      # of Missed Visits this month:  ________     # of Make up Visits this month:  ___  
	Outcome/s #:  


	Outcome Statement(s):  



	What is the child or family doing now that he/she/they weren’t doing before? (Note outcome and describe progress, new skills, etc. If you use technical/medical terms, you must also describe this information in family-friendly language.)  (Use additional pages if needed.)

	Goals/Objectives
	Progress related to the activities 

(Describe any new skills acquired.)
	*  The service I am providing for this outcome relates to enhancing the developmental domain:
	Indicate progress toward achieving the IFSP outcome you are addressing with your early intervention service:

	
	
	· Social Emotional

· Communication/Cognitive

· Adaptive

· Physical   
	· No progress 
· Slight progress

· Making expected progress      
· 3 Month Skill Achieved  
· 6 Month Skill Achieved                                                                                           
· Outcome Achieved!   
· Need to revise outcome   
· Added New Outcome 
· Other_________________
Notes:
                                                                                                                                  

	
	
	· Social Emotional

· Communication/Cognitive

· Adaptive

· Physical 


	· No progress 
· Slight progress

· Making expected progress      
· 3 Month Skill Achieved  
· 6 Month Skill Achieved                                                                                           
· Outcome Achieved!   
· Need to revise outcome   
· Added New Outcome 
· Other_________________
Notes:


	I participated in team meeting(s) on:  ___________________________(Telephone   (Written  (Attended         ______________________________(Telephone   (Written  (Attended             

	*  Social Emotional – Positive social/emotional skills (including social relationships)      Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)               Adaptive - Use of appropriate behaviors to meet his/her needs                  Physical  - Moving

	Provider Signature:  


	Date:  
	Supervisor Signature, if applicable:  
	Date:  

	Day and time of week child is typically seen:______________________________________________
	


                                     Directions:  Complete this form after review of provider monthly progress reports on a quarterly basis.  Keep a copy for your records, send original 
                                     copy to the SPOE 5 days from the date of the meeting, and one copy to the family.  Additional copies may be sent to IFSP team members or other  

                                     parties.  Written parental consent is required for sharing with anyone other than IFSP team members.    Quarterly dates are based on the initial 
                                     IFSP date not a calendar date.  Attach Team Meeting Notice and Minutes Form.
FSC QUARTERLY PROGRESS REPORT/6 MONTH REVIEW

  □ 1st Quarter                                        □ 2nd Quarter/6 month review                                     □ 3rd Quarter                                               □ 4th Quarter Annual   
	Child’s Name:
	DOB:
	Date:

	Address:
	FSC:
	Progress for the Period Covering:

____________ to ___________

	Parent/Guardian:
	FSC telephone number:
	


  Quarterly Progress Towards Outcome(s):

	Outcome #
	Provider Name and Service Type
	Rate progress toward achieving the IFSP outcome addressed with the EI service:
	The service provided for this outcome results in improved: 
	Progress Summary

	
	Name: ______________________
Service: _____________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	

	
	Name: ______________________
Service: ____________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	

	
	Name: ______________________
Service: ____________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	


  Family Support Coordinator Signature:  _________________________________________________________        Date Sent to SPOE:  ______/_______/___

Family Support Coordination Billing Summary

Directions:  Insert Date Activity was conducted.  Use TCM Billable Service Activities for definitions  

FSC Name: _____________________________________FSC Agency:___________________________________________________________

Child’s Name: _________________________________Date of Birth:_____________ Authorization Number:______________________________


Last                                 First
                                               MM/DD/YYYY

FSC Authorization start date:______________________________________________Authorization End date:_____________________________

Initial IFSP Begin/End Date:  _____________________________________     Annual IFSP Begin/End Date:  _____________________________  
	FSC Activity Category


	Date Completed
	Time Start-time finished
	Billable Service Activity

	1.  Intake-Initial Contacts


	
	
	1.1.1 Gather demographic information

	
	
	
	1.1.3 Validate Medicaid eligibility at initial

	
	
	
	1.1.6 Inform family of procedural safeguards, rights, etc

	
	
	
	1.1.7 Provide release of information form

	
	
	
	1.1.8 Follow transition protocol for changing from another FSC 

	
	
	
	1.1.9 Explain agency/EarlySteps privacy information

	
	
	
	1.1.10 Explain EarlySteps program

	
	
	
	1.1.11 Gather records/assessments

	
	
	
	1.2.2 Schedule initial interview/meet with family

	
	
	
	1.2.2  Review information obtained from initial contact

	
	
	
	1.2.5 Complete review of records/other assessments

	Total minutes
	
	

	2. IFSP Development/ 
IFSP Implementation

3.  Referrals to Obtain Service

4. Monitoring/Follow up


	
	
	4.4.1 Notice of Action provided to the family and parents’ rights given

	
	
	
	3.1 Assist family in making informed choices about services to achieve IFSP outcomes

	
	
	
	3.2 Offer and ensure Freedom of Choice for service providers

	
	
	
	2.3   Identify/assist with locating all services available

	
	
	
	3.3 Assist in arranging appointments

	
	
	
	3.4 Submit referral(s)  to service providers

	
	
	
	4.4.9 Conduct direct observation of child with parent/service delivery

	
	
	
	4.1.1 Contact family after service delivery begins to assure services in place

	
	
	
	4.3.1 Complete monthly phone contact with family

	
	
	
	4.3.3 Review provider progress notes

	
	
	
	4.3.4  Validate Medicaid verification

	
	
	
	2.1 Identify, compile, review assessments/other relevant documents

	
	
	
	4.4.13 Client-specific discussion with supervisor, nurse consultant, provider

	
	
	
	1.3.4  Obtain/review relevant info to assist with determination of continued need for program/services

	
	
	
	2.3 Identify and assist in locating services/assistance to child/family

	
	
	
	2.4  Act as advocate on behalf of family for obtaining/accessing rights/services

	
	
	
	2.6 Prepare final version of IFSP

	
	
	
	2.7 Obtain signatures from team members

	
	
	
	1.4.3 Completed IFSP Revision Form/6 month review form, sent to SPOE, copy filed

	
	
	
	1.4.4 Copies of IFSP Revision, team minutes, change form sent to all team members and SPOE

	
	
	
	1.4.5 IFSP revision corrections after review

	
	
	
	4.5.1.2  Meet with family/provider to prepare revision

	
	
	
	4.5.1.3 Obtain signatures

	
	
	
	4.5.1.4 Submit to SPOE for prior authorization

	
	
	
	2.11 Submit authorizations to SPOE

	
	
	
	4.5.1.5 Provide copies of approved revision to provider (s)

	
	
	
	4.5.1.6 Provide copies of approved revision to SPOE

	Total Minutes
	
	
	

	4.3 Quarterly Activities:
Quarterly Face-To-Face Quarterly Report


	
	
	4.4.1 Prepare/send prior written notice of action

	
	
	
	4.4.2 Schedule quarterly team meeting

	
	
	
	4.4.3 Contact team members to notify of meeting

	
	
	
	4.4.4 Conduct face-to-face/team meeting with family/providers

	
	
	
	4.4.9 Conduct  observation of service delivery

	
	
	
	4.4.6Review IFSP, provider progress  notes, etc to assure plan implementation

	
	
	
	4.4.7 Complete Quarterly Report and send to SPOE, parents and IFSP team members

	
	
	
	4.4.11 Report inconsistencies/problems in service delivery

	
	
	
	4.4.12  Follow up of findings: service changes, physician requests, sent to all team members

	
	
	
	4.4.13 Client specific consultation with FSC supervisor, nurse consult, etc

	Total Minutes
	
	

	1.3 Annual Assessment/Redetermination of Eligibility
4.5 IFSP Revisions


	
	
	4.5.1.1. Notice of Action provided to the family, schedule meeting, parents’ rights given, notify team

	
	
	
	1.3.1/4.4.2 Schedule annual IFSP team meeting/revision team meeting

	
	
	
	1.3.2 Notification of Eligibility Meeting to appropriate IFSP team members sent

	
	
	
	1.3.4 Review relevant information

	
	
	
	1.4.2  Arrange CDA/submit authorization/obtain CDA

	
	
	
	4.5.1.2 Conduct team meeting for revision

	
	
	
	2.13  Prepare revisions based on re-assessments

	
	
	
	1.3.6 Conduct Family Assessment/CPR

	
	
	
	1.4.4 Team Meeting Minutes (written, disseminated and filed)

	
	
	
	4.5.1.4 Submit service authorization to the SPOE

	
	
	
	4.5.1.5 Provide copies of revision to providers

	
	
	
	4.5.1.6 Provide copies of revision to SPOE

	
	
	
	1.4.3 Completed IFSP sent to SPOE, team members with team meeting minutes

	Total Minutes
	
	

	5.1  Transition or Transfer of case to new agency

	
	
	5.1.1Notification of Transfer/Transition Conference

	
	
	
	5.1.2 Assist family with IFSP transition steps and services

	
	
	
	5.1.3Transition Letter sent to LEA  and records sent/transfer to 

	
	
	
	5.1.4 Prepare change form and submit

	
	
	
	5.1.6 Communicate transfer to all service providers and receiving agency

	
	
	
	4.4.1 Notice of Action provided to the family 

	
	
	
	5.1.10 Conduct transition conference/team meeting 

	
	
	
	5.3.2 Documentation of discussion, training, steps provided to parents about future services

	
	
	
	5.3.4 Team Meeting Minutes (written, disseminated, and filed)

	
	
	
	5.1.8 Request Exit BDI-2 at age 2.9

	
	
	
	5.1.9 Collect completed Exit BDI-2 and submit to SPOE

	Total Minutes
	
	

	OCDD/Human Services Authority Referrals
	
	
	3.1 Referral to OCDD/HAS for Family Support (if applicable) Cash Subsidy Application/Request for Waiver Registry

	Total Minutes
	
	

	5.2 Case Closure 


	
	
	5.2.1 Obtain copies of any needed correspondence/prepare closure 

	
	
	
	5.2.3 Schedule exit assessment

	
	
	
	5.2.4 Obtain exit assessment

	
	
	
	5.2.5 Schedule and conduct team meeting

	
	
	
	5.2.2Copies of early intervention record sent per parent’s written consent

	
	
	
	5.2.6 Complete Change form and submit to SPOE

	Total Minutes
	
	
	

	6. Record Keeping/Documentation
	
	
	5.3.1 Preparation of service logs/progress notes

5.3.2 Maintenance of participant files

5.3.3 Submission of records to SPOE

5.3.4 Distributing documentation to other team members/agencies

	Total Minutes
	
	
	

	4.5.2 Critical Incident Reporting 


	
	
	4.5.2.1 Prepare report to OCS upon knowledge

4.5.2.2  Refer suspected abuse to the Office of Community Services (OCS).

4.5.2.4 Cooperate with investigation

4.5.2.5 Perform any necessary follow up identified

	                               Total Minutes
	
	
	

	Total number of units used this month
	
	
	

	Total units remaining in auth:
	
	
	


FSC Signature: ______________________________________________Date Completed:  ____________
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Parent Activity Checklist                                                                                                 Optional

Directions:  Insert Date Activity was completed.  

FSC Name: _____________________________________FSC Agency:_____________________________________________

Child’s Name: _________________________________Date of Birth:_____________ Authorization Number:_________________


Last                                 First
 MM/DD/YYYY
	IC/FSC Activity


	Date Completed
	Family Notes

	Initial Intake
	
	

	DHH Application
	
	

	Parent Rights Given to me
	
	

	Family Support Services
	
	

	Cash Subsidy Services
	
	

	Waiver Registry
	
	

	Initial IFSP
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	Quarterly Team Meeting/6 Month Review of IFSP
	
	

	Revision if needed
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	
	
	

	Annual IFSP
	
	

	Parent Rights Given to me
	
	

	DHH Application
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	Quarterly Team Meeting/6 Month Review of IFSP
	
	

	Revision if needed
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	
	
	

	Annual IFSP
	
	

	Parent Rights Given to me
	
	

	DHH Application
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	Quarterly Team Meeting/6 Month Review of IFSP
	
	

	Revision if needed
	
	

	Quarterly Team Meeting
	
	

	Revision if needed
	
	

	
	
	

	Transition 
	
	

	Transition Meeting Notice
	
	

	LEA Referral
	
	

	Transition Conference held
	
	

	Age three Referral to OCDD

For Waiver Registry
	
	OCDD/D/A Contact #:  
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Child : ________________________________________                               FSC:  _____________________________
IFSP Team Services Process Form

Service need area to be addressed:  Check one or more, data must be provided

· Lack of progress
Required data to substantiate lack of progress:

1. Current progress notes

2. Assessment results report

3. Anecdotal notes or

4. Observation notes

· Critical point of instruction
Required data to substantiate lack of progress:

1. Current progress notes

2. Assessment results report

3. Anecdotal notes or

4. Observation notes

· Regression due to illness or other documented family circumstances
Required data to substantiate the regression:

1.  Assessment results establishing regression

2.  Progress notes which identify previously acquired skills or missed visits

3.  Anecdotal notes or

4.  Observation notes

· Adding a new service resulting in increase in number of services above 24/6 months –

Required process to add a service:

1. Team members will address the need at a team meeting or a team member will contact the FSC to recommend adding a new service. 

2. The FSC will contact the family to discuss a possible single domain assessment and freedom of choice for providers of the assessment.  

3. The FSC will schedule a single domain assessment. 

4. The current provider(s) will send all current assessment information and progress notes to the FSC so that the information will be considered in the process.  

5. The FSC will schedule a team meeting including the assessment provider and possible provider of the new service as per family choice.   

6. The team will discuss the results and make decisions about adding a new service. 

7. The team will review current levels of service for current provider(s) and ask if any adjustments to the current service levels can be made.  

8. The FSC will complete the services process form and forward to the regional coordinator.  

·   Reducing or terminating a service.


  Required process for reducing or terminating services.

1.  Team members will address the need at a team meeting or a team member  

     will contact the FSC to recommend changes. 

2.  The FSC will contact the family to discuss the need for a possible single 

     domain assessment and freedom of choice for providers of the assessment.  

3.  The FSC will schedule a single domain assessment if needed.
Child : ________________________________________                               FSC:  _____________________________
4.  The current provider(s) will send all current assessment information and   

     progress notes to the FSC so that the information will be considered in the  

     process.  

5.  The FSC will schedule a team meeting.  

6.  The team will discuss the results and make decisions about changing the  

     service. 

7.  The FSC will complete the IFSP Team Services Process Form and forward  

     to the regional coordinator.

In order to make changes by items 1-4 the team must take into account the following: 

1. Family’s needs and priorities;

2. Family’s ability to participate in the early intervention process; and

3. Family’s desire to increase or add services to their daily routines.

This should be reviewed with the family prior to making the request and at the team meeting.

The team agrees on the following:

· The family is an active participant in the intervention process for their child;

· The family’s routines will allow for the time to meet with the provider;

· Documentation is available to determine if an increase is necessary at this time;

· The team agrees that this change is

a) Short term (3 to 6 months)

b) Long term (6 to 12 months)

· The team agrees that a review of the process will occur every three (3) months.

Team Participants                                                                             Discipline 

Team Decision/Discussion (narrative): include frequency, intensity and duration of services request.

I agree that this proposed change to my child’s IFSP is acceptable to me at this time.  I also  understand that upon review, further discussion and/or documentation may be needed before the final changes are made to the IFSP and that I have the right to give my consent by signing the IFSP prior to any service initiation, change, or elimination. 
Parent Signature________________________________     
Date: ________
Date Sent to the RC/EIC:     __________________

Date reviewed by RC/EIC:   __________________    

Date sent back to I/CFSC:   __________________

RC/EIC Review:  













              Signature 







Date


FSC Contact Note Form (Optional)

	Date & Time
	Type of Service Coordination Activity (check one)

	
	· Initial IFSP Meeting

· Ongoing Family Assessment of Needs

· 6 Month Review

· IFSP Revision

· Quarterly Report

· Quarterly Face-to-Face with Family

· Annual IFSP Meeting

· Transition Activities

· Case Closure

· 

	Description of Actions Taken
	

	Follow-up Actions Needed
	Action
	Timeframe for Completion

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	FSC Signature:                                                                      Date:


FOR SPOE/FSC USE ONLY:


Date Sent to Medicaid: ___________________





Date Sent to OCDD: _____________________





Date Sent to CSHS: _____________________		   _____________________


Date Sent to CSHS: ______________________





Primary INSURANCE COMPANY:


Name:      __________________________________________	Telephone:   _(______)_______________________


Address:   ___________________________________________________________________________________


Street		City	State	Zip Code


Policy/Group #: ___________________  Member/ID #: ________________  Start date: _______   End date: _______


POLICY HOLDER INFORMATION:


Name:      ___________________________________________ 	Telephone:   (______)_________


Address:   _____________________________________________________________________________________


Street		City	State	Zip Code


COVERAGE INFORMATION:


A.  Secondary Insurance Coverage?   YES   NO	F.  Is there a pre-existing clause?   YES   NO


B.  Therapy Services Covered:   OT    PT   Speech	G.  Lifetime maximum?   YES   NOC.  


C.  Co- Payments?   YES   NO		H.  LaCHIP Affordable Plan __Yes ___No___


D.  Deductibles?    YES   NO		 I.    ConditionsExclusions:_____________________


E.  Maximum Out of Pocket Expense  $___________________________________________	





Annual Review # 1:    





Date __________________   





Signature of Parent or Authorized Representative__________________________________________________





FSC Signature_____________________________________________    Telephone______________________


--------------------------------------------------------------------------------------------------------------------------------------------------------


Annual Review # 2:      


 


Date__________________   





Signature of Parent or Authorized Representative__________________________________________________





FSC Signature_______________________________________________    Telephone____________________





09/03





Initial Health Summary	


    Health Summary Update





This form meets all applicable regulations for the Family Educational Rights and Privacy Act (FERPA) and the Health Insurance Portability and Accountability Act (HIPAA).








 








Child’s name: ____________________________________________  


DOB: ______________________________________  


Parent’s name: ___________________________________________ Address: ________________________________________________


                ________________________________________________ 


Telephone: ______________________________________________





Sent to FSC:  ___________________


Rec’d by FSC:  __________________


Sent to SPOE:  __________________


Entered in EIDS by SPOE:  __________





The above information was provided based on my interviews with the family, review of relevant information and documents (e.g., health summary, routines-based interview), direct assessment(s) of this child using the BDI-2, other professional assessment when indicated and a routines based observation of the child in the natural environment. I understand that the information within this report will be used for IFSP and program/intervention planning.   ___________________________________________________________                  __________________________________________


                         Provider Signature and Credentials                                                                          Date of Dissemination of Report


                 ____________________________________________________________                __________________________________________


                      Provider Address                                                                                                         Provider Phone Number





Check one:


□ Initial Eligibility     □ Annual Eligibility     □ Exit





Directions:  This form must be used to record the discussions during team meetings.  Separate Minutes Forms must be used when holding annual eligibility and IFSP meetings.  Once complete, attach to the completed IFSP form.  Submit copies to the necessary parties and store in the child’s record.  








Copy to OCDD/HSA/D


Copy to parent





Directions:  Complete this form with the parent/caregiver and send the original to the Family Support Coordinator designated for the child.  Keep a copy for your records and send a copy to the parent/caregiver.   This form is due to the Family Support Coordinator monthly by the 10th.   *If goal or outcome is achieved you will need a new goal or outcome for services to continue.  Contact the FSC to discuss the need for a new outcome.    


 Date Sent to FSC:  __________________                                 
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