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IFSP Services Pages   

	Services and supports are determined following the development of functional IFSP outcomes. They are designed to enhance the capacity of the family in supporting the child’s development and to promote the child’s learning and development through functional participation in family and community activities. 

	Child’s name:

	Client ID:


	Services key: 
AI—Audiological Services 

BI—Behavioral Intervention 

CO—Counseling 
CM—Case Management 

FE—Family Education 
NS—Nursing Services 

NU—Nutrition Services
	OT—Occupational Therapy
PT—Physical Therapy
PS—Psychological Services
RA—Reassessment

SST—Specialized Skills Training
ST—Speech Therapy
SW—Social Work Services

VI—Vision Services

	ECI program:


	
	

	** Services Designation Key 
PP—Program Provided

PC—Parent Choice

PA—Program Arranged



NP—Not a Part C Service
	
	

	Service Information 

	Service
	Discipline of Provider 
	Expected Frequency
	Expected Intensity
	Total Authorized

Visits
	Location*
	Method
	Start Date
	End Date
	Services Designation**

	CM 
	Service Coordinator’s Name: 

	Ongoing 
	As Needed 
	Not Applicable 
	
Specify other:  
	Not Applicable 
	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	*Describe how and why the IFSP team determined the location if services are not provided in the child’s natural environment, and how these services will be generalized to support the child’s ability to function in his or her natural environment. 
** Parent Choice (PC) means the parent declines ECI personnel for the identified IFSP recommended service. 

	Child’s name: 
	Client ID: 

	If services will not be provided in the presence of the parent, list the name(s) of individual(s) and/or entities who will participate:



	Justification of how the child will benefit from delivering the specified services with the routine caregiver:



	If the IFSP team determined co-visits are needed, document the justification of how the child and family will receive greater benefit from services being provided at the same time: 

	Indicating Parent Choice (PC) in the Services Designation box on the services pages indicates the family is responsible for finding and arranging service delivery and payment. 

	Payment arrangements for ECI services on this IFSP (check all that apply): 

	Is assistive technology planned as a strategy on the IFSP? Enter X to select one. 

	Signatures 

	· The Parent Handbook has been reviewed with me. 
· I participated in the development of this IFSP, and I give informed consent for the DARS Early Childhood Intervention program and service providers to carry out the activities listed on this IFSP with the individuals and entities listed above. 
· I understand that my consent is voluntary and may be withdrawn at any time. 
· I understand that my consent may be given for some services and not for others. 
· I understand that the consequence of refusing services is that my child or family will not receive the services. 
· I understand that my signature grants permission for my child to receive services. 
· I understand that services subject to the Family Cost Share will begin once I have signed my Family Cost Share Agreement. 

	Family comments:



	Parent signature: X  
	Date:



	Other Team Member Signature
	Discipline
	Date
	Present
	Reviewed

	Signature: X  
	
	
	
	

	Signature: X  
	
	
	
	

	LPHA Signature: X  
	
	
	
	

	The signature of the LPHA indicates he/she recommends the services on the IFSP (including OT, PT, Speech and Language Therapy, and SST) as reasonable and necessary. 
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	Client ID: 

	Service Information 

	Service
	Discipline of Provider 
	Expected Frequency
	Expected Intensity
	Total Authorized

Visits
	Location*
	Method
	Start Date
	End Date
	Services Designation**

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	
	
	
	
	
	
Specify other:  
	

	
	
	

	*Describe how and why the IFSP team determined the location if services are not provided in the child’s natural environment, and how these services will be generalized to support the child’s ability to function in his or her natural environment. 
** Parent Choice (PC) means the parent declines ECI personnel for the identified IFSP recommended service.


	
	Client ID: 

	Additional Signatures 

	Other Team Member Signature
	Discipline
	Date
	Present
	Reviewed

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
	
	
	
	

	Signature:
X  
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