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Hyperlinks to the MDE/IFSP Format

Click on sections listed below to move to that part of the form.  You will see a blue arrow in the menu bar.  Use this arrow to move back to the previous section.  When you are ready to print a copy of the MDE/IFSP format, do not print this page.  

**REMEMBER** Do not use spell check on this document. It will delete all the information you have added!

MDE Sections 
IFSP Sections

Summary of Family Assessment
Intervention Plan
All About Me
Services Page
Health Summary
Addendum
Cognitive Development
Transition Plan & Family Contact Information
Communication Development
IFSP Team Membership
Social or Emotional Development
Physical Development
Adaptive Development
Other
The Big Picture
Recommendations
The Early Intervention Process:

Multidisciplinary Evaluation (MDE) and 

Individualized Family Service Plan (IFSP)

The purpose of Early Intervention is to provide services and supports that can assist you in helping your young child with special needs develop and grow. 

[image: image1.wmf][image: image2.wmf][image: image3.wmf][image: image4.wmf]
Summary of Family Assessment
The following information was shared by the family with
     on      
This summary reflects family conversations and self-assessment beginning with information collected from the first contacts through the multidisciplinary evaluation.  It should be updated with the family and by the family at the time of the MDE meeting.  

The family understands that they do not have to give any information on this page in order to receive services; however, information provided will help determine appropriate services and supports.  

	Resources and Strengths


	Family Concerns
	Family Priorities

	     
	     
	     


All About Me

	Who are the important people in my life?

	     

	What activities do I like to do at home and in the community?

	     

	How do I play with children, adults, and toys?

	

	     

	What does my family want me to be able to do?

	     


Child’s Present Abilities, Strengths and Unique Needs

	Health Summary (Summary of significant health history and current health status. )

	Date of Most Recent Health Appraisal:     
	By Whom:     

	     

	Vision and Hearing Status 

	     
	Date of Most Recent Hearing Screening/Assessment:      

	
	

	
	

	
	By Whom:      

	
	

	
	Date of Most Recent Vision Screening/Assessment:

     

	
	

	
	

	
	By Whom:      

	
	


Child’s Present Abilities, Strengths and Unique Needs

	Cognitive Development (Thinking, problem solving, play skills, etc)

	     
	Date of Evaluation:      

	
	

	
	Age at Evaluation:      

	
	

	
	Results:     

	
	

	
	Types of Assessment:     

	
	

	
	Instrument:     

	
	

	
	Name/Role:     

	
	

	
	Agency:      

	
	

	Communication Development (Understanding and expressing wants, needs and ideas)

	     
	Date of Evaluation:     

	
	

	
	Age at Evaluation:      

	
	

	
	Results:     

	
	

	
	Types of Assessment:      

	
	

	
	Instrument:      

	
	

	
	Name/Role:      

	
	

	
	Agency:     

	
	


Child’s Present Abilities, Strengths and Unique Needs

	Social or Emotional Development (Engaging others and interacting in the environment)

	     
	Date of Evaluation:      

	
	

	
	Age at Evaluation:      

	
	

	
	Results:     

	
	

	
	Types of Assessment:     

	
	

	
	Instrument:     

	
	

	
	Name/Role:     

	
	

	
	Agency:     

	
	

	Physical Development (Large and small muscle development)

	     
	Date of Evaluation:     

	
	

	
	Age at Evaluation:      

	
	

	
	Results:     

	
	

	
	Types of Assessment:     

	
	

	
	Instrument:     

	
	

	
	Name/Role:     

	
	

	
	Agency:     

	
	


Child’s Present Abilities, Strengths and Unique Needs

	Adaptive Development (Self-help skills such as feeding, dressing, etc)

	     
	Date of Evaluation:     

	
	

	
	Age at Evaluation:      

	
	

	
	Results:     

	
	

	
	Types of Assessment:     

	
	

	
	Instrument:     

	
	

	
	Name/Role:     

	
	

	
	Agency:     

	
	

	Other Information (Include additional assessment information not covered in previous sections, assistive technology needs, and any cultural preferences that need to be considered.)

	     


The Big Picture

	Team Concerns
	Impact on Daily Experiences & Routines
	What Makes Learning Easier

	As a result of the MDE, here’s what the team is concerned about relative to the child’s development, learning, and participation in activities/routines. This summary includes the family’s previous stated concerns and any updates.  
	Here is how the identified concerns impact on the child’s learning and interfere with his/her ability to participate within family activities and routines.  
	Here is what we know makes daily activities and routines easier for the child and family/caregiver. We have included identified strengths and suggested strategies.  

	     
	     
	     


Recommendations

	In forming recommendations, consider the following: 1) Skills needed by the child; 2) Skills desired by caregivers for themselves to assist in their child’s development; 3) Adaptations to existing materials/equipment or acquisition of materials/equipment; 4) Connections to people or community resources; and 5) Information desired that will enhance the family’s capacity to assist their child’s development.  Recommendations must include a description of the appropriate natural environments, including community settings, and family activities and routines, in which early intervention services and/or community supports, may be provided.

	     

	Statement of Eligibility (Check only one)

 FORMCHECKBOX 
 S/he has a diagnosis of      which has a high probability of resulting in a developmental delay.  

 FORMCHECKBOX 
The results of the MDE show that your child has at least a 25% delay in one or more areas of development. 

 FORMCHECKBOX 
 The informed clinical opinion of this multidisciplinary team is that your child is eligible for early intervention services due to      _ Documentation of the qualitative and quantitative information used to determine eligibility can be found in the ‘Child’s Present Abilities, Strengths, and Unique Needs’ section. 

 FORMCHECKBOX 
 Your child is currently demonstrating skills similar to children of his/her age and is eligible for referral to service coordination for screening and tracking services because      .  

 FORMCHECKBOX 
The results of the MDE show that your child is demonstrating skills similar to children of his/her age and is not in need of early intervention services.   


Intervention Plan

	Outcome/Desired Change:  #   
     

	What is happening now? 

     

	Objective

(Activities to achieve this outcome)
	Location

(*Natural Environments)
	Community Resource
	EI 

Service
	By Whom

(Can be more than one person)
	Method 

(How we will teach, learn, or do)

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	How will we, as a family, be able to work on these objectives in our everyday lives?

     
	How will we, as a team, measure progress for this outcome? 

     


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

     


	*Explain why early intervention cannot be achieved satisfactorily in natural environments. 

     
Please note: If services/supports are not being provided in natural environments, additional objectives are needed to describe the plan that will allow the child’s and family’s outcomes to be satisfactorily achieved in his/her natural environments.  
	Completed during the IFSP review on _     
After reviewing the outcome, we, as a family, have decided: (Check one)

 FORMCHECKBOX 
We still need to work toward this outcome. Let’s continue with what we have been doing. 

 FORMCHECKBOX 
We still need to work toward this outcome. Let’s discuss new ways to get there. 

 FORMCHECKBOX 
Our situation has changed; we no longer need to work on this outcome. 

 FORMCHECKBOX 
We are satisfied that we have finished this outcome. 

 FORMCHECKBOX 
Other:      


	
	


Early Intervention Services (Services to support the child’s and family’s outcomes identified on the Intervention Plan)
	Outcome # 
	

Service
	Service Code
	Modifier
	Provider Code
	Location Code
	Funding Source
	Start Date*
	Anticipated Exit Date
	Actual 

Exit Date
	Cost 

per 

unit
	Frequency (maximum for month)
	Session Duration
	Subtotal for one month

	  

	     
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	  

	
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	  

	
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	  

	
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	County designee approving EI services: __________________________________________________
	Monthly Grand Total

(To be provided at no cost to family)
	     


* If an early intervention service is projected to start later than 14 days after the IFSP is completed, a justification of the later date must be attached. 

Non-Early Intervention Services (Community activities, medical or other services that the child needs)
	Community Activity,

Medical or Other Service
	Contact Person, 

Phone & Agency
	Would the family like assistance from the Service Coordinator to coordinate this service, including the identification of potential funding sources? If yes, please describe.

	     

	     
	     

	     

	     
	     

	     

	     
	     


Addendum
	Addendum Date: 

     
	Reason for Addendum: 

     



Early Intervention Services (Services to support the child’s and family’s outcomes identified on the Intervention Plan)
	Outcome # 
	Service
	Service Code
	Modifier
	Provider Code
	Location Code
	Funding Source
	Start Date
	Anticipated Exit Date
	Actual 

Exit Date
	Cost 

per 

unit
	Frequency (maximum for month)
	Session Duration
	Subtotal for one month

	  

	     
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	  

	     
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	  

	     
	  
	  
	  
	  
	  
	     
	     
	     
	     
	     
	     
	     

	Contact Person

     

	Agency, Address, & Phone Number

     
	Provider Signature
	

	Parent/Legal Guardian Signature: ____________________________
	Parent/Legal Guardian Signature: ____________________________
	County designee signature: ___________________________
	Monthly Grand Total

(To be provided at no cost to family)
	     


Non-Early Intervention Services* (Community activities, medical or other services that the child needs)
	Community Activity,

Medical or Other Service
	Contact Person, 

Phone & Agency
	Would the family like assistance from the Service Coordinator to coordinate this service, including the identification of potential funding sources? If yes, please describe.

	     

	     
	     

	     

	     
	     


* Use this section to document any change in community activities, medical or other services that impact on the delivery of early intervention services and supports.

Transition Plan and Family Contact Information
	Transition Plan For Children Under Age 2

	     


	Child Information
	Family Information

	Child’s Name:      
	Gender:    FORMCHECKBOX 
M      FORMCHECKBOX 
F
	Name:      
	Relationship:      

	Date of Birth:      
	Social Security #:     
	Address:      

	Referral Date:     
	MA Recipient #:     
	

	Referral Source:     
	Other Insurance     
	Phone (work):      
	Phone (home):      

	Weeks Premature (if applicable):  
	

	Eligibility based on Act 212 established condition:     
	Name:      
	Relationship:      

	Address:     
	Address:      

	City/State/Zip:     
	Phone (work):      
	Phone (home):      

	Phone:     
	

	Child’s School District of Residence:     
	Name:      
	Relationship:

	Parent’s School District of Residence:      
	Address:      

	Child’s County of Residence:      
	

	Parent’s County of Residence:      
	Phone (work):      
	Phone (home):      

	Primary Language:      
	Interpreter Needed:   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	Language:      


IFSP Team Membership

	Family’s IFSP Team Members and Other Helpful to the Team

	Name
	Agency/Role
	Address/Phone

	     
	Parent/Legal Guardian
	     

	     
	Parent/Legal Guardian
	     

	     
	Service Coordinator
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	IFSP Attendance Signature Section

PLEASE NOTE:  Parents MUST still sign the Parent’s Rights Agreement for the IFSP to begin

	1.

Parent/Legal Guardian
	5.

	2.

Parent/Legal Guardian
	6.

	3.

Service Coordinator
	7.

	4.


	8.


	Who does the family authorize to receive the MDE and/or IFSP? 

	Team member/Agency
	MDE or IFSP
	In its entirety or which particular sections?
	Parent/Legal Guardian Signature
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