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INDIVIDUALIZED FAMILY SERVICE PLAN (IFSP)

PHYSICIAN SUMMARY

	Child’s Name:

	Date of Birth:
	IFSP Date:

	If you have any questions, please call:

Service Coordinator Name:

	Telephone:
	FAX:

	Social/Emotional Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	Cognitive Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	Communication Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:
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	Gross Motor Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	Fine Motor Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	Vision/Hearing Skills
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	Other Areas
	Present Level of Functioning:



	
	Outcome(s):



	
	Recommended Intervention (Type, Frequency, Intensity)



	
	Provider:
	Telephone:

	COMMENT:
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