
IFSP FUNCTIONAL OUTCOMES 

CHILD’S NAME: ________________________________________ DOB: ____________________ 

IFSP PERIOD FOR NEW OUTCOMES: ______________________________________________________ 

 

OUTCOMES: List desired outcomes of the early intervention services to include criteria 
and procedures that will be used to determine progress. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Provider Name: __________________________________   Provider Credentials: _______________ 

Provider Signature: _______________________________ Date:  __________________ 
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