NYCEARLY INTERVENTION PROGRAM
JUSTIFICATION FOR CHANGE IN FREQUENRCY, INTENSITY OR METHOD OF SERVICES

Child’s B ID Muomber: Child™s DOR: / /
Chitd’s Name: Last First

Mame of Provider Diisciphine;

Therapist Phone Number: { ) Agency Name:

Fame of Supervisor: Supervisor Phone MNumber: { 3

Diate of Submission to QST

Autharization Inforseation: Al aress st be completed on this Torm or it will be refumed as iocomplete,
IFSP Start Date: / / IFSP End Date: / / Anthorized Service:
# of sessions authorized:
# of sessions delivered by provider prior to this Justifieation for Change:
# of gessions nrssed (due to either provider or pavent reasons):

Dﬂte{ﬁ} of 'my Previows Justification for Change in this Discipline: / i

that applyy: L | Termination of Service i _ihcrease/Change in Service

G per To e per

From: mgies To: inipnies

From: Ta:

Remi ed Justifiention Components: Justifications will be retuimed i all guestions are pot answered. Responses must be numbered
and addressed in the below order. For teomination of service(s), complete sections 1. 7. and 3 only,
1. Current Fuction:
a. What is the child’s current level of function?
b, If an evalvation was administered, provide the name of the test and the score, nnless this information is inchuded
i an evaluation report.
¢, What was the child’s level of fapction at the last TFSP?
d. What can the child do now, that he/she was unable to do previously (give skill-based examples).
2. Service(s) Provided to Date:
a. When did you begin delivery of the service?
b, Did a different provider deliver these services before you were assigned?
. Did services) begin on time?
d. Explain any gaps in service(s) including: missed sessions, frequent iilness, vacations ete. Iclude both provider
and family reasons when available.
Family Involvement:
a. Describe how you are supporting the family end/or caregivers in integrating suggested activities o the <hild’s
and family's datly routines (Describe specific sctivifies),
b. What snccesses oy difficulties has the family had b integrating these activities?
. When suggested activities were integrated into everyday activities, what changes in the daily routines have you
observed?
4. Service Plan Coordination
a. Have you coordinated with other team memmbers (o achieve IFSP outcomes?
b. Have you addressed the same or different IFSP outcomes as other therapists? Fxplain,
5. IFSP Guicomes:
#. What is/are the functional cutcome(s}) that you are currently working on as stated in the IFSP?
b. What are the short ferm objectives that you are cuivently working on to reach the fanctional outcome{s)?
¢. What progress hias the child made toward the IFSP ontcomes since initiation of this service plan?
d. What alternaie strategies have vou used {o replace ineffective stralegies? Have they been effective?
6. What will the recommended change offer that the present plan does not?
a. Does the proposed plan reconunend a new functional cutcome?
b. What new, short termn objectives are being proposad to reach the fimctional owicomes?
¢. What are the new strategies being proposed to achieve the short term objectives?
d. Will the new plan involve sirategies and methods that carmot be reinforced by activities that are part of the child's
daily roufine? If yes. describe why and indicate if changes in the daily routine ave possible.
7. Listany changes in the child’s medical diagnoses. conditions or medications since the last IFSP which may have an
impact on the child’s reaction to EI Services. Describe how a change in the child’s medical condition or medications
will affect the service delivery plan.
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NYC EARLY INTERVENTION PROGRAM
JUSTEFICATION FOR CHARGE
INFREQUENCY, INTENSITY GR METHOD OF SERVICE
GENERAL DIRECTIONS

Thus form 15 1o be used for @ change(s) i a service alveady on an IFSP, not (o roquest a new service or a change 1o
service coordination units,

e The therapist/teacher must complete this form and submit it to the Ongodng Service Coordinator (05C) when
there is a proposed tenmination 10, or change in frequency, duation or method of a service currently on an IFSP.
¢ The O8C pmst subnut this form to the Reglonal Office with other required paperwork whenever there is a request
for o change in itequency, infensity or method of a service in the IFSPE, {please refer to Amendinent Policy in this
chapter),
DEMOGRAPHIC INFORMATION
Please fill out this section in its entirety. The name and contact information of the therapist’s supervisor must be indicated.

AUTHORIZATION INFORMATION

This section must be completed in its entivety. Incomplete Yastifications will be returned to submitter.

Lo IFSP Start Date: / / Copy the Begin and End dates from the wpper left hand
IFSP End Date; / / corner of the IFSP being amended.

2. Austhorized Service: Indicate IFSP service type being amended,

3. # of sessions suthorized: Copy the # of session vnils authovized from the [FSP,

4. # of sessions completed by Provider: Provide the total number of sessions that were delivered

{inchude any make-up sessions).

i # of sessions missed {(due to either provider or parent | Indicate the number of any sesstons missed, (exclude any
FEAsOnSs) sessions that were made-up),

Date of Previous Justificationds} for Change in this Discipline:
if there were prior requests Yo amend this service, indicate the date of request.

Reguest for Changs:
indicate all changes to s service that are being requested at this tme.

Reguived Justification Components:
For requests to levminate services or decrease frequency, complete questions I, 2, and 5 only.
For all othey vequests, answer questions | through 7.

Chapges i Services/'Service Provider/Service Coordivater Form Instruction 310



