
Functional Outcomes 

*signature optional                               revised May 2016 

Child’s Name: ___________________________________    DOB_______________ 

IFSP Period ____________________________________________ 

IFSP START DATE FOR NEW OUTCOMES _____________________________ 

Outcomes: List desired outcomes of the early intervention services to include criteria and procedures 

that will be uses to determine progress. 

 

Provider Name_______________________________________ Provider Credentials______________ 

 

Provider Signature* __________________________________  Date____________________ 

 

 

 


