___early steps
Children’s Medical Services

Developmental Evaluation and I ntervention (DEI)
Individualized Family Support Plan

DEI-IFSP Date
Form A: Your Family’s Information
Child’s Name: AK.A:
Last First Ml
DOB: Child’s ID#: Gender: [ ] Male [ ] Female

Child’s Primary Language / Mode of Communication: [] English [] Spanish [] Creole [] Other:

Check one : [ ] Parent [ ] Guardian [] Foster Parent [ ] Surrogate Parent [ | Other:

Name(s) :

Address:

City: Zip Code: County:

Phone: ( ) Work Phone: ( ) Cell Phone: ( )
Best time to call: E-mail:

Primary Language used in home | Mode of Communication: [ ] English [] Spanish [] Creole [] Other:

Check one: []Parent [] Guardian [] Foster Parent [_] Surrogate Parent [ ] Other:

Name(s):

Address:

City: Zip Code: County:

Phone: ( ) Work Phone: ( ) Cell Phone: ( )
Best time to call: E-mail:

Primary Language used in home | Mode of Communication: [ ] English [] Spanish [] Creole [] Other:

Is an interpreter needed for the family? [ ] Yes [ No If so, what kind of interpreter?

The following people can help you with your questio ns and concerns:

Service Coordinator: Agency:

Phone: ( ) Fax: ( ) E-mail:

Address: City: Zip Code:
Family Resource Specialist :

Phone: ( ) Fax: ( ) E-mail:

Address: City: Zip Code:
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___early steps
Children’s Medical Services

Developmental Evaluation and I ntervention (DEI)
Individualized Family Support Plan
DEI-IFSP Date

Name DOB
ID# Service Coordinator

Form B: Screening, Outcomes, Services

Date(s) this Information Gathered:

Family Concerns, Priorities and Resources:

Your Child’s Developmental Screening
A developmental screening was conducted? [JYes [ No If yes, please check which tools/methods used:

O Developmental Checklists (specify) [0 Parent Report [ Observation [J Record Review
O Ages & Stages [ Other: Language used:

Summary of Child’s Developmental Status:

Does the collected information from above indicate a possible developmental delay/concern in any of the following
areas:

O Fine motor [ Gross motor [ Communication [ Cognitive [ Social-emotional [ Adaptive-self-help skills

Your Family’'s Outcome(s)

Your Family’s Supports and Services:
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___early steps
Children’s Medical Services

Developmental Evaluation and I ntervention (DEI)
Individualized Family Support Plan

DEI-IFSP Date
Name DOB
ID# Service Coordinator
Form C: Eligibility, Consent
Your Insurance Information:
Medicaid (Title XIX)
Medicaid HMO/PSN [Yes [ No [ Pending KidCare/MediKids OYes O No [ Pending
Group: CMS (Title XXI) OYes O No [ Pending
CMS OYes [ONo [ Pending Private Insurance: OYes [ONo
CMS Nurse Case Manager: Type: O HMO [ PPO
Medicaid Medipass [Yes [ No [ Pending Company Name:
SSli OYes O No O Pending Phone Number:
Medicaid #: Policy/Individual #:

Comments/Changes: Group #:

Primary Health Care Provider:

Eligibility Determination
] Eligible for Developmental Evaluation and Intervention (DEI) based on the following:
Financial eligibility established by:

Medical eligibility established by:

] Not eligible for Developmental Evaluation and Intervention based on documentation reviewed by the multidisciplinary team.

The team makes the following recommendations to the family:

Multidisciplinary Team Signatures

Team Member: Discipline: Signature:
Team Member: Discipline: Signature:
Team Member: Discipline: Signature:

Informed Consent by Parents/Guardians

] I have fully participated in the development of this plan.
[ 1 give consent for all of the services described in the Individualized Family Support Plan (DEI-IFSP) to be provided as written.
] 1 do not provide consent for the following service(s) as described in this DEI-IFSP to be provided; however, | do give consent
for all other services described in this DEI-IFSP to be provided:

Parent/Guardian Signature Relationship Date

Parent/Guardian Signature Relationship Date

Consent for Services for Children in Custody of Dep artment of Children and Families (DCF) under Chapte r
39F.S:
[ 1 give consent for medical care and treatment per 743.0645 F.S. and described in this DEI-IFSP

DCF Caseworker / Designee Signature Title Date
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