Child Name:
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Team Conference Report

Date of Team Meeting:

Date of Birth:

Region/Team:

Role on Team

Team Member Name and Role on Team (TL, JV, Core)

Check if
Present

Service Coordinator

Developmental Specialist

Occupational Therapist

Speech Language Pathologist

Physical Therapist

Other Core Team (Role)
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Reason for Teaming

Discussion/Outcomes

Welcome to Program (Pre-IFSP)
Eligibility Decision Date:

Coaching Opportunity

e Questions for the team.

e What has already been
tried?

e Include important
information.

e Parent Priorities/Child
Interests/Activity Setting.
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Planning a Joint Visit

Child Name: Date of Team Meeting:

Date of Birth: Region/Team:

Role on Team Team Member Name and Role on Team (TL, JV, Core) Check if
Present

Service Coordinator

Developmental Specialist

Occupational Therapist

Speech Language Pathologist

Physical Therapist
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Other Core Team (Role)

Request for Team Support: (What support is needed by you and/or family?)

History and Important Information: (What does the Joint Visitor need to know? What have you already tried?
What are child or family interests?)

Plan: (What support do you want from Joint Visitor (include activity setting)? How will TL and JV interact
during the visit? What will the visit look like?)
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