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	Central Directory: 1 (800 234-1448

TTY/TTD 1(804) 771-5877

	Infant & Toddler Connection of [Local System]
	[Address]

[City], Virginia [Zip]

[Phone (000) 000-0000]


Date:  
Dear Dr. [physician name]

Please note the following information regarding:

Child’s Name:





Date of Birth:

An IFSP Review was conducted for this child on ________________________. 
The following goals have been met or discontinued:

· [outcome]

· [outcome]
The IFSP team determined that the following services are no longer needed in order to help the child achieve the goals:

· [discipline, intensity, frequency]
· [discipline, intensity, frequency]
The IFSP team identified the following new goals:

· [outcome]

· [outcome]
The IFSP team determined that the following new services or changes in current services are necessary in order to help the child achieve the new and/or continuing goals:
· [discipline, intensity, frequency]
· [discipline, intensity, frequency]
Your approval of this revised IFSP is required in order for Medicaid or the family’s insurance to cover services.  If you agree with the planned IFSP services then sign below and fax.  [fax number] 
 FORMCHECKBOX 
⁭Please check if you would like a copy of the full IFSP including a copy of the IFSP Review.
_____________________________________________________________________________
Physician Certification:  I certify and approve that the services recommended above are medically necessary for this child.  _____________________________  _____
                                       Physician Signature                                         Date

If you do not agree with the revised IFSP, have any questions about the information here, or would like additional information, please contact the Early Intervention Service Coordinator listed below:  

Name:






Phone:
