	TRANSITION INDIVIDUALIZED EDUCATION PROGRAM (TIEP)

	
	
	
	

	NAME
	     
	DATE
	

	

	RELATED SERVICES

	DESCRIPTION
	INITIATION
	FREQUENCY
	LENGTH
	DURATION
	LOCATION

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	

	Justification for special transportation:
	
	

	

	

	EXTENDED SCHOOL YEAR SERVICES

	The student is expected to revert to a lower level of academic or behavioral functioning-evidenced by a measurable decrease in the level of behaviors or skills-that 

cannot be recovered within a reasonable amount of time after the interruption of educational services.   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	The student is at a critical point of skill acquisition or readiness that would be lost or greatly reduced as a result of an interruption of services.  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	There are special circumstances that make extended school year service necessary to the provision of a free appropriate public education.     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	OUTCOME

	

	 FORMCHECKBOX 

	The case conference committee has determined that the student is not eligible for extended school year services.

	
	

	 FORMCHECKBOX 

	The case conference committee will reconvene to discuss extended school year services on (Date)
	
	

	
	
	
	

	 FORMCHECKBOX 

	The extended school year IEP was developed at the case conference held on (Date)
	
	

	

	

	TRANSITION INFORMATION (Year prior to exit)
 FORMCHECKBOX 
  Transition Pamphlet

 FORMCHECKBOX 
  Consent for Disclosure of Information
 FORMCHECKBOX 
  Consent for Vocational Rehabilitation representative to attend future conferences, as appropriate

	

	TRANSFER OF RIGHTS (Must be explained not later than one year before student turns 18.)
 FORMCHECKBOX 
  Parent and student have been informed that parents’ rights under Article 7 will transfer to the student at eighteen (18) years of age.

	

	
	
	
	
	
	

	Medicaid Billing   I authorize Covered Bridge Special Education District to verify my child’s eligibility for Medicaid and to bill Medicaid for 
                                    covered services that are part of my child’s IEP.          FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No    FORMCHECKBOX 
  My child is not eligible for Medicaid

	Parent signature
	
	

	
	
	
	

	

	
	
	
	

	PERMISSION FOR PLACEMENT

	The Transition IEP of my child has been reviewed with me, a description of the recommended program has been explained to me, and I have received a copy of my rights regarding placement in special education.  I have received / will receive a copy of the Transition IEP.

	
	 FORMCHECKBOX 
 I AGREE with the services recommended and give permission for the plan to be implemented.

	
	
	
	
	
	

	
	 FORMCHECKBOX 
 I DISAGREE with the services recommended and do not give permission for the plan to be implemented.

	
	
	
	
	
	

	
	Student Signature (18 and over)
	
	Date
	
	

	
	
	
	
	
	

	
	Parent Signature
	
	Date
	
	

	
	
	
	
	
	

	

	Any member of the Case Conference Committee may submit a written opinion regarding this TIEP.  The written opinion must be submitted to the Executive Director of Special Education not later than ten (10) business days after the date of the meeting and will remain with the student’s educational records.

	

	

	DATE FOR REVIEW
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