Rhode Island Early Intervention Program Exit/Discharge Form

Child’s Name: ID#: DOB
Service Coordinator:

Date of Discharge/Exit:

This form is for data entry purposes only.
Session Notes/Services Rendered Forms should be used to document conversations with families, referrals and anything else
related to the visit.

DISCHARGE (With IFSP)

[[] Discharge - Attempts to contact unsuccessful [] Discharge - Moved out of state

[] Discharge - Completion of IFSP prior to reaching 3 birthday ~ [ ] Discharge - Not eligible for Part B, exit to other
O Discharge - Deceased programs

[] Discharge - Family switched to another El site [ Discharge - Not eligible for Part B with no referrals
] Discharge - Program Name: H Discharge - Part B eligibility not determined

H Discharge - Part B eligible
H Discharge - Withdrawal by parent/guardian

EXIT (No IFSP)

[] Exit - Attempts to contact unsuccessful [] Exit - Family switched to another El program.
[] Exit - Child did not qualify for El [] Exit - Program name:
|:| Exit - Deceased |:| Exit - Moved out of state

[] Exit - Withdrawal by parent/guardian

SPECIAL EDUCATION REFERRAL INFORMATION

LEA:
IEP Date: or Anticipated |IEP Date:

Reason anticipated:

REFERRAL INFORMATION

Check all categories for referrals made in which El assisted the family by providing the new program with necessary information

[] Cedar Family Centers [] RI Early Head Start/ Head Start

[J Community Childcare/Preschool [] Family Support Programs

[ Child Outreach [] Kids Connect

L] Community Mental Health Program 1 Out of State EI Program

] Community Resources [ Providence Talks | Community Action Agency
O RIDOH Family Visiting Program (HFA, NFP, PAT) [] SNAP (Supplemental Nutrition Program)

1 WIC (Women, Infants, Children Supplemental Nutrition)
[ Other (please specify in notes below)

REFERRAL NOTES

Discharge SRF 12.5.24
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