



Section 3:  Outcomes for Child

	Date of IFSP:  __6-6-09_____ 
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 Addendum / Date:
	______________
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 Annual
	 FORMCHECKBOX 
  Updated Progress Statement / Date:
	______________


Outcomes should be based on the child’s needs/interests and family capacity/needs/interests identified through interview, evaluation, and assessment.  Outcomes must be written in language that is easily understood by all IFSP team members.  Outcomes and the plan that goes with them should be integrated and include all applicable disciplines.    
	Outcome #1
	What specifically do we want your child to do in the next few months? (Functional Outcome)

	Destiny will be comfortable with feeding activities.


	What is your child doing now?  (Child’s current level of function related to this outcome.)

	Destiny has a forceful suck and is using a medium slow-flow nipple.
She eats every 1 ½ - 2 hours, 4-6 ounces, and always seems to be hungry.

She vomits if she eats too much.

She tends to be constipated.


The progress statement must be measured within the context of everyday learning activities.

	How will we know we’re making progress? What will be different?  When do we hope to have this completed?     (Progress Statement/Criteria for Success)

	Destiny will be satisfied after eating, will act like she is not hungry, will have less gas and discomfort, and will do less choking and coughing while eating.  We want this to happen by the end of July.


	What strategies and resources will we use to make this happen?   (Who will do what during which regular activities and routines, and where will it occur?)

	Strategies that mom will try at home during feeding times:
Try orthodontic (larger, spade shape) nipple (less air-slower).
Use jaw and cheek support during bottle drinking.

Use upright position for feeding.

Put your finger on her tongue, use pacifier (straight).

Swaddle or use more flexion posture.

For constipation, Mom will pull Destiny to sit.



	Who will be involved?  (Include names and phone numbers)

	Mom, family, Jim (OT)

	How did we do?  (Review of Progress Statement/Criteria for Success)

 FORMCHECKBOX 
 Date: ____________ Achieved: We did it!

 FORMCHECKBOX 
 Date: ____________ Continue: We are part way there.  Let’s keep going.
The situation has changed:

 FORMCHECKBOX 
 Date: ____________ Discontinue: It no longer applies.

 FORMCHECKBOX 
 Date: ____________ Revise: Let’s try something different.
	Comments        Date: ____________
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