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Individualized Transition Plan for Student Support
Child’s Name Gender Birth date HS ID #
Parents/Guardian Home Phone Work Phone
Child’s Head Start Teacher Head Start Family Advocate

Projected School

A. What are your child’s strengths? What are your family’s strengths? Please list them here.

B. Working with Head Start, please list some areas in which your child and your family could use extra transition support.

White copy = Family ¢ Yellow copy = PSU ¢ Pink copy = Head Start



C. In the following table, please list activities that will help vour child with the transition to kindergarten. Make sure that you

include activities that address each of the needs you listed in Section B on Page 1.

Areas for Extra
Transition Support
(from Page 1, Section
B)

Activities

When/How
Often

Who

Where/How
(location,
etc.)

On what strengths

do these activities

build? (from Page
1, Section A)

White copy = Family ¢ Yellow copy = PSU ¢ Pink copy = Head Start




D. Please list any additional resources your child or your family needs, as well as any concerns you have.

E. In the table below, please list all the members of your child’s Transition Support Team.

Name Phone/Email Signature (1°' meeting) Initial (2" mtg) Initial (Final mtg)
(Optional) (Optional)

F. List the dates and locations for the Transition Meetings.

1% Meeting Date: Location:
2" Meeting Date: Location:
Final/transition Meeting Date: Location:

White copy = Family ¢ Yellow copy = PSU ¢ Pink copy = Head Start



