
Muskegon Area Intermediate School District
Individualized Education Program Team (IEPT) Report

(For students age 15 and over, include page 1b to address Transition considerations)


	IEP Date:       
	Birthdate:       
	Gender:       

	Prior IEP Date:       
	Grade:       
	Ethnicity:       

	Initial/Redetermination IEP Date:      
	Native Lang/Mode of Communication:  
	


	Student’s Last Name:       
	First Name:       
	MI:       

	Address:       
	City:       
	State:       

	ZIP Code:       
	County:       
	Telephone:       

	Resident District:       
	Operating District:       
	Attending Bldg:       


	Parent/Guardian Name:      

	Address (if different):       
	City:       
	State:       

	ZIP Code:       
	Telephone:      
	Work/Other:       

	Other Parent Name:       
	Relationship:       

	Address:       
	City:       
	State:       

	ZIP Code:       
	Telephone:       
	Work/Other:       


Purpose(s) of this IEP Team meeting is/are to discuss (check all applicable): 

  FORMCHECKBOX 
 Initial Eligibility     FORMCHECKBOX 
 Review/Revise IEP     FORMCHECKBOX 
 Reevaluation    

Parent Invitations and Contacts:

	Method of contact:   FORMDROPDOWN 
 
	By:       
	Date:       
	Result:   FORMDROPDOWN 
 

	Method of contact:   FORMDROPDOWN 
 
	By:       
	Date:       
	Result:   FORMDROPDOWN 
 


IEP Team Meeting Participants in Attendance  


Check box ( indicating IEP Team member who can explain the instructional implications of evaluation results.

________________________________________________________   ________________________________________
Student 
 





    Adult Service Agency Representative
______________________________________________   ________________________________________

Parent 






    General Education Teacher
______________________________________________   ________________________________________  (  
Parent 






     Special Education Teacher/Provider

______________________________________________   ________________________________________  (  







      Public Education Agency Representative/Designee
______________________________________________   ________________________________________  (  
______________________________________________   ________________________________________  (  
Participant signatures are required to verify a determination regarding a suspected learning disability under R340.1713.  Any member who disagrees must submit a separate statement presenting his or her conclusion.
Eligibility for special education:  The IEP Team determined this student to be:    FORMCHECKBOX 
  Ineligible (go to signature page)   
 FORMCHECKBOX 
  Eligible 

   Cognitive Impairment
R340.1705
   Physical Impairment     



R340.1709

   Learning Disabled 

R340.1713

   Emotional Impairment
R340.1706
   Other Health Impairment      


R340.1709a

   Severe Multiple Impairment  R340.1714

   Hearing Impairment 

R340.1707
   Speech & Language Impairment   

R340.1710

   Autism Spectrum Disorder
R340.1715

   Visual Impairment

R340.1708
   Early Childhood Developmental Delay 
R340.1711

   Traumatic Brain Injury
R340.1716


   Deaf-blindness
R340.1717
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