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    Donald W. Martin

    Executive Director
	Intermediate Unit 1

Serving Fayette, Greene, and Washington Counties

One Intermediate Unit Drive   |   Coal Center, PA   |   15423
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www.iu1.org



PARENT/GUARDIAN TRANSITION SURVEY
(Complete before the Transition IEP Meeting)
Student

Date:

  

Parent/Guardian: 


Phone:  

Address:

Student’s Date of Birth:

 



Non-public School: 


1)
Upon completion of public school, you would like to see your child participate in:


College Program

Technical School Program


Competitive Part-time Employment


Competitive Full-time Employment


Other (Specify)  








2)
Upon completion of public school, you anticipate your child’s living situation to be:


At home


Independent living situation


At home while completing post-secondary studies


Other (Specify)  








3)
After graduation, do you feel that your child will receive financial support from:


His or her own wages

Parent’s financial support while completing post-graduate studies


Parent’s financial support


Other (Specify)  








4)
After graduation, do you feel that your child will most likely have the following transportation:


His/her own car


Family transportation


Public transportation


Other (Specify)  








5)
Will your child need services from any of the following Adult Special Needs Service Providers?



No

Yes

 If yes please specify which of the following:

Association for Retarded 



Citizens Local Guidance Center

Association for the Blind



Mental Health/Mental Retardation Office

Association of Children with Learning Disabilities 

Office for Vocational Rehabilitation

Family Guidance Center 



Sheltered Workshops

Group Home System



Special Olympics

Handicapped Bus Pass 



Handicapped Fishing License








United Cerebral Palsy


Other (Specify)  












6)
Which of the following services have been provided for your child as he/she has 
progressed 
through school?


Occupational Therapy 



Speech Therapy


Physical Therapy 



Vocational Counseling


Psychological Testing



Other (Specify)  












7)
How comfortable would you be with your child living in his/her own supported environment?


Very comfortable
Uncomfortable
Moderately comfortable

Very uncomfortable

8)
In what areas do you feel your child needs additional training before graduation?

Cleaning house



How to shop




Drug education



Food preparation


How to avoid potentially dangerous situations


Learning self-help skills


How to be as independent as possible



Management/budgeting money


How to get along with people 



Realistic goal setting


How to locate help if needed 



Self advocacy skills


How to plan leisure time activities



Sex education









Vocational planning

Other (Specify)  












9)
After graduation, which of the following leisure/recreational activities would your child benefit 
from and enjoy?


Activities limited to the handicapped

Music and television

Bowling 


Social functions (e.g.; parties, visiting friends)


Church related activities

Special Olympics


Fishing/hunting

The Arts



Gardening


Water sports


Horseback riding

Winter sports



Other (Specify)











10)
Are there any work activities with which your child is involved at home?

11)
What is your child’s reaction to doing activities at home?

12) 
Are there any activities which he/she does enjoy?  







      













13) 
Are there any activities which he/she does not enjoy?  






14)
Are there any activities from past vocational programs that you think should be continued in 
your child’s vocational training?  









15)
Are there any programs in which you object to your child’s participation?

16)
Will your child need the services of one of the agencies listed below?



No

Yes 

If yes please specify which.


Mental Health/Mental Retardation
Social Security Adm.

Vocational Rehabilitation


Other (Specify) 









15)
Does your child have any behaviors that concern you or others?  Explain:  




What do you do when it occurs?  










Does he have inappropriate behaviors in any of these situations:



No

Yes

 If yes, please indicate which.


Meal Time:  










Socially:  












Personal Hygiene:  









16)
What things are important to you or other family members regarding programs that we have not discussed elsewhere in this survey?

Please return to ____________________________________

