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Kindergarten Transition Teacher Input 
for Case Managers/Contributors
Child’s Name:       FORMTEXT 

     
  

Birthdate:   

Age:      
Gender:
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female       

Parent’s Name:        



Phone Number:      









       
Address:      
Preschool Location:       
Day/Time Attending:     
Teacher/Therapist:      
School District:        



Home School:      
District Liaison:      
Transition Meeting Date:      
Persons Attending:      
The child receives the following services:

       Special Instruction
         Speech Therapy

       Occupational Therapy
       Physical Therapy

       Hearing Support
       Vision Support

       Other: (specify) 










Information from the following is attached:










       Special Instruction
         Speech Therapy

       Occupational Therapy
       Physical Therapy

       Hearing Support
       Vision Support

       Other: (specify)      

Complete each question.

1. Physical condition, social, or cultural background and adaptive behavior relevant to the student’s disability and need for special education:

Does the child have a medical or educational diagnosis?  

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, explain:       
Does the child have any health problems/physical limitations?  
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, explain:       
Are there any Hearing and Vision difficulties relevant to the student’s

disability?  
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, explain:       
Is the child verbal/nonverbal?  
 FORMCHECKBOX 
 Verbal
 FORMCHECKBOX 
 Nonverbal

explain:       
Does the child have speech difficulties?  
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, explain:       
Does the child have good attendance?  
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
Is the child potty trained?  

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

Will the school district need to consider any special needs for the child? (Example - does the child have any special restrictions - food allergies; physical limitations – wheelchair, braces, blind; deaf/hard of hearing; etc?) 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, explain:       
2. Evaluations and information provided by the parent (or documentation of LEA’s attempts to obtain parental input):

Is there any parent input?  If so, summarize 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No 

     
Is there any parent concern?  If so, summarize

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No 

     
Did the parent complete any recent checklists? If so, summarize


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No 

     

Copy Parent Input from current Transition Summary/IEP/ER.


     
3. Aptitude and achievement tests:

What are the child’s current Brigance/Battelle/DAYC/Speech/OT/PT scores?


Special Instruction Teacher:

Test Administered

 
     


Date evaluated      


     


Child’s Age at date of testing

     
Subtest

        Standard Score


Cognitive

     


Fine Motor

     


Gross Motor

     


Adaptive 

     


Social-Emotional
     


Strengths

     


Needs          
Speech Therapist: 


Test Administered      


Date Evaluated           


Child’s Age at date of testing      


Speech: (articulation)                               Standard Score:        
Strengths:       
Needs:            
Language: (Receptive Language)             Standard Score:       
           

Strengths:       

            Needs:            

            Language: (Expressive Language)           Standard Score:      

            Strengths:       

            Needs:            

              Total Language              Standard Score:      

 Occupational Therapy:

                        Test Administered



Date Evaluated
     


Child’s Age at date of testing      

          Strengths:      

           Needs:
     

   Physical Therapy:

                        Test Administered



Date Evaluated
     


Child’s Age at date of testing
     

          Strengths:      

           Needs:           

 Vision:
Test Administered
     


Date Evaluated
     


Child’s Age at date of testing
     
                       Strengths:      

           Needs:
     
            Hearing:
Test Administered
     


Date Evaluated
     


Child’s Age at date of testing
     
                       Strengths:      

           Needs:           
4. Current classroom based assessments and local and/or state assessments:

Current Progress Reports      
5. Observations by teacher(s) and related services provider(s), when appropriate:

(Teacher Observation of the child during itinerant instruction or classroom placement.)  

Structured Observation:      
Unstructured Observation:      
Please read each item below and check the developmental skills that the child is able to demonstrate

     
Play
      taking turns

      sharing


      playing alone

      playing with adults
      playing with peers
      initiating play

      other
     
Language

      speaking clearly (like peers) 

      communicating needs


     communicating thoughts 
                   using complete sentences


      following directions

     
      other:      
Cognitive

      saying/singing the alphabet

      counting aloud (1-10)

      counting groups of objects

Matching:

Sorting:

Pointing to:

Naming:

      colors

       colors

      colors

      colors

      shapes

       shapes

      shapes

      shapes

      letters

       letters

      letters

      letters

      numbers
       numbers
      numbers
      numbers

      pictures

       pictures
      pictures

      pictures

      objects

       objects

      objects

      objects
Gross Motor

      running


      kicking


      jumping

      catching a ball

      throwing a ball

      walking stairs

      hopping on one foot
      other:      
Fine Motor

      colorin


      building with blocks
      playing video games

      using the computer
      cutting


      manipulates fasteners

      manipulates zippers
      other:      
Self Help

      feeds self
      eats with utensils

      pours liquids

      eats at appropriate rate
      table manners

      dresses self

      potty trained
      washes hands


      other:      
Behavior

      separates from parents
   
      adapts to new situations

      adapts to new people

      attends to activity (10-15 min)

      participates in activities
      other:      
Learning

      explores new things

      tries things independently


      other: 

6. Teacher recommendations:

The School District will determine the need for specially designed instruction based on evaluation results and the child’s need.

     
7. Determining Factors: A student must not be found to be eligible for special education and related services if the determining factor for the student’s suspected disability is any of those listed below. Check yes or no and provide evidence for, each determining factor.

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
Lack of appropriate instruction in reading, including the essential

 

components of reading instruction. Provide evidence: 

The child has been exposed to Prereading/reading skills, such as visual discrimination of letters; reciting the alphabet; letter recognition and sounds, and survival sight words.  

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
Lack of appropriate instruction in math.  Provide evidence:

The child has been exposed to number concepts; rote counting; numeral comprehension; and color knowledge.
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
Limited English Proficiency.
Provide Evidence:

Is English the child’s Native Language?  
(If English is not the child’s native language, then check ‘yes’.)
Intermediate Unit 1 does not discriminate on the basis of race, color, national origin, sex, disability, age, religion, ancestry or any other legally protected classification in its educational programs, activities or employment practices.

