Rock-Walworth Comprehensive Family Services, Inc. 

Early Head Start Transition to Next Experience Plan

( 6 month (no copy to ERSEA needed)    ( 90 days (no copy to ERSEA needed)    ( 30 days (give copy to ERSEA)
Child’s Name: ____________________________________________              DOB: ___________       CC:__________

Parent/Guardian/s: _________________________________________             Phone: ___________________________
Date of plan: ______________________________________________             Age: ____________________________

Service Network Includes:





            List Other Resources Below
(  EHS            (WIC          (Part C        (Medical assistance

Other health: _____________________________________________
Other: _______________________________
Social/Emotional or Mental Health: ___________________________    Other: ________________________________
Summary points describing observation and assessment:

	Strengths:


	Needs support with:



	Concerns from  ASQ and/or ASQ SE

	Identified Needs


	Eating:

	Other:



Family goals for transition

Mother/s father/s and/or guardians signatures: ______________________________________________ 
Date: __________
                                                                                ______________________________________________
Date: __________
Staff Signature: ________________________________________________________________________
Date: __________

Action steps to transition goal:
Remain in EHS until: ____________Briefly explain why: _______________________________________________
________________________________________________________________________________________________
Transition to Head Start 

( Application (within 30 days)


( Income Eligibility (must be done again for HS)

( Transportation Needed       Pick Up address: ________________________________________________________

( Self Transport

     Drop Off address: ________________________________________________________

( Site/Center request and times (cannot be guaranteed): ______________________________________________
( Time of day preference      AM: 8:30-12:00           PM: 12:00-3:30               Single Session Time: ____________
( Wrap –around care needed (cannot be guaranteed): (BC
(GS
(JCDC
( Reminded families regarding four day child contact week and which day is not an attendance day for HS children.

Special Considerations or identified needs: _____________________________________________________________
________________________________________________________________________________________________

Schedule for visiting HS classroom:    CC:_________
	Day/Date
	
	
	
	
	
	

	Time -when to when
	
	
	
	
	
	


Who will accompany child: __________________________, _____________________________________________

Transportation. needed?     Yes      No    How will it be provided? __________________________________________
Accommodations Needed: _________________________________________________________________________
________________________________________________________________________________________________

Briefly describe training for staff needed/if any: ______________________________________________________
( Transition to Early Childhood with local LEA: ____________________________________________________
Transition HV date: ______ ________   EHS/HS staff will attend (who?): ________________________________

IEP meeting date: _________________   EHS/HS staff will attend (who?): ________________________________

( Transition to other early care and education center: ________________________________________________
( Transition to in-home care: ______________________________________________________________________
( Other (specify__________________________________________________________________________________
Mother/s father/s and/or guardians signatures: ______________________________________________ 
Date: __________

                                                                                ______________________________________________
Date: __________

Staff Signature: ________________________________________________________________________
Date: __________
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