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Exceptional Student Education 
Plan of Care 

IEP/FSP Development Date:  
 Indicated as Part of IEP/FSP 

Type of Service:  Occupational Therapy  Physical Therapy 

Student’s Name:  School:  Medicaid #:  DOB: 

Plan of Care:  Initial  Revised 
Description of Student’s Current Medical Condition: 

Goals/Objectives: 
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Service Discontinued Based on IEP/FSP Recommendation on  No  Yes 
(Date) 

If yes, state reason  

Print Therapist Name: Credential: 
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