The Ewing Public Schools
      School

Intervention and Referral Services

Student Action Plan
	Student’s Name:
     
	D.O.B.:
     

	Teacher’s Name:
     
	Grade:
     


I have attended the meeting and agree to implement the attached interventions:
Date of meeting:

     



Meeting Time:
     


Date of follow-up meeting:
     


Meeting Time:
     


	Name
	Position
	Signature

	     

	Principal
	

	     

	Assistant Principal
	

	     

	Guidance Counselor(s)
	

	     

	Referring Teacher
	

	     

	CST Member
	

	     

	Parent/Guardian
	

	     

	Nurse
	

	     

	
	


Reason for Plan: 
     


S.M.A.R.T. Goals: 
     


Date Range: 
     


Person(s) Responsible: 
     


Teacher(s): 


     


Guidance Counselor: 
     


Parent: 


     


Other: 


     


The Ewing Public Schools
      School

Intervention and Referral Services

Student Action Plan

	Student’s Name:
     
	D.O.B.:
     

	Teacher’s Name:
     
	Grade:
     


	Intervention/Strategies to Address S.M.A.R.T. Goals:
	Teacher:


	Outcome

	Timeline


	     

	     

	     

	     


	     

	     

	     

	     


	     

	     

	     

	     



	Intervention/Strategies to Address S.M.A.R.T. Goals:
	Guidance Counselor


	Outcome


	Timeline



	     

	     

	     

	     


	     

	     

	     

	     


	     

	     

	     

	     



	Intervention/Strategies to Address S.M.A.R.T. Goals:
	Parent


	Outcome


	Timeline



	     

	     

	     

	     


	     

	     

	     

	     


	     

	     

	     

	     



How will student progress be evaluated? 

     



Did the interventions or strategies result in improvement of the concern? 
     

Next Steps: 

     




Comments: 

     




PAGE  
1

