
 2009-2010 LADSE STUDENT FACTS  &  TRANSPORTATION FORM 
 
� FACTS was finalized in EASY IEP                                                                                       PLEASE PRINT CLEARLY 
 
Date Completing Form      PERSON SUBMITTING FORM:                              
 
Purpose of Form:  � Initial Intake/Initial Eval � Update Student Data On File:   � IEP   � ISP     � NONE 

 
 
Legal Name:                    �                           
  (Last)         (First)             (Middle Name)        No Middle Name         (Birth Date) 
             ***(If 14.5 +yrs of age, complete 
                           transition section below) 
State Performance Plan-Indicator 8 
       
Address Where Child Lives:                                    
    (Street)      (City)      (Zip) 

 
Area Code and Home Phone Number (                )                      -                               CURRENT GRADE:                               

 
Parent(s), Guardian(s):                                
 Or Surrogate(s)              (Last Name)                           (First Name)                                 (Relationship)                         (Cell / Pager / Work / Email) 

 
                                                
   (Last Name)                          (First Name)                                 (Relationship)                       (Cell / Pager / Work / Email) 

 
Emergency Info:                                                 
 Other than parent(s)     (Last Name)                          (First Name)                                  (Relationship)                       (Cell / Pager / Work / Email) 

 
Gender:            Ethnic Code:  (No multi-racial codes accepted; 1 code only)   _______    
 
Resident District #:     Resident School:           _______               
              
 

LIMITED ENGLISH PROFICIENT:  �  YES, this student is LEP    �  NO, this student is not LEP           
                                           
NAME PRIMARY LANGUAGE IF NOT ENGLISH: ___                              Also MUST check ONE from EACH category below 
 

SIS Number:         Bilingual Spec Ed., Severity of Disability:   

           ○ Mild   ○ Moderate   ○ Severe   ○ Profound  
             
             

Districts must enter Indicator 13 data for all students 
who have an IEP and are aged 14.5 and above 

Postsecondary Goal 

Employment (1) 
 

Education(2) and/or Training (3)  
                    

Independent 
Living (4) 

 

Is a measurable post-secondary goal stated for this area? � Y � N � Y    � N 
� N/A 

� Y   � N    
� N/A 

� Y   � N   � NA 
(if appropriate) 

For each post-secondary goal, is the post-secondary goal 
updated annually? 

� Y � N � Y � N � Y � N � Y � N 

For each measurable post-secondary goal, is there evidence 
that the goal was based on age appropriate transition 
assessments? 

� Y � N � Y � N � Y � N � Y   � N   � N/A 

For each post-secondary goal, is (are) there annual goal(s) 
included in the IEP that is/are related to the student’s 
transition service needs? (Updated July 2009)  

� Y � N � Y � N � Y � N � Y � N 

Is a course of study that is aligned to all the student’s post-secondary goals indicated?                                                         � Yes        � No 
Is there evidence that the student was invited to the IEP Team meeting where transition services were discussed?             � Yes        � No 
If appropriate, is there evidence that a representative of any participating agency was invited to the IEP Team meeting w/the prior consent of 
the parent or student who has reached the age of majority?  (UPDATED, JULY 2009 )                                        � Yes       � No          � N/A 

Does the IEP meet the requirement of Indicator 13?                                                                                                                � Yes         � No 

Enter the transition services listed in each post-secondary goal area 

 Employment (1)  Education (2)  Training (3)  Independent Living (4) 

A  A  A  A  

B  B  B  B  

C  C  C  C  



REIMBURSEMENT INFORMATION SECTION 

 

 EE % = __________  EE Code:__________(Educational Environment % reflects the time the child is in the general education 

environment  (bell to bell) minus any pull out services.  (This may include, but is not limited to special education services). 
 
Special Ed % =      _ _             EXTENDED SCHOOL YEAR ELIGIBILE:    �  YES   �  NO 
                                  
 
ANNUAL REVIEW DUE DATE:     __    RE-EVAL DUE DATE:    _________ 
     MM/DD/YY       MM/DD/YY  
STATE PERFORMANCE PLAN INDICATOR 11   ( REQUIRED ) 

DATE INITIAL PARENTAL CONSENT FOR EVALUATION WAS SIGNED (MM/DD/YY): ________________________________ 
 
DATE INITIAL ELIGIBILITY DETERMINATION WAS COMPLETED (MM/DD/YY within 60 days):________________________ __ 
 
REASON (code) SPP 11 IS NOT APPLICABLE:  REASON (code) 60 DAY TIMELINE NOT MET: 
 
FUND CODE:             REASON (code) FOR NOT RECEIVING SERVICES:                   FACILITY CODE #:  
 
PRIVATE DAY / RESIDENTIAL FACILITY:          RESIDENTIAL:    �  YES �  NO          
                       Name of Facility Attending / Residing At  
 
Who’s Paying for Residential Placement:                Who’s Paying for Educational Portion:                   

 

NONPUBLIC / PAROCHIAL PLACEMENT:                        

  (Parentally Placed)      Name of Nonpublic/Parochial School Attending     

     

 

 

 

 

 

 

 

 

ORPHANAGE FUND REIMBURSEMENT:  (Please select one code in EACH Section for orphanage claim) 

 

  Residence:       Guardian:     Placing Agent:     

 

PROGRAM INFORMATION:    Any Student totally dropped from special education requires an exit code. 
 
Add   Drop     Teacher/Staff                      Serving School                  Program Type   Service START / Stop  DATE  
                                   (MM/DD/YY) 

�    �                                       

�    �                                   

�     �                      

�    �                                 

 

        Exit Code:   

 

 

 

 

 

 

 

 

 

Identified Disability (ies) 

Primary Secondary 

  

Related Services 

(Select up to 8 options)  

  

  

  

  

TRANSPORTATION: **Check which agent is to provide transportation for child:     ����  SCHOOL BUS           ���� TAXI CAB 
 
FIRST Pick-Up:        FIRST Drop:       Arrival Time:    

 
SECOND Pick-Up:      SECOND Drop:      Departure Time:    

 
THIRD Pick-Up:       THIRD Drop:      Departure Time:    

 
START DATE:     _____  STOP DATE:      ______________  
 
SPECIAL NEEDS / INSTRUCTIONS: (i.e., wheelchair, harness, aide, health needs, additional pick-up/drop information, specific days of transport, etc.) 

1 to1 Aide Information 

 

1:1’s Name:    

 
% of Time:                             

 

 

 

 

  


