
Rhode Island Early Intervention Program Services Rendered Form 
 

ID: _____________________________   Last Name _______________________________   First Name ____________________________   MI _____ 
 
DOB: _____/_____/_____    Service Coordinator: _________________________________   Insurance Coverage Change    � Yes     � No 

 

 

Service Date:  _____/_____/____ 
 
Cancellation: 
� No Show 
� Cancel 
� Provider Cancel  

 

Visit Participants: 
 

 

Service Location: 
� Home  
� Community 
� Center based service   
� EI group in community 
� Phone call or Not applicable  

 

Family Caregiver Update: What has happened since our last visit? 

 
Outcomes Addressed: 
 
 
 
 
 
 
 
 
 
 
 

Observations/Strategies/Notes: 

_______________________________________________________________________
_______________________________________________________________________ 
_______________________________________________________________________
_______________________________________________________________________ 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
_______________________________________________________________________
_______________________________________________________________________ 
 
Suggestions for follow up during daily routine: 

 
 
 
 
 
 
Provider/Signature                                                        Service Code:                Minutes: 

 
 

1._______________________________________        ____________               ________ 
                                                                                 Date 
2._______________________________________        ____________               ________ 
                                                                                 Date 
3._______________________________________        ____________               ________ 
                                                                                 Date 
4._______________________________________        ____________               ________ 
                                                                                 Date 

NEXT VISIT:                            TIME: 
 
 
 
 

________________________________________ 
Parent/ Guardian Signature                          Date 
 
________________________________________ 
Interpreter’s Signature (if applicable)            Date 
 

PRIOR WRITTEN NOTICE- The Following activity has been scheduled: 
 

�  Initial/Annual Evaluation/Assessment        �  Review of Individualized Family Service Plan         �  Specific Evaluation     
�  Change of Services                                 �  Initial/Annual Individualized Family Service Plan     �  Transition Meeting 
 

PLEASE DESCRIBE THE ACTION: 
 
 

The meeting is scheduled to take place on ______/______/______, at ___________ at _________________________. 

� I understand my right to 7 days prior written notice, but wish to have the above activity occur on the following date: _____/_____/_____.   
� I have a copy of the Family’s Rights and Responsibility in EI booklet and my rights have been explained to me.  If I need an additional copy I can 

contact my Service Coordinator. 

 

Parent/Guardian Signature:_________________________________________________                                                                                                                                    Rev. 04/01/08 

 


