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CONFIDENTIAL
STATE OF MAINE

Department of Education

TRANSPORTING CHILDREN WITH SPECIAL NEEDS

Individual Transportation Plan (ITP)

Special Needs Transportation Evaluation Report

Student Name: _____________________________________
Date of Birth: ________________

Street Address/P.O. Box, etc: _______________________________________________________

City: _________________________ State: _________ Zip: ___________ Phone:______________

Program: _______________________  Classroom Location: ______________________________

School District of Residence: _________________________________________________________

Least Restrictive Transportation Environment:
Can this student be transported by their home school district with their typically developing peers?

 FORMCHECKBOX 
  Yes, with no modifications or support

 FORMCHECKBOX 
  Yes, with modifications specified below

 FORMCHECKBOX 
  No, needs special transportation with modifications noted below

 FORMCHECKBOX 
  Change of Route


 FORMCHECKBOX 
  To meet the student’s medical/behavioral needs


 FORMCHECKBOX 
  To lessen exposure to traffic, i.e., alternate bus stop


 FORMCHECKBOX 
  Other:  Specify: ___________________________________________________________

 FORMCHECKBOX 
  Change of Pick Up/Drop Off Location


 FORMCHECKBOX 
  Drop off on residence side

 FORMCHECKBOX 
  Drop off at school entrance that allows for less congestion or more supervision or support


 FORMCHECKBOX 
  Other:  Specify: ___________________________________________________________

 FORMCHECKBOX 
  Preferential Seating


 FORMCHECKBOX 
  Front of bus (for supervision, smoother ride, etc.)

 FORMCHECKBOX 
  Away from door or rear window to avoid exposure to fumes, temperature change, or exposure to the sun (necessary for some respiratory conditions)


 FORMCHECKBOX 
  Window seat with peer in aisle to cue student to stay in compartment


 FORMCHECKBOX 
  Seated over wheel well (need additional lower extremity support)


 FORMCHECKBOX 
  Seated out of emergency exits


 FORMCHECKBOX 
  Other: Specify: ___________________________________________________________

Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Can this student be discharged from the bus without an adult waiting to receive him/her?

 FORMCHECKBOX 
  Supervision/Assistance:  Specify level of supervision/assistance necessary, i.e., verbal cue, hand held, continual, etc., and who should provide the needed supervision and/or assistance? __________________________________________________________________________________________________________________________________________________________________

Is supervision/assistance necessary in the following areas?

 FORMCHECKBOX 
  To board bus/on steps

 FORMCHECKBOX 
  To remain safe in “danger zone” – 10’ from all sides of bus

 FORMCHECKBOX 
  To cross street or safely navigate into home/school

 FORMCHECKBOX 
  To stay seated upright on the seat in the compartment

 FORMCHECKBOX 
  To maintain appropriate/safe behavior

 FORMCHECKBOX 
  To avoid contact with emergency exits

 FORMCHECKBOX 
  To avoid putting anything out the windows

 FORMCHECKBOX 
  To navigate emergency exit

 FORMCHECKBOX 
  To leave bus in the event of an emergency (specify procedure above)

 FORMCHECKBOX 
  Other:  Specify: ___________________________________________________________

 FORMCHECKBOX 
  Equipment:


 FORMCHECKBOX 
  Personal headset – calming radio/CD


 FORMCHECKBOX 
  Stepstool Access

 FORMCHECKBOX 
  Safety vest (can be used on traditional bus seat without lap belt or on reinforced seat with lap belt)
_____ Waist size with outer clothing

_____ Without outer clothing



 FORMCHECKBOX 
  Seat behind empty or seats child in child safety restraint



Person(s) responsible for putting vest on/off __________________________________



Person(s) responsible for connecting vest to mount ____________________________



Person(s) responsible for installing mount ___________________________________


 FORMCHECKBOX 
  Child safety seat
_________ weight
____________ height


 FORMCHECKBOX 
  Wheelchair (Transportation Review Checklist to be completed)


 FORMCHECKBOX 
  Auxiliary equipment, i.e., crutches (Securement – 5x weight of object)


 FORMCHECKBOX 
  Child safe belt cutter (needed for students in occupant restraints)


 FORMCHECKBOX 
  Non-latex gloves (for students with allergy/sensitivity to latex)


 FORMCHECKBOX 
  Evacuation blanket


 FORMCHECKBOX 
  Other:  Specify: ___________________________________________________________

 FORMCHECKBOX 
  Procedural Safeguards For Medical/Behavioral Concerns


 FORMCHECKBOX 
  Medical crisis intervention plan (attached)


 FORMCHECKBOX 
  Behavioral intervention plan (attached)


 FORMCHECKBOX 
  Do Not Resuscitate Order (DNR)


 FORMCHECKBOX 
  Oxygen 


 FORMCHECKBOX 
  Seizure precautions:  Specify: _______________________________________________


 FORMCHECKBOX 
  Asthma precautions:  Specify: _______________________________________________


 FORMCHECKBOX 
  Shunt precautions:  Specify: _________________________________________________


 FORMCHECKBOX 
  Alternate communication:  Specify: ____________________________________________


 FORMCHECKBOX 
  Allergy precautions:  Specify: ________________________________________________


 FORMCHECKBOX 
  Fragile Bones or other orthopedic condition precautions:  Specify: ___________________



_____________________________________________________________________


 FORMCHECKBOX 
  Medication side effects (i.e., falls asleep easily, sensitivity to sunlight, etc.):  Specify: ____



_____________________________________________________________________


 FORMCHECKBOX 
  Significant swallowing difficulty/choking concerns


 FORMCHECKBOX 
  Other:  Specify: ___________________________________________________________ 

Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Is a test ride necessary?  If yes, specify date completed: ___________________

Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Is staff training necessary to implement this transportation plan?  If so, describe the training needed including the participants who should be involved and the date completed: __________________________________________________________________________________________________________________________________________________________________

Notification to Parent/Guardian:

If there are any changes in your child’s medical or behavioral status which you believe may merit changes in staffing, precautions to be taken, interventions, restraint, or any other procedure discussed above, contact the building administrator, or appropriate Educational Service Center supervisor and the transportation office.

If the student utilizes a wheelchair, a “Transportation Seating Review Checklist” will be completed and attached as an addendum to the Individual Transportation Plan (ITP).

A change in residency (a new address) requires a three (3) day notification to school district supervisor.

______________________________________________

____________________________

Parent/Guardian Signature






Date

Individual transportation plan committee participants:

________________________________
________________________
________________

Name





Title




Date

________________________________
________________________
________________

Name





Title




Date

________________________________
________________________
________________

Name





Title




Date

________________________________
________________________
________________

Name





Title




Date

________________________________
________________________
________________

Name





Title




Date

To signify that this plan has been reviewed and still remains current as documented, initial and date:

_____/________      _____/________      _____/________      _____/________      _____/________

Initials/Date                 Initials/Date                 Initials/Date                  Initials/Date                  Initials/Date
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