
Futures Unlimited, Inc.
TRANSITIONAL PASSPORT

 ATTENTION: For Teacher Information only. Do not place in student cumulative file.
This information was transferred from                                                                          program.
                                                                                   (Preschool Name)
TO:        q        Receiving Kindergarten Teacher        q    Receiving Special Education Teacher
               q        Related Services Personnel               q    Parent Initial                                                      .

Student:                                                                        Date of Birth                             Age               .

This form completed by                                                                   on                                      .
                                                                                    (Name)                                                                    (Date)

Kindergarten attendance school                                                                                                 .

Please list type of related services provided and amount of time devoted per week:
q      Occupational Therapy (OT)
q      Physical Therapy (PT)
q      Speech and Language (S/L)
q      Social Worker (SW)
q      Other:

Describe how the student functions on preacademics, social motor, communications, and class-
room behavior.

Please list any physical limitations that require classroom adaptations/ modifications:

q      vision
q      hearing
q      motor
q      health
q      other

Will this student need assistance with the following activities or skills?

q      academic activities/ skills
q      classroom routine
q      mobility
q      eating
q      toileting
q      transition times
q      Others

Which of the following instructional formats have proven successful with this student?
Please elaborate if needed (Check all that apply).
q    small group                                     q    whole group                             q    one-on-one
q    learning centers                              q    computer assisted                    q    assistive technology

Circle of Inclusion, University of Kansas, Dept. of Special Education,
521 JRPearson, 1122W. Campus Rd. Lawrence, KS 66045-3101. (785) 864-0685



What support services and/or adaptations need to be made in order to help this student be suc-
cessful in the public school setting?

What are behavior management considerations for this student?

     Is this child able to:
Activity Yes                         No

State full name and age
Take care of al toilet needs
Remove and put on outerwear
Is able to zip and button
Is able to follow directions
Repeat directions
Separate easily from parent
Listen quietly to a story (15 minutes)
Work at one activity ( 15minutes )
Recognize colors
Use crayons for coloring
Use scissors for cutting
Hold scissors correctly
Count to 10
Take turns
Speak clearly
Has correct pencil grasp
Plays well with others
Share with others
Attends school regularly
Is this child easily frustrated
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