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CONTINUUM OF SUPPORT 

STUDENT SUPPORT FILE 
Name of Student 
 

 

Date of Birth 
 

 

School 
 

 

Date File Opened 
 

 

Date File Closed 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Student Support File, Log of Actions 

DATE ACTIONS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Support Checklist 

 Name:                                        Age:  Class: 

General Information 
Date 

Checked  
Comments 

1. Parents/ Guardians Consulted   

2. Information from previous 
school/preschool gathered 

  

3. Hearing   

4. Vision   

5. Medical Needs   

6. Basic Needs Checklist completed   

7. Assessment of learning- screening 

 

  

8. Observation of learning 
style/approach to learning 

  

9. Observation of behaviour   

10. Interview with pupil   

11. Classroom work differentiated?   

12. Learning environment adapted?   

13. Yard/school environments 
adapted? 

  

14. Informal or formal 
consultation/advice with outside 
professionals? 

  

15. Advice given by learning 
support/resource teacher or other 
school staff? 

  

16. Other interventions put in place in 
school? 

  

Action needed   

 

 



  

CLASSROOM SUPPORT PLAN 

Name 
 

DoB Class Date 

Pupil Strengths 
 
 
 
 
 
 

Our Concerns 
 
 

Targets 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strategies Resources 
 
 
 
 
 

Responsibility 
 
 
 
 

A review of this plan will take place in _____ weeks, or earlier if needed.  Parents will be consulted. 

 
Signed: Teacher __________________________ 
 

 
Signed: Parents __________________________ 

Review        Date_____________     In Attendance _________________________________________ 
 
 
 
 
 
 
 

 
Signed: Teacher __________________________ 
 

 
Signed: Parents __________________________ 

 



 

SCHOOL SUPPORT PLAN 

Name 
 

DoB Class Date 

Pupil Strengths 
 
 
 
 
 
 
 
 
 
 
 

Priority Concerns 
 
 
 
 
 

Targets 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strategies 
 

Resources 
 
 
 
 
 

Responsibility 
 
 
 
 

A review of this plan will take place in _____ weeks, or earlier if needed.  Parents will be consulted. 

 
Signed: Teacher __________________________ 
                               __________________________ 
 

 
Signed: Parents __________________________ 
                               __________________________ 

***PLEASE TURN OVER FOR THE REVIEW SECTION*** 



SCHOOL SUPPORT PLAN – REVIEW 

Most Successful: 
 
 
 
 
 
 
 
 

Least Successful: 

Current Needs: 
 
 
 
 
 
 
 
 
 

Recommended Actions: 
 
 
 
 
 
 
 
 
 
 

Parents Comments: 
 
 
 
 
 
 
 
 

 

Signed: Teacher __________________________ 

                               __________________________ 

 

Date: 

 

Signed: Parents __________________________ 

                           ________________________ 
 
 
Date: 

 



SCHOOL SUPPORT PLUS - IEP 

Profile of pupil with SEN 

Pupil Name: 
Address: 
DoB: 
Parents Names: 
Contact Tel No: 

School: 
Tel No: 
Support Team: 

 Principal: 
 Class Teacher: 
 Special Education Teacher: 
 SNA: 

Provision for SEN: (SET Access and SNA Access) 

Social Skills: 
Self esteem 
 
 
 
 
 
Interaction with peers 
 
 
 
 
 
Interaction with staff 
 
 
 
 
 
Behaviour 
 
 

Language Skills: 
Oral Language 
 
 
 
Comprehension 
 
 
 
Phonological Awareness 
 
 
 
Reading Fluency 
 
 
 
Penmanship 
 
 
 
Writing 
 
 
 

Mathematical Skills: 
Number 
 
 
 
Measures 
 
 

Motor Skills: 
Gross Motor Skills 
 
 
 
Fine Motor Skills 
 
 
 
 

 

 



SCHOOL SUPPORT PLUS – IEP 

 
Pupil Name : 
 

 
DoB: 

 
Class teacher: 
Special Education Teacher: 
SNA: 
Parents: 
 

 
Provision Commenced: 
 
 
 

 
Provision Review: 

 
Pupils Strength: 
 
 
 
 
 
 
 
 
 
 

 
Pupils Needs: 
 
 
 
 
 

 
Priority Need A: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Priority Need B: 

 
Priority Need C: 
 
 
 
 
 
 

 



SCHOOL SUPPORT PLUS – IEP 

Target A: 
 
 
 

Target to be reviewed by: 

Strategies: 
 
 
 
 
 
 
 
 
 

Resources: Responsibility: 

Target B: 
 
 
 

Target to be reviewed by: 

Strategies: 
 
 
 
 
 
 
 
 
 

Resources: Responsibility: 

Target C: 
 
 
 

Target to be reviewed by: 

Strategies: 
 
 
 
 
 
 
 
 
 

Resources: Responsibility: 

 
Signed:  Teachers:  _______________ 
 
                                   _______________ 

 
Signed:  Parents: _________________ 
 
                                _________________ 

 

 



Dear Parents/Guardians, 

 

In order to provide for the educational needs of the children, there may be times when children are 

given the opportunity to avail of support from the New Model for Allocating Special Education 

Teaching Support from the Department of Education.  This support can be provided through extra 

support in the classroom, extra support from a Special Education Teacher, small group teaching or 

one to one support.  The sole purpose is to devote extra time and attention to a specific area that 

teachers believe would benefit the child.   

 

In order to identify areas of strengths and weaknesses and to draw up effective plans to meet these 

educational needs we will sometimes need to carry out age appropriate assessments to monitor 

aspects of progress.  The results will be discussed with parents and may be shared with other 

relevant personnel on a needs to know basis.  The results will be securely stored in line with our 

Data Protection Policy and all assessment data will be destroyed when your child reaches the age of 

25. 

 

Please fill in the consent form below should your child require such support throughout their time at 

Navan Educate Together NS.  Return to school by ___________________________________. 

 

Regards 

 

Special Education Team 

 

 

Please tick  the appropriate box: 

 

I wish my child to avail of Special Education Teaching Support and I give permission for the 

school to use a range of age appropriate assessments with my child. 

 

I do not wish my child to avail of Special Education Teaching Support and I do not give 

permission for the school to use a range of age appropriate assessments with my child. 

 

Name of Child: ____________________________________ 

 

Parent/Guardian Signature: _______________________________             Date: _______________ 


