Intensive Assistance Plan
Plan of Assistance – Assistance Phase

Teacher:  __________________________________  Date:  _______________________

	Specific Concern(s) Related to the Following Iowa Teaching Standards: 



	Plan (Methods/Strategies):



	Proposed Timeline:



	Indicators of Progress:



	Resources/Support Needed:



	Next Meeting Date:




Administrator Signature: ______________________________  Date: _______________

Teacher Signature*: __________________________________  Date:  _______________

*Signature of the teacher does not indicate that the teacher agrees with the content of the review, only that they have received a copy.

