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Student Success Team 

First Meeting Summary Form 

STUDENT: ___________________________ GRADE: ______ C.A.: ______ CAREGIVER(S): ___________________________ 

PRIMARY LANGUAGE: _______________ TEACHER(S): __________________________________________ 

BIRTHDATE: ___________ 

_c.____________ 

DATE CAREGIVER(S) NOTIFIED: __________________ 

________________________________________________ 

SEX: _____ 

First SST Meeting Date: ___________________  

School: _________________________________ 

te______________________ 
Facilitator:_______________________________ 

Follow-up Meeting Date: _________________ I (caregiver) ___________________________________ agree/do not agree (CIRCLE ONE) to this action plan. Date: _________________ 

 _______________________________  _______________________________  _______________________________  _______________________________ 
Student* Administrator* Referring Teacher(s)* 

 _______________________________  _______________________________  _______________________________  _______________________________ 

*All attending members should sign 
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