Columbus Community School District


TIER 2:  AWARENESS ASSISTANCE PLAN

Teacher:  _________________________________  

Date: __________________________________

Evaluator: _________________________________

Grade/Curriculum: _______________________

Start date of Plan: ___________________________

End date of Plan: ________________________

Note: Duration not to exceed three months.

1. Targeted concern(s) related to the Iowa Teaching Standards and Criteria:

2. Targeted action(s) including timelines and resources:

3. Indicators that progress is occurring:

4. Date(s) to review implementation of the plan:

5. Signatures of staff member and evaluator(s) documenting that a discussion of the targeted concern(s) has occurred, a plan of action for remediation has been developed, and date(s) to review the effectiveness of the plan of action has been established:

_____________________________________

__________________________________

    Teacher’s signature/date



   Evaluator’s signature/date

This form will become part of the Principal/building file.







