SJSU’s Professional Induction Plan
San Jose State University College of Education Department of Special Education

Check One: M/M (Mild to Moderate Disabilities Credential Program) ECSE (Early Childhood Special Education Credential Program)

M/S (Moderate to Severe Disabilities Credential Program)

Date:

Name: Phone: e-mail:
Address: City/State/Zip:

School: School Phone: District/ COE:

School Principal: Special Education Administrator:

(Print Name) (Print Name)

Support Provider: Phone: email:

(Print Name)

Grade(s) you are/will be teaching: Subjects: Position: _ SDC __RS __ SDC/RSP

First day teaching in the present class: Date of Self-Assessment (ttach):

University Supervisor:



SJSU’s Professional Induction Plan

Pre- Activities for meeting the Goals: Post- Evidence:*
Goals: Develop three goals for yourself that identify areas in which Rating; What? Who? When ?g Rating: Section in Portfolio, or through
you want to grow as a teacher. Review the standards first, and then your Rate (e in- services. classes m.eetin s, resources) Rate university supervisor verification
Self-Assessment instrument before completing this section. At leasttwo of | yourself & ’ ’ &% yourself at
your goals should be related to the instruction of English Language 1-5' on the end of
Learners. each goal the
when plan program
is
developed
1.
2.
3.

Induction Plan Changes: (indicate any changes such as employment changes, Support Provider changes, or SJSU changes and, if appropriate, obtain new signatures)

Original Plan Signatures:

Intern: Date:

Support Provider: Date:

Principal Date:

University Supervisor (or Program Coordinator): Date:

Final Signatures: Indicates the teacher candidate met requirements

University Supervisor: Date:
Program Coordinator: Date:
Department Chair: Date:

EMC 1/15/07; revised; CH.08.08; August 26", 2010
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