
ISBE 20-39 (6/11)

ATTACHMENT 1
NAME OF ATTENDANCE CENTER

Projected # of ELL students who will be served under this plan in the next school year
GRADE LEVELS

4 5 6 7 8 9 10 11 12

Identify the program model to be implemented for the alternate language instruction program. Check (3) all that apply.

TYPE OF PROGRAM MODEL SELF-CONTAINED DEPARTMENTALIZED PULL-OUT PUSH-IN TEAM TEACHING

Transitional Bilingual Education

Dual Language/Two Way Immersion

Sheltered English Instruction

Developmental Bilingual Education

English as a Second Language (ESL)

Content Based ESL

Content Area Tutoring

Other : ________________________

Other : ________________________

List the names and qualifications of the staff who will implement the program. Check (3) all that apply.
CERTIFIED TEACHERS TEACHING CERTIFICATES ENDORSEMENT/APPROVAL
NAME (FIRST, LAST) 03 04 09 10 ET * BILINGUAL ESL

ET – Visiting Exchange Teacher Certificate

*Other 

Paraprofessional Staff Check (3) all that apply.
NAME (FIRST, LAST) STATE APPROVAL NCLB APPROVAL
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