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CALIFORNIA DEPARTMENT OF EDUCATION

GENERAL WAIVER REQUEST  -   EDUCATIONAL INTERPRETER 




GW-1 (Rev. 1-8-10) 
 http://www.cde.ca.gov/re/lr/wr/


First Time Waiver:
_X__
Renewal Waiver:
___

Send Original plus one copy to: 




  


Waiver Office, California Department of Education

Send Electronic copy in Word and


1430 N Street, Suite 5602                                                              back-up material to: waiver@cde.ca.gov
Sacramento, CA 95814

	
	CD CODE
	

	0
	9
	1
	0
	0
	9
	0

	Local educational agency:

El Dorado County Office of Education

      
	Contact name and Title:

Bob Stromberg

Director, Special Education Support Services
	Contact person’s e-mail address:
bstromberg@edcoe.org


	Address:                                         (City)                              (State)                        (ZIP)

6767 Green Valley Road            Placerville                      California                  95667                                                                                             
	Phone (and extension, if necessary):

 530-295-2274

Fax Number:  530-621-1397

	Period of request:  (month/day/year)

From: 8/1/2011             To:  6/30/2012  
	Local board approval date: (Required)

7/5/2011
	Date of public hearing:  (Required)

7/5/2011

	LEGAL CRITERIA

	1. Under the general waiver authority of Education Code 33050-33053, the particular Education Code or California

    Code of Regulations section to be waived: 5 CCR 3051.16 (b)(3) Specialized Services for Low-Incidence Disabilities
   Topic of the waiver: Educational Interpreter not Meeting State and Federal Qualifications
   Name of Interpreter: Susie Parker

	2. If this is a renewal of a previously approved waiver, please list Waiver Number:   _____  and date of SBE Approval______ 

    Renewals of waivers must be submitted two months before the active waiver expires.

	3. Collective bargaining unit information. Does the district have any employee bargaining units? __ No  X__ Yes   If yes, 

     please complete required information below:

    Bargaining unit(s) consulted on date(s):         6/27/2011   

    Name of bargaining unit and representative(s) consulted:   Brenda Higgins, Chapter 488 President, California School   Employees Association for the El Dorado County Office of Education
    The position(s) of the bargaining unit(s):  __  Neutral   _X_  Support  __ Oppose (Please specify why) 

    Comments (if appropriate):  

    

	4. Public hearing requirement:  A public hearing is not simply a board meeting, but a properly noticed public hearing held

    during a board meeting at which time the public may testify on the waiver proposal. Distribution of local board agenda does 

    not constitute notice of a public hearing. Acceptable ways to advertise include: (1) print a notice that includes the time, 

    date, location, and subject of the hearing in a newspaper of general circulation; or (2) in small school districts, post a formal 

    notice at each school and three public places in the district.

    How was the required public hearing advertised?

    ___ Notice in a newspaper   _  Notice posted at each school  _X__ Other: (Please specify)  Special Hearing Notice Posted three separate places on the EDCOE Campus.

	5. Advisory committee or school site councils. Please identify the council(s) or committee that reviewed this waiver:  
        Date the committee/council reviewed the waiver request:  6/28/2011
        Were there any objection(s)?  No _X__    Yes ___    (If there were objections please specify)  


CALIFORNIA DEPARTMENT OF EDUCATION

GENERAL WAIVER REQUEST

GW-1 (1-8-10)
Educational Interpreter

	6. Education Code or California Code of Regulations section to be waived: (Strike-out below indicates the exact language being waived.)
EC 3051.16. Specialized Services for Low-Incidence Disabilities. 
(b) Certification requirements for educational interpreters for deaf and hard of hearing pupils.
(3) By July 1, 2009, and thereafter, an educational interpreter shall be certified by the national RID, or equivalent; in lieu of RID certification or equivalent, an educational interpreter must have achieved a score of 4.0 or above on the EIPA, the ESSE-I/R, or the NAD/ACCI assessment. If providing Cued Language transliteration, a transliterator shall possess TECUnit certification, or have achieved a score of 4.0 or above on the EIPA - Cued Speech.


	 7. Required Attachments:
1. Name, date and score of most recent (within 12 months)* interpreter assessment (EIPA, ESSE, or NAD/ACCI) 

2. Copy of the latest Test Certification page
3. Name, dates and scores of previous assessments 

4. Date of hire 

5. A Remediation Plan, specific to that interpreter, including the LEA’s plans help the interpreter to achieve certification in the next year, including training/mentoring by a RID certified interpreter. The plan must include a statement that the interpreter understands (s)he might not be able to stay in their job is certification is not met, or a waiver granted. This document must be signed by the interpreter and the union representative as well as someone from administration.



	 8.    Demographic Information: 

EDCOE  DHOH Program has a student population of 4 and is located in Shingle Springs and Placerville in El Dorado  County.



	District or County Certification – I hereby certify that the information provided on this application is correct and complete.



	Signature of Superintendent or Designee:

Vicki Barber

	Title:

Superintendent

	Date:

7/5/2011


	FOR CALIFORNIA DEPARTMENT OF EDUCATION USE ONLY

	Staff Name (type or print):


	Staff Signature:


	Date:



	Unit Manager (type or print):


	Unit Manager Signature:

 
	Date:



	Division Director (type or print):


	Division Director Signature:

 
	Date:



	Deputy (type or print):


	Deputy Signature:


	Date:




EL DORADO COUNTY OFFICE OF EDUCATION


EMPLOYEE PLAN OF ASSISTANCE

NAME:___Susie Parker__________  
 PROGRAM___Special Services_________________       EFFECTIVE DATE: _​​​_8/17/2011__________

	1. Performance Deficiencies
	2. Behavior or Results Desired by Management
	3. Action Employee Will Take to Correct 


Deficiencies
	4. Action Management Will Take to Help Correct 


Deficiencies
	5. Completion 


Date

	Susie has failed to reach the State mandated EIPA score of 4.0.


	Must achieve an EIPA score of 4.0 no later than June 30, 2012
	Susie will work with the RID certified mentor and/or DH/H teacher on:  

· Improving processing time that is efficient and results in fluency and conveying the overall message, including the teacher’s content and intent.  Focus on clear sentence boundaries to manage the flow of the delivery and to ensure semantically accurate vocabulary.

· Improving the use of prosodic features to show emphasis, affect and emotion, specifically focusing on conveying the educational importance of the content.  

· Further develop the production of non-manual markers to show adverbs and adjectives.

· Improving spatial organization to organize, describe, compare, and establish discourse referents.  

· Increasing and improving the use of the ASL classifier system.

· Improving the appropriate use of fingerspelling and representation of key vocabulary.  Improving production and numbers.

· Improving Sign to English skills, both receptive and expressive.  Will specifically focus on receptive fingerspelling and conveying the signer’s non-manual markers and ASL morphology.
	Provide tutor, and time within the work day to receive training/tutoring and provide workshops as available.

Will film samples of work, self assess the skill domains assessed by the EIPA, and work with the RID certified mentor to determine the root causes of skills patterns.  Work with mentor to develop activities to improve skills.  


	


Continued on Back  

PAGE TWO - El Dorado County Office of Education Employee Plan of Assistance

I understand this Plan of Assistance will be placed in my personnel file two months from its effective date.  I also understand that a conference with my immediate supervisor/evaluator will be held approximately six weeks after the effective date of this Plan of Assistance to determine which one of the three options listed below will occur.  I further understand that my cooperation will be a factor in determining whether I have satisfactorily met this Plan of Assistance.

1.
Identification that deficiencies have been remediated and the Plan of Assistance is concluded.

2.
Satisfactory progress has been noted, but not all deficiencies have been remediated so the Plan of Assistance is continued with new target dates

 established.

3.
Standards of expected performance have not been met and the decision to review continued employment options is made.

SIGNATURES acknowledging the Plan of Assistance:


             Susie Parker  _____________________________                  8/24/2011












Employee






Date

Bob Stromberg_________        _______________________8/24/2011

__________________________________________________/______

Evaluator






Date


Evaluator






Date

Betsy Christ____________________________________ __8/24/2011

Coleen M Johnson________________________________8/24/2011

Evaluator(s Supervisor




Date


Director of Human Resources



Date

     I, the employee, understand that my signature indicates I have been fully informed of the results of the Plan of Assistance.  It does not necessarily mean I am in agreement.  I also understand that I may write a response for my personnel file within five working days from the time this Plan of Assistance is officially stamped and placed in my personnel file.
SIGNATURES acknowledging the RESULT 

of the Plan of Assistance is option number ____ as shown above.  

_________________________________________________ / ______

Employee






Date

__________________________________________________/______

__________________________________________________/______

Evaluator






Date


Evaluator






Date

__________________________________________________/______

__________________________________________________/______

Evaluator(s Supervisor




Date


Director of Human Resources




Date

Evaluator COMMENTS on results of the Plan of Assistance:


Employee COMMENTS on results of the Plan of Assistance:

_________________________________________________________

________________________________________________________

_________________________________________________________

________________________________________________________

_________________________________________________________

________________________________________________________

ROP\pa 1/96 WN/mab
