
Individualized Staff Development Plan (ISDP) 
Fiscal Year: ___________________________ 

 
Employee: ______________________________________ Date Implemented: ________________________ 

 

Initial ISDP 

I understand that Agency In-Service and Program In-Service are mandatory, unless excused, in writing, by 

the Executive Director (Agency In-Service) or Program Director (Program In-Service).  

If excused, I understand I am responsible for making appropriate substitutions as approved by the 

Executive Director (Agency In-Service) or Program Director (Program In-Service). I understand that 

employees not in compliance will be subject to discipline, up to and including termination.   

_______________________________________________ 
Employee Signature 

_______________________________________________ 
Date 

 

SMART Professional Development Goal: 

 
 
 
 
 

Competency to be learned:  

 
 
 
 
 

Strategies identified to achieve professional goal:  

 
 
 
 
 
 
 

 

_______________________________________________ 
Employee Signature 

_______________________________________________ 
Supervisor Signature 

 
_______________________________________________ 
Date 

 
_______________________________________________ 
Date 

 

Mid-year Review 

_______________________________________________ 
Employee Signature 

_______________________________________________ 
Supervisor Signature 

 
_______________________________________________ 
Date 

 
_______________________________________________ 
Date 



Individualized Staff Development Plan (ISDP) 
Fiscal Year: ___________________________ 

 
Final ISDP Review 

Agency In-Service Program In-Service 

Completed:  
□ Yes 
□ No 
If no, explain: 
_______________________________________________ 
_______________________________________________ 
 

Completed:  
□ Yes 
□ No 
If no, explain: 
_______________________________________________ 
_______________________________________________ 

 

SMART Professional Development Goal 

Completed:  
□ Yes – If yes, completion date: ________________________________________ 
□ No 

Employee evidence: Explain/attach any information pertaining to complete/incomplete goal.   
 

 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

Supervisor comments:  
 
 
 
 
 
 

 

_______________________________________________ 
Employee Signature 

_______________________________________________ 
Supervisor Signature 

 
_______________________________________________ 
Date 

 
_______________________________________________ 
Date 

 

(Program Director will submit to HR at end of fiscal year.) 
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