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Diet Modification for Meals at School 
Student’s Name           Date of Birth    Age    

Name of School           Grade    

Section A: To be completed by the child’s Physician (if describing a disability) or a licensed health care provider. 

Does the child have disability?     ❑ Yes ❑ No 

 If Yes, describe the major life activity affected by the disability        

Does the child have a non-disabling medical condition? ❑ Yes   ❑ No 

 If Yes, describe the medical condition           

Does the child have special nutritional or feeding needs?   ❑ Yes  ❑ No 

 If Yes, describe the specific need            

If you answered YES to any of the questions above, complete the following and return to school’s Site Head Cook.  

Section B:  Diet Prescription- please attach additional instructions if necessary. 
(To be completed by the child’s Physician or a licensed health care provider) 

 

If foods are listed to omit from the diet, foods to substitute must be provided. 

Foods to Omit:       Foods to Substitute: 

               

               

               

I certify that the above named student needs special school meals prepared or served as described above because of the 
student’s disability or chronic medical condition. 

 
               
Physician or licensed health care provider Signature   Date Signed 

                 
Name (Print or Type)      Office Phone    FAX 
 
Sección C: Responsabilidad y Consentimiento de los padres: 

Entiendo que si las necesidades médicas o de salud de mi hijo cambian, es mi responsabilidad notificar a los Servicios de 
Nutrición Infantil y completar un nuevo formulario de Receta de Dieta para Comidas en la Escuela. 

Doy permiso a los Servicios de Nutrición Infantil para hablar con el médico anterior o la Autoridad Médica Autorizada para 
discutir las necesidades dietéticas descritas anteriormente. 
 
               
Firma de los Padres      Numero de teléfono   Fecha 
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