Medical Referral Form for Modified Meals
Henry County Public Schools must secure this information for students who require modified meals

Date:  ____________________

Student’s name:  _________________________________________ Date of Birth:  ____________________

Food Allergies/Intolerances:  __________________________________________________________________

__________________________________________________________________________________________
Special diet/dietary restrictions/modified meals requested:  _________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Note to Physician:

Henry County Public Schools has been requested to serve this student modified meals.  To ensure that the student’s medical requirements are being met appropriately, we request that you complete this form:
Are there foods that should not be served to this student?  __________  Yes
__________  No

If “Yes”, list foods that should not be served:  _____________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

If “Yes”, also list suggestions for alternative foods that may be served to this student:  ___________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional recommendations and/or requirements:  _______________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Signature of Physician:  _______________________________________________  Date:  _________________

Office address:  _____________________________________________________  Phone:  ________________
