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Jefferson Davis County School District
Office of Food and Nutrition
Medical Statement for Non-Disabled Students

PART I (to be completed by School District)

Date Received: __________________________ Date to FN office: ________________
Name of School Attended by Student________________________________________

Name of Student_________________________________________________________

Address_______________________________________________________________________________________________________________________________________
Data Clerk ____________________________ Date Entered: ____________________
PART II (to be filled out by a Medical Authority)

Medical Facility: ________________________________________________________ Address_________________________________________ City: __________________ State: _________________ Zip Code: _____________ Phone: ___________________
Patient’s Name __________________________________________Age____________

Diagnosis_______________________________________________________________
_______________________________________________________________________

Describe the medical or other special dietary needs that restrict the child’s diet _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Please list the restrictions on the diet _______________________________________
_______________________________________________________________________

_______________________________________________________________________

Please list foods that may be substituted ____________________________________
_______________________________________________________________________

_______________________________________________________________________

Special Equipment needed: _______________________________________________

_______________________________________________________________________

____________________________           ______________________________________
              DATE                                          SIGNATURE OF MEDICAL AUTHORITY
