
Modified School Meals Form
*Current Federal regulations require that requests for modified meals and special diets be authorized by a medical doctor (USDA policy memo 84-6 and FNS 783-2). For each student requesting modified school meals, this form is to be completed and maintained with the student's health records at school. 

TO BE COMPLETED BY PARENT/GUARDIAN

School _________________________________________		Date ___________ 

Student _________________________________________		Birthdate ________ 

Parent/ guardian __________________________________	Phone __________

Address __________________________________________	 Zip _____________

Special Diet/ Modified meals requested ___________________________________________________
______________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

Signature of School Nurse or school personnel ___________________________Date __________

Signature of Parent/ Guardian ________________________________________ Date __________

TO BE COMPLETED BY PHYSICIAN 

Is the diet modification listed above appropriate at this time? Yes___ No___
If this student requires texture-modified meals, specify: __________________________________
_______________________________________________________________________________
Are there foods which should not be served to this student? Yes __ No __ If Yes, List foods which should not be served _____________________________________________________________
If Yes, also list suggestions for alternative foods which may be served to this student________________________________________________________________________
Does the student have special nutritional or feeding needs? Yes___ No___
Does the student have a disability? Yes___ No___
List any allergies or food intolerances to avoid _________________________________________
Which, if any, of these allergies is life threatening? ______________________________________

Signature of Physician_______________________________________ Date ___________
Office Phone _______________________
Office Address ___________________________________________________________________
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