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[bookmark: _GoBack]REQUEST FOR PHYSICIAN FEEDING SAFETY ORDERS
STUDENT: ______________________________________DOB: ________________
SCHOOL: ___________________________________
PLEASE COMPLETE THE FOLLOWING FEEDING ORDERS TO ENSURE ADEQUATE NUTRITION AND SAFE FEEDING OF THE ABOVE-NAMED STUDENT. 
FEEDING SAFETY FOR SCHOOL
The following diet/feeding modifications are needed for this child at school:
⃝ No Restrictions
⃝ Nothing by mouth
[bookmark: _Int_HuyPZOSm]⃝ Liquid food restriction:	⃝ No thin liquids
[bookmark: _Int_vmjdOvGX]				⃝  Nectar consistency liquids
[bookmark: _Int_fwXCB86o]				⃝  Honey consistency liquids
[bookmark: _Int_VKmEAzTT]				⃝  Ultra thick liquids
[bookmark: _Int_xkJ10jnC]				⃝  Other: __________________________________

[bookmark: _Int_Ei3P7GCW]⃝  Thickener recommended: Yes   or   No
If yes- Type recommended: ___________________________________ 
Amount of thickener per amt. of liquid: _________________________

[bookmark: _Int_Pso5hgEO]⃝  Solid food restrictions due to dysphagia: ________________________________________________
[bookmark: _Int_MWLadPHc]⃝  Foods to avoid due to allergies/sensitivities: _____________________________________________
[bookmark: _Int_blYA8ocD]⃝  Nutritional Supplement: 	Type: _____________________________________________________
				Amount: ___________________________________________________
				Time(s) of Day: ______________________________________________

[bookmark: _Int_NRgkbiqL]⃝  Other dietary or feeding safety advice: __________________________________________________________________________________________________________________________________________________________________________

PHYSICIAN SIGNATURE: _____________________________________ 	DATE: ____________________
PHYSICIAN NAME (PLEASE PRINT): ____________________________	TELEPHONE: _______________

PARENT SIGNATURE: _______________________________________	DATE: ____________________
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