School Y - i
chool Year Spring Branch ISD School

Diet Modification Form
PLEASE RETURN FORM TO THE SCHOOL NURSE

Please allow up to 2 weeks for processing. if unable to accommodate, parent will be notified in that time frame. Please complete form in whole.

[ 1 New Order [ ] change Order [ ] Discontinue Order [ No Changes

Student Information

Student’s Name (Last, First): Date of Birth:
School: Student ID#: Grade/Teacher:

By signing below, | (Parent/Guardian) acknowledge that it is my responsibility to notify any change in my child’s
dietary needs in writing on this form. 1 will send completed form to School Nurse and give Child Nutrition Services
consent to make modifications to my child’s meals and to speak with the healthcare personnel below to discuss the

dietary needs on this form. Parent/Guardian
Signature Date:
Phone Number: Email:

Which meals will the student eat from the school| cafeteria? (check all that apply)
[]Breakfast [ Lunch [Jsnack [J None (ifstudent does not eat from the cafeteria, modifications will not be arranged}

Medical Information (To Be Completed By A State Licensed Healthcare Professional)

Does the child have a life-threatening food allergy? (check one) [] No [ Yes
Does the child have a Disability affecting major life activity requiring diet modification? (checkone) [ ] No [] Yes

Describe the major life activities affected in relation to dietary modification being request:

Can the student consume foods where the allergen is an ingredient? (Ex: egg in waffles or milk in pancakes)? []Yes [Ino

Foods to Omit Appropriate Substitute(s)
] All Dairy [ Fluid Milk [] Cheese [ soy Milk [ Dairy as an ingredient
in baked items
L] Gluten [JWheat [] Gluten Free Diet [] Rice, Corn, other grains
[ Peanuts E Tree Nuts [ soy ] Equivalent Protein
[1 Eges [ shellfish [] Chicken [] Beef
] Corn [ Corn Derivatives [l wheat [ Rice, only
U yexture (Indicate Consistency) Other: (please specify)

[ Liquids (indicate Consistency)

Other {please specify) Food Allergy or Intolerance:
L] Ingestion Clinhalation O contact

State Licensed Healthcare Professional Information (Physician, Physician Assistant, Advanced Practice Nurse}

Name of Licensed Healthcare Professional (Print): Phone:
Signature of Licensed Medical Professional: Date:
Name of Clinic/Hospital: Questions? Contact Child Nutrition Services at 713-251-1150

In accordanca with Federal civil rights law and LS. Department of Agriculture (USDA) civil rights regulations and policies, the USCA, Its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited fram
discriminating based on race, colar, national origin, sex, disability, age, or reprisal or rataliation for priar civil rights activity in any program or activity conducted or funded by USDA. Persons with disabilities who require alternative means of communication for
pregram information {e.g. Braille, large print, audiotape, American Sign Language, e1c.), should contact the Agency {5tate or local} where they applied for benefits. Individuals wha are deal, hard of hearing or have speech disabilities may contact USDA through the
Faderal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages other than English. To file a program complaint of discimination, complete the USDA Program Discrimination Camplaint Form, {AD-3027) found onlire
at: http:ffwenw.aser usda.govfcomplaint_filing cust.himl, ang 3t any USDA office, or write a fetter addressed to USDA and provide in the letter all of the infarmation requested in the form. Ta request 2 copy of the complaint form, call {B66) 622-9992. Submit your
completed form or letrer to USDA by: (1} mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Wazhington, D.C. 20250-9410; {2) fax: {202} 650-7442; or [3) emall:

pregram.intake @usda.gov. This institution is an equal oppertunity provider.



