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Dear Parents,

A law has been enacted in Washington that requires children with life-threatening conditions to have a 
medication or treatment order on file prior to attending school.  This law, called Substitute House Bill 
2834, took effect on June 13, 2002.

The medication or treatment order must address the life-threatening condition and it must be on file 
with the school prior to the child attending school.  Under the law, "life-threatening condition" means a 
health condition that will put the child in danger of death during the school day if a medication or 
treatment order is not in place.  In addition, our school nurses will be responsible for putting a nursing 
care plan in place.  The law provides that a child may not attend school in the absence of a medication or 
treatment order if the child has a life-threatening condition that might require medical services to be 
provided at school.

Having reviewed the information you provided regarding your child's health, it appears that your child 
has a life-threatening condition that requires a medication or treatment order. 

At the start of every school year you will need new medication order forms filled out by your health care 
provider for the next school year to comply with Substitute House Bill 2834, commonly known as the 
“Life Threatening Condition” law. The following new forms are included for your convenience:

• Diet Prescription for Meals at School

• Health Care Provider Orders for Students with Diabetes in Washington State Schools. This needs to 
be completed by doctor and parent and brought to the school at least three days before the first 
day of school attendance.

Please have your physician complete the Health Care Provider Orders for Students with Diabetes in 
Washington State Schools and sign the parent permission portion of the form.  The Diet Prescription 
needs to be completed by the doctor and parent also. Return these forms to your child’s school nurse as 
soon as possible.   

The school nurse will need the diabetes orders at least three days prior to school starting. Upon receipt 
of the information from your health care provider, the school nurse will contact you to develop an 
appropriate nursing plan. She will then need to train the staff. Your child may not be able to start school 
on the first day of school if the orders are not at school three days prior to school starting.

Sincerely,

School Nurse
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Bethel Public Schools Nutrition Services 
Diet Prescription for Meals at School 

Student Name: ____________________________Date of Birth: _________ Age: ____ 

Name of School: ___________________________________________ Grade: ______ 

Section A: To be completed by parent or guardian. Please check box(es) and sign below: 

□ I understand that if my child’s medical or health needs change, it is my responsibility to notify my child’s school nurse/health
clerk and have a new Diet Prescription for Meals at School form completed.

□ I give Nutrition Services permission to speak with the Physician or Authorized Medical Authority named below to discuss the
dietary needs described below.

Parent/Guardian Signature Home Phone Number Date Signed 

Section B: To be completed by child’s Physician / recognized Medical Authority (if describing a disability). 

Does the child have a disability? □ Yes □ No
If yes, describe the major life activity affected by the disability _______________   

Does the child have a non-disabling medical condition? □ Yes □ No
If yes, describe the medical condition __________________________________ 

Does the child have special nutritional or feeding needs? □ Yes □ No
If yes, describe the specific need _____________________________________ 

If you answered YES to any of the questions above, complete Section C and return to 
the nurse/health clerk at the child’s school. 

Section C: PHYSICIAN REQUEST Diet Prescription: 
(To be completed by the child’s Physician or a recognized Medical Authority). 

Note: For any food item to be omitted from diet, a substitute must be listed. 

Foods to Omit: Foods to Substitute: 

Please attach additional instructions if necessary. 

I certify that the student noted above needs special school meals prepared as described above 
because of the student’s disability or chronic medical condition. 

Health Care Provider Signature  Date Signed 

Name: ________________________________ Office Phone: ________________ Fax:______________ 
Type or Print 
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