
EAST CENTRAL INDEPENDENT SCHOOL DISTRICT
CHILD NUTRITION & FOOD SERVICE DEPARTMENT

SPECIAL DIET REQUEST FORM

Note to Parent / Guardian:

The East Central ISD requests that all students who need a special diet, or a modification of food during school hours do the following:

1. Present a written consent form signed by the parent or legal guardian.
2. Bring the printed Special Diet Request Form completed by a registered dietitian or physician.

Diet modification may be served by district personnel provided that the prescribing physician completes this request form or submits diet
prescription.

Name of student: _____________________________________ School _________________________________________Grade___________

TO BE COMPLETED BY PHYSICIAN

The medical statement must include:
● identification of the medical or other special dietary conditions which restricts the child’s diet;
● the food or foods to be omitted from the child’s diet, and the food or choice of foods to be substituted.

Condition requiring Special Diet or Food Modification-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Specific Foods and portion size to be served at school-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Specific Food(s) to be omitted-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Specific Food(s) to be substituted-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Specific identification of the medical or other special dietary conditions which restricts the child’s diet-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Duration of special diet request-
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

_______________________________________     ___________________________________________ _____________________________
Printed name of Physician Signature of Physician Date

TO BE COMPLETED BY PARENT

I give my permission for my child _____________________________________________________ to receive the above diet or food Modification
as directed.

Name of child

__________________________           _______________________________________________ ___________________________
Telephone number Signature of Parent/Guardian Date

Non-Discrimination Statement:  This explains what to do if you believe you have been treated unfairly. In accordance with federal law and U.S. Department of
Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age or disability. To file a complaint of discrimination,
write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington D.C. 20250-9410 or call (800) 795-3272 or (202) 720-6382 (TTY). USDA is
an equal opportunity provider and employer.



DISTRITO ESCOLAR INDEPENDIENTE DE EAST CENTRAL
DEPARTAMENTO DE SERVICIO DE ALIMENTOS Y NUTRICIÓN INFANTIL

FORMULARIO DE SOLICITUD DE DIETA ESPECIAL

Nota para el padre / tutor:

East Central ISD solicita que todos los estudiantes que necesiten una dieta especial o una modificación de la comida durante el horario
escolar hagan lo siguiente:

1) Presentar un formulario de consentimiento por escrito firmado por el padre o tutor legal.
2) Traiga el Formulario de solicitud de dieta especial impreso completado por un dietista o médico registrado.

El personal del distrito puede servir la modificación de la dieta siempre que el médico que prescribe complete este formulario de
solicitud o presente la receta de la dieta.

Nombre del estudiante: _____________________________________ Escuela ___________________________ Grado ___________

PARA SER COMPLETADO POR EL MÉDICO

La declaración médica debe incluir:
identificación de las condiciones médicas o dietéticas especiales que restringen la dieta del niño;
el alimento o alimentos que se omitirán de la dieta del niño y el alimento o elección de alimentos que se sustituirán.

Condición que requiere una dieta especial o modificación de alimentos
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Alimentos específicos y tamaño de las porciones que se servirán en la escuela
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Alimentos específicos que deben omitirse
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Alimentos específicos que se sustituirán
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Identificación específica de las condiciones médicas o dietéticas especiales que restringen la dieta del niño.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Duración de la solicitud de dieta especial
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_______________________________________ ___________________________________________ ________________________
Nombre del médico en letra de imprenta Firma del médico Fecha

PARA SER COMPLETADO POR LOS PADRES

Doy mi permiso para que mi hijo (a) _____________________________________________________ reciba la modificación de la
dieta o los alimentos anterior según las instrucciones.

__________________________ _______________________________________________ ___________________________
Número de teléfono                        Firma del padre / tutor Fecha

Declaración de no discriminación: explica qué hacer si cree que lo han tratado injustamente. De acuerdo con la ley federal y la política del Departamento de Agricultura
de EE. UU., Esta institución tiene prohibido discriminar por motivos de raza, color, nacionalidad, sexo, edad o discapacidad. Para presentar una queja por
discriminación, escriba al USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington D.C. 20250-9410 o llame al (800) 795-3272 o (202)
720-6382 (TTY). El USDA es un proveedor y empleador que ofrece igualdad de oportunidades.


