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Child Nutrition Services 
Application for School Meal Refund/Transfer 

Travis Unified School District 
Child Nutrition 

2751 De Ronde Drive Fairfield, 
CA 94533-9710 

 
Date of Request: _________________   Name of Parent/Guardian:    

Physical Street Address:                                     

Email: ______________________________  Phone:     

 
 
Refund: List all students in household needing a refund 

 
Student Name 

School                  
Name   

 
       Grade   

  Refund 
           Requested ($) 

 

 
             
 
             
 
             
 
             
 
Reason for Refund: _____________________________________________________________________ 
 
Transfer: Complete each blank space to transfer funds from one student’s account to another 
 
Transfer Amount: $________________ From (student): _____________ To (student): ________________ 
 
 
Parent/Guardian Signature: ________________________________________________________ 
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