
                 New Form               Revised  Form  Discontinue Allergy request /  Restriction

Student ID# ___________________________
Student's Name (Last, First)_______________________________  Date of Birth______________________________
School_____________________________________________________ Grade ____________________________________
Parent  / Guardian _________________________________________ Home Phone _____________________________
Parent  / Guardian Email ___________________________________________________
I understand that if my child's medical or health needs change, It is my responsibility to provide documentation from my child's physician to the
Child Nutrition and Food Service Department and as well as School Nurse.

Parent / Guardian Signature ______________________________________________Date ___________________________

             Peanuts    Disability:__________________________________________________
            Tree Nuts _____________________________________________________________

           Milk Allergy     Major Life Activity affected by the Disability (REQUIRED)

     All Dairy including in baked 

                                                       goods  (ex. Breading, muffins, rolls)               Performing manual tasks        Self-care

                 Speaking                          Learning                            Walking         

  Eggs in baked goods (ex. rolls muffins) Hearing           Seeing 

           Other: __________________________________________________

___________________________________________________________

Texture Modifications Needed ?            Yes           No

                Fish  Crustacean / Shellfish   Liquids: 
              Thin/Regular                                      Slightly Thick (Level 1)       

             Other (please be specific):____________________________               Mildly Thick (Level 2)                      Other:_____________________

_____________________________________________________________   Solids: 

Foods to substitute___________________________________________
____________________________________________________________________

________________________________________________________________ Supplement Needed?                         Yes                          No

Supplement: (ex. Ensure, Boost) _________________________________

Printed Name of Licensed Physician/Prescribing Medical Authority ________________________________________________  Date:_______________

Signature of Physician/Prescribing Medical Authority ________________________________________________ Phone:__________________________

Name of Clinic/Hospital:__________________________________________________ Questions? Contact Child Nutrition Services 281-577 8690

     Fluid  Milk ONLY

STATE LICENSED HEALTHCARE PROFESSIONAL INFORMATION

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender 
identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity. Program information may be made available in languages other than English. Persons with disabilities who require alternative means of 
communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center at (202) 720-
2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/ad-
3027.pdf from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory 
action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA by: : (1) mail: U.S. 
Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; (2) fax: (833) 256-1665 or (202) 690-7442; or (3) email:  program.intake@usda.gov. This 
institution is an equal opportunity provider.

New Caney ISD Physician Diet Modification

Section A - To be completed by Parent/Legal Guardian

Does the Student have a life threatening food allergy?                                       Yes                                   No          

Does the student have an identified disability (IEP or 504)?                              Yes                                  No

            Egg Allergy                   Whole Plain Eggs(ex.Scrambled Eggs)

             Soy Allergy 

                       Soy, main (ex. Edamame, soy sauce, soy milk)

                      Soy,  minor (ex. Soy filler in meats, soybean oil)

Healthcare Professional Notes:_ ___________________________________________________________________________________________________

Substitutions: Based on availability. NCISD Child Nutrition Dept. will make 
every effort to honor substitution request. 

FOOD ALLERGY and / or DISABLILITY  information to be Completed by a LICENSED PHYSICIAN or PRESCRIBING MEDICAL AUTHORITY 

              Wheat                       Sesame Seeds

              Pureed (Level 4)                             Minced/Moist (Level 5)

                 Soft & Bite - Sized (Level 6) 

             Major Bodily Function                     Eating                    Breathing 
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