Medical Plan of Care for School Foed Service
{Students with Disabilities and Non-Disabling Special Dietary Needs)

i The following child is & participant in one of the United States Depariment of Agriculture (USDA) school nutrition programs.

Ce  USDA reguiations 7OFR Part 158 require subsiftutions or medifications in schoo! program meals for children whose
disability restricis their digt and is supporied by a statement signed by a licensed physician. Food aiiergies which may

‘ result in & severe, life-threalening (anaphviactic} reaction may meet the definition of "disabiliy.”

. = The schoc! may choose to accommodate a student with a non-disabling special dietary need that is supporied by a

. stalement signed % a recognized medical authority (physician, physician assisiant or nurse practificner).

i« The schooi foo’i authority mav choose (o make a2 milk substitution available for students with a non-disabling special
dietary need, such as milk intolerance or for cultural or religicus beliefs. if the school food authority makes these
substituticns available, the milk substitute must meet nutrient standards ideniified in requiations. If available, this will be
indicated in Part 2. A parent/guardian or recognized medical authority (physician, physician assistant, or nurse
practitioner) mav complete this section. if this is the only substitution being requested, complete Part 1 and 2 oniy.

Parit: To be completed by Parent/Guardian (2l requests for special dietary needs)

| Chiid's Name Date of Birth

; Name of School/Center/Program Grade Level/Classroom

. Parent's/Cuardian’s Name Address, City, State, Zip Code

5

}
Nork Phone

T

i Home Phone |

i | i,

i

Part 2: Reguest for milk substitution for non-disabling special dietary needs only
[} Schosol/schoot disinct doas not make mik substitutes avallabie to students with non-disabling special distary nesds. Do not
complete Part 2

] Schoolfachoot district provides as a mitk substiuie {0 studenis with non-disabling
or other special dietary nesds when Part 2 is completed by Medical Authority or Parentjouard!an and approvead by the
schooi/schooi districh.

Does the child have & non-disabling medical or special dietary need that restricts intake of fluid milk? Yes[ 1 NolJ
List medical or special digtary need (g.g., lactose intelerance or for cultural or refigious beliefs):

Medical Au‘{honiy or ?arﬁ”v{;uardsan Ssgnatwe Date:

Part3: Tobe cempée‘éeﬁ' by Physicéan \ﬁecé:ca Ahf‘mmty

Cisability/Special Dielary Needs

Does the child have a disability? Yes 3 No [
if Yes,
Please describe the major iife activilies affecied by the disability.

Does the child’s disability affect their nuiritional or feeding needs?  Yes [ No [}

if the child does nothave a A=sabihty does the child have special nulritional or feeding needs? Yes ] Ne ]
["These accommedations are oplional for schools (o make)

if the child has a disability or special dietary/ffeeding need, please complete Part 4 of this form and have it signed and

stamped with the office name and address of a licensed physician/recognized medical authority.

Part 4: To be completed by Physician/Medical Authority

Diet Order

List any dietary restrictions, such as food allergies, intolerances or restrictions:

tsd
o



List specific foods to be substiluted (Substitution cannot be made unless section is completed):

-

ist focds that need the foliowing changs in texture. If all foods need to be prepared in this manner, indicate “All”

Cut up/chopped info sizsd pisces:
Finely Ground:

FPureed:
. List any special equipment or utensiis needed:

indicate any other commenis about the child's eating or feading patterns:

FPhysician's Name and Office Phone Number | Office Stamp

;' Physician/Medical Authorily's Signature Date

| Part 5: Parent Signaturs ' o Dae

! Part 6: School Nutrition Program Sggnatu*e ' Date

Health Insurance Portability and Accountability Act Waiver
in accordance with the provisions of the Health insurance Portability and Acuoun?abihty Aca cf 1996 and the Family Educational
Rights and Privacy Act, | “efeoy authorize e ; . 1o release such
protected heaith information of my child as is necessary for the specific purpose of Specea% Diet inf{:rmahcy1 He;

£z ogiair) and | consent {o allow the physician/medical authority to
freely exchange the information tisied on this form and in their records concerning my child with the school program as
necessary. iunderstand that | may refuse {o sign this authorization without impact on the sligibility of mvy request for a special
diet for my child. | undersiand that permission to release this information may be rescinded at any time except when the
- information has already been refeased. My permission o release this information will expire on &
- This information is to be released for the specific purpose of Special Diet information.

The undersigned ceriifies that he/she is the parent, quardian or representative of the person lisied on this document and has the
legal authority to sign on behaif of that person.

Parent/Guardian Signature: Date:
{Signing this section is opticnal, but may prevent delays by allowing us o speak with the physician}

Piease have parentiguardian review form annually and initial/date if no changes are required.  Any changes require submission of a new form
signed by the Physician/Medical Authorit
g b Y Y.

Parent confirmed no changs in diet order. Date Date Date

Date Date Date Date Date

A copy of this form should be kept by the School Food Service and the Nurse. FERPA allows school nurses o share student s
medical nformation regarding dietary needs with school food service.
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