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|. GENERAL INFORMATION

Student’s Name Age Name of School Student’s PIN / ID Number Grade

Il. ACCOMODATIONS

1. How does the child’s physical or mental impairment restrict his or her diet?

2. What foods or types of food should be omitted? Please be specific.

3. List foods to be substituted (avoid specific brand names unless medically necessary).

4. Additional comments:

lll. SIGNATURES
Parent or Legal Guardian’s Name Relationship Phone Number
Signature of Parent or Legal Guardian Date Signed
>
Authorized Medical Authority's Name Title |:| Dentist |:| Physician Phone Number
] optometrist [ Physician Assistant
[ Podiatrist [ Registered Dietitian
[ Nurse Practitioner
Signature of Authorized Medical Authority Date Signed

>




