
Weslaco Independent School District 
Food and Nutrition Services Department 
700 S. Bridge Ave., Weslaco, TX 78596 
Phone: (956) 969-6593 Fax: (956) 969-6596 

� New Special Diet Request � Renew Existing Special Diet Request � Temporary Special Diet Request 
Start Date: ________ End Date: __________ 

 
A. THIS SECTION MUST BE COMPLETED BY PARENT/GUARDIAN. 

Student’s Full Name: _______________________________________          Date of Birth: _____________________               Student’s ID: ______________                                  
Campus: ____________________________       Grade Level: ___________    Teacher: ____________________________          Classroom: _____________ 
Parent/Guardian Contact Information.  
Full Name: ______________________________________       Phone Number: _______________________       Email: ______________________________ 

Which meals will the student eat from the school cafeteria? (Check all that apply)    

� BREAKFAST � LUNCH � SUPPER � NONE (If student does not eat from cafeteria, it is not necessary to complete this form) 
As a parent/guardian, I understand it is my responsibility to renew this form anytime my child’s nutritional needs change. I give permission for Weslaco ISD 
Food & Nutrition Services department to contact the physician to discuss the menu modifications described below. 

Parent/Guardian Signature: __________________________________                            Date: __________________ 

 
B. THIS SECTION MUST BE COMPLETED BY A LICENSED PHYSICIAN OR AUTHORIZED MEDICAL PROFESSIONAL. 
1. Does the student have a medical disability which affects one of the major life functions which necessitates a meal accommodation?  

Under section 504 of the Rehabilitation Act of 1973, the American with Disabilities Act (ADA) of 1990, and the ADA Amendments Act of 2008, a “person with a 
disability” is any person who has a physical or mental impairment that substantially limits one or more major life activities, has a record of such an impairment or is 
regarded as having such an impairment. 

� YES � NO 
If yes, indicate the major life activities and/or bodily functions affected: 

� Eating � Walking � Seeing � Hearing � Speaking � Breathing 
� Caring for self � Performing Manual Tasks  � Standing � Learning � Other:________________ 

 
Select the appropriate meal accommodations from the options below to address the student’s medical disability or special dietary need. 

� FOOD ALLERGY � FOOD INTOLERANCE  
 

Check all that apply: 
Dairy: � Avoid Fluid Dairy Milk ONLY � Avoid ALL dairy products (fluid milk, cheese, yogurt, ice cream, baked goods with 

dairy as an ingredient) 
Please Select Milk Alternative Allowed � Soy Milk  � Lactose Free Milk � Other (Avoid Nut Milk):________ 

 
Eggs: � Avoid whole eggs ONLY  

(i.e. scrambled eggs) 
� Avoid whole eggs AND all menu items with egg as an ingredient such as baked goods. 

Nuts: � Avoid Peanuts � Avoid tree nuts (i.e. walnuts, pecans, almonds, hazelnuts, etc.) 
Specify nut type(s):_________ 

Soy: � Avoid whole soy ONLY 
(i.e. tofu, edamame) 

� Avoid whole soy AND all menu items with soy as an ingredient (i.e. soybean oil) 

Corn: � Avoid whole corn ONLY � Avoid whole corn AND all menu items with corn as an ingredient (i.e. corn syrup) 
Fish: � Avoid fish  � Avoid shellfish (i.e. shrimp, crab, lobster) 
Wheat: � Avoid wheat/Gluten  
Sesame: � Avoid sesame and menu items with sesame as an ingredient. 
Other: ______________________________________________________________ 

 
 

Does the student have an anaphylactic plan due to life threatening allergies? 
 

� YES � NO 

THERAPEUTIC DIET PRESCRIPTION 
 

� Carbohydrate Controlled:  ________________g/meal; ________________g/snack                             
� Other: ________________________________________________ 

Mechanically Altered: 

PHYSICIAN’S INFORMATION/SIGNATURE: 
 

Solids: � Ground � Chopped � Pureed Liquids: � Nectar 
Thick 

� Honey 
Thick 

� Pudding 
Thick 

________________________             ____________________         _________        __________________         _____________ 
        Physician’s Printed Name                             Physician’s signature                        Date                     Office Phone Number                 Fax Number 

C. THIS SECTION MUST BE COMPLETED BY WISD STAFF ONLY. 
Nurse’s Signature: ___________________   Date Received: __________         Dietitian’s Signature: ___________________ Date Received: __________ 

Please email information to:           Alexandra Martinez, MS, RDN, LD           Email: ammartineztorres@wisd.us           Phone Number: 956-969-6593 

This product was funded by USDA. This institution is an equal opportunity provider. 

SPECIAL DIET REQUEST FORM 2026-2027 
Please return signed form to the student’s school nurse. 

FORM #1   

 

 

 

mailto:ammartineztorres@wisd.us

