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Meal Modification Form for Special Dietary Accommodations

This form is for a request for a meal modification for special diets including food allergies.
A Physician completing this form confirms your student has a medical necessity for a modified diet (NOT food preferences).

| Parent/Guardian — Complete Sections 1-4

1. Student Name: Student ID:

School Name: Grade: HR Teacher: DOB:
Mailing Address: City: Zip:
Parent/Guardian Name:

Phone Number (Home): Cell/Mobile:

2. Select which meals student eats at school:

Breakfast[] / Lunch[] / Does not eat school meals[]

3. Parent(s) may complete this section — form still needs to be signed by medical doctor.

Does student have intolerance to milk? Yes[Jor No[] Fluid Milk Only? Yes[J or No[

Circle if student can have: Yogurt[] Cheese[] Dairy in baked goods []  Pizza[]

4. Medical Release Statement: I, , the parent/guardian of the student listed above consent to the

release of pertinent dietary information between physician and school as needed to meet the dietary needs of
student. All information will be kept confidential.

Physician Name: Physician Phone No.:

I acknowledge that my child may be identified in the meal service line. Parent Initials:
Parent/Guardian Signature: Date:
Instructions:

All sections must be completed in full. Page two must be completed and signed by a Licensed Physician.
This form must be returned to the school nurse. Any incomplete forms or blank sections will be returned to the

parent to complete.
For questions or clarification on meal modifications, please contact your school nurse.

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, it’s
Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on
race, color, national origin, sex, religious creed, disability, age, political beliefs, or reprisal or retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA. Persons with disabilities who require alternative means of communication for program
information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they applied for
benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800)877-
8339. Additionally, program information may be available in languages other than English. To file a program complaint of discrimination,
complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: How to file a Complaint, and at any USDA office, or
write a letter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form,
call (866-632-9992. Submit your completed form or letter 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: (202)690-7442; or (3) email: program.intake@usda.gov.
This institution is an equal opportunity provider.

| Incomplete forms will be returned. Please do not leave any section(s) blank to avoid delays in processing.
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All Sections below must be completed by a Licensed Physician

This section must be completed and not left blank.

Does the student have a Disability, Medical Condition (GI Disorder, Renal Disease), or Severe Food Allergy?
Yes / No

If Yes, please provide a brief description of the major life activity (ex., breathing, learning, eating) affected by the
disability or severe and/or life-threatening reaction resulting from the food allergy.

Circle all foods to omit for the student’s diet during the school day only (not to be used as medical history):
Milk / Egg / Wheat / Soy / Peanut / Tree Nut / Fish / Shellfish

Other foods (not listed above):

Foods to omit and suggested substitutes: (Attach additional sheet if needed).
Food(s) to omit: Suggested Substitute(s):

Diet Prescription: For carbohydrate or protein restrictions, include level (grams) for each meal.

Food Texture Modification (please circle):

IDDS foods EC7 — regular/easy to chew IDDS foods & drinks 3 — liquidized/moderate thick
IDDS foods 6 — soft & bite-sized IDDS drinks 2 — mildly thick

IDDS foods 5 — minced & moist IDDS drinks 1 — thin

IDDS foods & drinks 4 — pureed/extremely thick Thickener recommended:

Duration of Meal Modification: Annual: Lifetime: Other:

Physician Signature:

Physician Name: (print) Date: Physician Stamp:

Physician Office Phone No.: Office Contact Person:

District Office Use Only

Date received by School Nurse: Nurse Name/School:

Date received by District Office:

Notes:
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