
     Waller Independent School District 
           Student Diet Modification/Allergy Form 

Student Last Name:______________________________First:_____________________________Date of Birth:_____________ 

School:___________________________________________________Grade:________________ Student ID:_______________ 

Parent/Guardian Contact Information 

Name:__________________________________________________________________________________________________ 

Phone Number:_________________________________ Email:___________________________________________________ 

I give Health Services/School Nutrition Services permission to speak with the Physician to discuss the dietary needs described below. 

__________________________________________________________________________ Date:________________________ 

Parent/Guardian Signature 

The following must be completed by a licensed physician: 

Does the student have a disability or life threatening food allergy requiring diet modification? Section 504 of the 

Rehabilitation Act of 1973 and the Americans with Disabilities Act of 1990, a person with “a disability is any person who has a 

physical or mental impairment that substantially limits one or more life activity” including a life threatening food allergy. 
    Yes No *If the student does NOT have a disability and/or life threatening anaphylactic food allergy, this form does not need to be completed 

 and will be disregarded. 

Does the student have a prescription for an Epinephrine Auto-Delivery Device for a food allergy?
    Yes No 

Medical Diagnosis:_______________________________________________________________________________________ 

Major life activities affected by the disability:________________________________________________________________ 

Food to be Omitted: 
____ Peanuts/Tree Nuts      ____ Fish/Shellfish  ____Wheat* 

____ Fluid Milk      ____ All Dairy Products   ____ All foods containing milk as an ingredient*(Ex. Breaded items dipped in Milk) 

____ Eggs by themselves      ____ All foods containing egg as an ingredient*(Ex. Baked goods) 

____ Soy as a main ingredient (Ex. Soy milk, edamame, soy sauce) ____ All foods containing soy as a major ingredient*(Ex. Soy in Processed foods)

____ Other:______________________________________ 

*If student must omit milk or egg as an ingredient, soy as a minor ingredient, wheat, or has multiple food allergies, we may suggest a meal is

brought from home or special modifications will be made to accommodate them to receive meals in the cafeteria.

Accommodations Needed: 
____ Nut free foods 

____ Seafood free foods 

____ No Milk/Dairy 

____ Texture Modified – Only for student with a medical diagnosis of dysphagia 

____ Pureed 

____ Mechanical Soft Chopped 

____ Mechanical Soft Ground 

____ Other: _______________ 

Name of Licensed Physician (Print):__________________________________________________________________________ 

Physician’s Signature:___________________________________________________________Date:_____________________ 

Address:______________________________________________________________________Phone:____________________ 

PLEASE RETURN TO SCHOOL NURSE 
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, and 
institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, religion, sex, disability, age, marital status, 
family/parental status, income derived from a public assistance program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or activity 
conducted or funded by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident.   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 State or local Agency that 
administers the program or contact USDA through the Telecommunications Relay Service at 711 (voice and TTY). Additionally, program information may be made available in 
languages other than English.  To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How to File 
a Program Discrimination 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, Mail Stop 9410, Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov.  USDA is an 
equal opportunity provider, employer, and lender.

School Nurse please send to mwarzon@wallerisd.net or kiverson@wallerisd.net       Updated 7/2025

http://www.ocio.usda.gov/sites/default/files/docs/2012/Complain_combined_6_8_12.pdf



