
May 17, 2018 

MEDICAL STATEMENT TO REQUEST 
SPECIAL MEALS AND/OR ACCOMMODATIONS 

PART 1 (To be completed by parent or guardian) 

1. School 2. Student ID # 3. Birthdate

4. Name of Child 5. Grade Level

6. Name of Parent or Guardian 7. Phone Number

_________________________________________________________ ___________________ 

Signature of parent or guardian        Date 

8. Indicate the meals/days your child eats in the school cafeteria:

Breakfast 

Monday Tuesday Wednesday Thursday Friday None 

Lunch 

Monday Tuesday Wednesday Thursday Friday None 

This medical statement is: Permanent (This medical statement will remain in effect during the time the student is enrolled. A 
new medical statement will be required to change any aspect of information provided 

  in this medical statement.) 

This medical statement is: Temporary (This medical statement will remain in effect for the current school year. A new medical 
 statement will be required annually.) 

PART 2 (To be completed by licensed healthcare professional*) 

9. Patient’s physical or mental impairment that restricts the child’s diet:

10. Explanation of Diet Prescription and/or Accommodation to Ensure Proper Implementation:
(Describe the patient’s condition and the major life activity affected by the condition related to the need for dietary modification) 
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11.    Indicate food texture for above child:   
(If participant does not need any modification, check “regular”.) 

 

 

 Regular   Chopped  Ground  Pureed 

12.  Foods to be Omitted and Appropriate Substitutions:   
(Attach additional sheets if needed) 

 

Foods To Be Omitted Suggested Substitutions 

     

  

  

  

  

  

  

 

 

 
 

13.    Adaptive Equipment to be Used: 

14.    Signature of State Licensed Healthcare Professional* 15.    Printed Name 16.    Phone Number 

 

17.    Date 

 

 

*For this purpose, a licensed healthcare professional may be a licensed physician, a physician assistant, a 
nurse practitioner, dentist, homeopathic physician, naturopathic physician, osteopathic physician (HNS# 11-
2015). 

 
 

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, sex, disability, age, 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 made 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: http://www.ascr.usda.gov/complaint_filing_cust.html, 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 mail: U.S. 
Department of Agriculture Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW 
Washington, D.C. 20250-9410; fax: (202) 690-7442; or email: program.intake@usda.gov. This institution is an 
equal opportunity provider and employer. 


