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MEDICAL STATEMENT TO REQUEST
SPECIAL MEALS AND/OR ACCOMMODATIONS

1. School : 2, Site Name "3. Site Phone Number
4. Name of Child 5. Age of Child
6. Name of Parent or Guardian o 7. Phone Number

8. Description of Child's Physical or Mental Impsirment Affected:

9. Explanation of Dief .Prescripﬁon andlor Accommodation to Ensure Proper implementation:

10. Indicate Food Texture for Above Child:

[] Regular K Chopped - [l eround [C] pureed
11. Foods to be Omitied and Appropriate Substitutions:

Foods To Be Omltted Suggested Substitutions

12. Adaptive Equipment to be Used:

13, Signatise of Stfe Licensed Healthicars Professional’ | 14, Printsd Name

*For thilé purpose, a state licen;ed healtheure pmfesslonal in Callfomla is a Ilmud phplclan a physlelan asslshnt,
or a purse pncﬁlloner

The Informaﬂon on- ihis form should he updahd to nﬂoet the current mediul andlor nulrltloml noeds of tha particlpant

Inaonmdanoewlm Faderalchmrlgm:shwand U.S Deparnnmtomgﬂwlm(uswdvnﬁgh?srewhﬂummdpoidss meUSDA.ilsagemles.
offices, and employees, and instiutions partic pamgmoradmmlstadngUSDApmgrammpmhiblbdﬁnmdlwﬂnﬂmﬁmbasedonraee.oobr.mﬂunl
orlgln,wc.duablily aga orrepma!urdaﬁaﬁonhtpﬂwuﬁlrhhtsacﬁﬂlylnanypmgmmwaeﬂvllym&ﬁadorﬁmdedbyUSDA. )

Persons wﬁh cisabiiiles'who roqulre allamativa means ofomnnwmattonfurpmgram hfonnaﬂon (e.g. Brallc large pﬂm sudiotape, Amerlcan Slgn
Language.m),shouldconmtangémy(StateorIoeal)Mhereﬂiey d for benefits. IndeuuhMtomdeaf hard of hesating or heve spsech
disabliities may contact USDA lhmughlhe Federal Relay Service at (000) 877-3339 ‘Additionally, jprogrem information may be made availabie in
.languaaas other than Enoﬁsh

To ﬂleapmgmmomnphht of dlsedmlmﬁon.cnmpletemausm Program Disctimination Complaint Form, (AD-3027)fomd onfine at:

tp:/fy Bscr.usds. gov/complal : I, and &t any USDA offics, or wiile a letier addiessed to USDA and provide In the letter all of the
mfomﬂtiomequadndlnhaform Tomqusstaeopyofheemapuntfonn call (866) 632-9092. Submit your complated form or letter to. USDA by meil:
U.5, Department of Agriculture Office of the Assistant Secfetary for Civil Rigms 1400 independence Avenue, SW Washington, D.C: 20250-8410; fax:
{202) 680-7442; or pmall; mmm@@ym.ggy_ Thie institution is &n equél opportunlty provider,
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INSTRUCTIONS
1. School: Print the name of the school that is providing the form to the parent,

2. Site: Print the name of the school site where meals will be served.

3. Site Phone Number: Print the telephone number of site where meal will be served.

4. Name of Child: Print the name of the child to whom the informiation pertains.

5. Age of Child: Print the age of the child.

6. Name of Parent or Guardian: Print the name of the person requqsting the child’s medical statement.

7. Phone Number: Print the telephone ntimbet of parent or guardian. }
8. Description of Child’s Physical or Mental Inpairment Affected: Describe how the physical or mentai

impairment restricts the child’s diet.

8. -Explanation of Diet Prescription and/or Accommodation to Ensure Proper Impleméritation: Déséribe a
specific diet or accommodation that has been prescfibed by the state healthcare professiornial,

10. Indicate Texture: If the participant does not need any madification, chéck "Regular”,

11. Foods to be Omitted: List specific foods that must be omitted (e.g., exclude fluid milk).
Suggested Substitutions: List specific foods to include in the diet (e.g., calcium-fortified juice).

12. Adaptive Equ_lpment to be Used: Describe specific equipment required to assist the child with dining (e.g., sippy
cup, large handled spoon, wheel-chair accéssible fumiture, etc.). :

13. Signature of State Licensed Healthcare Professional: Signature of state licensed healthcare professional
requesting the special meal or accommodation.

14. Printed Name: Print name of state licensed healthcare professional.
15. Phone Ni.qmberﬁ Telephone humber of state licensed healthcare professional.

16. Date: Date state licensed healthcare professional signed form.

itations are from Section 504 of the Rehabilitation Act of 1973, Americans with Disabilities -

Act (ADA) of 1990, and ADA Amendment Act of 2008:

A person with & disability is defined as any person who has a physical or mental impairment which substantially limits one or

more major {ife sictivities, has a record of such impairment, or.Is regarded:as having suth animpaiment.

Physical or mental Imbalrment means (a) any physiolqgicai disorder or condition, cosmetic disfigurement, or anatomica! loss
affecting one or. more of the following body systems: neuralogical; musculoskeletal; special sense organs; respiratory: speech
organs; cardlovascular; reproductive, digestive, geritto-urinary; hemic and lymphatic; skin; and endocrine; o (b) any mental or
Peychelogical disorder, such as mental retardation, organic brain syndrome, emotional or mental ilivess, and specific leaming
Major Iife activities inclids, but are niot linited o, caring for onesel, perforining rianual tasks, sesing, hearing, eafing, slesping,
o

walking, standing, iing, bending, speaking, bresthing, learming, reeding, conenrating, thinking, comtrunicating, and working
Major bodlly functions have been added to mejor i actvitis and indiude the functions of the irmine system; normeal Gell
growth; and digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions.

“Has a record of such an Impairment” means a pa’fsdn has, or hasbeen classified (or misclassified) as having, a history of

mental or physical Impaiment that substantially limits one or more major life activities.



