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MEDICAL STATEMENT TO REQUEST
SPECIAL MEALS AND/OR ACCOMMODATIONS 22-23 SY

1. School or Agency 2. Site Nama 3. Site Phone Number
4. Name of Child or Participant 5. Age or Date of Birth
6. Name of Parant or Guardian 7. Phone Number
8, Description of Child or Partlcipant’s Physlcal or Mental Impairment Affected:
9. Explanation of Diet Prescription andlor Accommeodation to Ensure Proper Implementation:
10. Indicate Food Texture for Above Child or Participant:

D Regular D Chopped [:i Ground E:] Puread
11. Foods to be Omiited and Appropriate Substitutions:

Foods To Be Omitted Suggested Substitutions

12. Adaptive Equipment to be Used:
13. Signature of State Licensed Healthcare Professional*| 14. Printad Name 15. Phone Number 16. Date

*For this purpose, a state licensed healthcare professional in California is a licensed physician, a physician assistant,
or a hurse practitioner.

The information on this form should be updated to reflect the current medical and/or nutritional needs of the participant.

In accerdance with federal civil rights law and
U.S. Department of Agriculture (USDA} civil
rights regulatiens and policies, this institution is
prohibited from discriminating on the basis of
race, color, national origin, sex {including
gender idantily and sexual orientation),
disability, age, or reprisal or retaliation for prior
clvil rights activity,

Program information: may be made available in
languages other than English. Persons with
dirahiliting whn raniiira aitarnative maans af




