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MEDICAL STATEMENT TO REQUEST
SPECIAL MEALS AND/OR ACCOMMODATIONS

1. School/Agency Name 2. Site Name 3. Site Telephone Number

4. Name of
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INSTRUCTIONS

School/Agency: Print the name of the school or agency that is providing the form to the parent.

Site: Print the name of the site where meals will be served (e.g., school site, child care center, etc.).

Site Telephone Number : Print the telephone number of site where meal will be served. See #2.

Name of Participant: Print the name of the child or adult participant to whom the information pertains.
Age of Participant: Print the age of the participant. For infants, please use date of birth.

Name of Parent or Guardian: Print the name of the person requesting the participant’s medical statement.
Telephone Number : Print the telephone number of parent or guardian.

Check One: Check ( ) a box to indicate whether participant has a disability or does not have a disability.

Disability or Medical Condition Requiring a Special Meal or Accommodation: Describe the medical
condition that requires a special meal or accommodation (e.g., juvenile diabetes, allergy to peanuts, etc.).
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