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SPECIAL MEALS 

 

If special meals are needed and requested, certification from a medical doctor must 

 

(1) Verify that special meals are needed and why. 

                           (2) Prescribe foods to be eliminated and what should be substituted. 
 

                Name of student for whom special meals are requested: 

 

                Student Name _______________________________           Grade______________ 

     

             School Site__________________________________________________________ 

 

             Reason for special Diet _________________________________________________ 

             _____________________________________________________________________ 

             _____________________________________________________________________ 

 

             List Food to be Eliminated:                                                    List Substitutes: 

             ________________________________                                __________________________ 

             ________________________________                                __________________________ 

             ________________________________                                __________________________ 

             ________________________________                                __________________________ 

             ________________________________    __________________________ 

    ________________________________    __________________________ 

  ________________________________    __________________________ 

 

        

                 I certify that the above named student is in need of special meals prepared as described  

              above. 

 

 

              ______________________________________                                              ___________ 

              Physician s Signature           Date 

   

 

              ______________________________________                                              ___________ 

               Parent s Signature                                                                                            Date 
 

 

 

 

 

 

This institution is an equal opportunity provider. 


