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PHYSICIAN'S REQUEST FOR MEAL MODIFICATION 

 
 

Student’s Name:                      ID #:____________ Date of Birth:  __/__/__ School/Grade: __________ 

Parent/Guardian’s Name (print):                       Daytime Telephone: __________________ 
 
Students with a disability or medical condition that requires a meal modification/accommodation are eligible for prescribed 
menu modifications in the School Breakfast and Lunch Program. Meal modifications/accommodations must be prescribed 
by a licensed physician, nurse practitioner, or physician’s assistant* and the required dietary regimen must be specified. 
 

HEALTHCARE PROVIDER* USE ONLY 
 The student has a disability that requires a meal modification/accommodation. A licensed physician must sign 

this form. 
 
1. Describe the disability or medical condition requiring a meal modification/accommodation: ________________________ 
__________________________________________________________________________________________________________ 
 

2. ICD 10 Code   ____________ 
 

3. Specify the student’s required menu modifications/accommodation. Include change in texture, food preparation, etc.: 
_________________________________________________________________________________________________ 
 
4. List foods or beverages that the student cannot consume:_____________________________________________________ 
___________________________________________________________________________________________________________ 
 
5. List the foods or formulas that can be substituted: __________________________________________________ 

 HEALTHCARE PROVIDER* USE ONLY 
 The student does not have a disability but is requesting a meal modification/accommodation due to medically 

diagnosed food intolerance or other medical reasons.  Food preference requests are not an appropriate use of this 
form. A licensed physician, physician’s assistant, or nurse practitioner must sign this form.   
 
1.  Describe the medical condition requiring menu modification/accommodation:  _________________________________ 
__________________________________________________________________________________________________________ 
 
2. Specify the requested menu modifications/accommodations for the student:_____________________________________ 
_________________________________________________________________________________________________________ 
 
3. List foods or beverages that the student cannot consume:____________________________________________________ 

___________________________________________________________________________________________________________ 
 
4. List the foods or formulas that can be substituted: ______________________________________________________ 
________________________________________________________________________________________________ 
 
 
*Medical Authority Signature: __________________________ Printed Name: _______________________ Date: ______ 

 Address: ________________________________________   City: ______________________ State: _______ 

Office Phone: _____________________________________    Fax: ________________________________ 

*A physician’s signature is required for students with a disability.   
For students without a disability, a licensed physician, physician’s assistant, or nurse practitioner may sign this form. 
 
 
Parent/Guardian Signature: _______________________________________ Date: _________________________ 
 
Copy to: School Nurse, Dept. of Nutrition Services Dietitian, School Nutrition Services Mgr.  

                                                                                        


