ILD NUTRITI

Medical Statement for Children

Requiring Special Meals in Child Nutrition Program
*ATTENTION MEDICAL STAFF: PLEASE FAX THIS FORM TO 918-684-3766*

Part 1 (to be filled out by Parent/Guardian)

Name of Student: DOB:

Name of Parent/Guardian: Phone Number:

| hereby authorize the school district staff members to disclose my child’s protected health information to
the extent necessary for the protection, prevention of an allergic reaction, or emergency treatment of my
child. l understand that if there are ANY changes, ex: change in diet order from medical authority or my child
transfers schools within the district, it is my responsibility to alert the proper school officials of the changes.

Parent/Guardian Signature: Date:

Part |l (to be filled out by a recognized Medical Authority)
Diagnosis (include description of the patient’s medical or other special dietary needs that restrict the child’s diet):

List food(s) to be omitted from diet:

List food(s) that may be substituted (diet plan):

List foods that require a change in texture. (Cut up or chopped to bite-size pieces, finely ground or pureed)
If all foods need to be prepared in this manner, indicate. “All”

*For Questions please contact: Karah Lehman, Child Nutrition Services 918-684-3765

Signature of Recognized Medical Authority Phone Number Date

To file a complaint of discrimination, write USDA, Director, Office of Adjudication, 1400 Independ. Avenue, SW, Washington, D.C. 20250-9410, or call toll free (866)632-9992 (voice). Individuals
who are hearing impaired or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339 or (800) 845-6136 (Spanish). USDA is an equal opportunity provider and employe;

[ In accordance with federal law and United States Department of Agriculture (USDA) policy, thisinstitution is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability. ]
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