School District_____________________________________

Campus Name_____________________________________

PHYSICIAN’S STATEMENT

I, ____________________________________, physician for

   Physician’s Name

______________________________, declare the herein mentioned child to

Child’s Name

possess the following listed food allergies and/or special dietary need.  Alternate foods

should be offered at school in accordance with the following guidelines.

Signed,

___________________________________

Physician’s Name

__________________________________________

Clinic Name

__________________________________________

Address

__________________________________________

__________________________________________

__________________________________________

Telephone

Food Allergy OR Special Diet                                      Alternate Feeding Guidelines

In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability (Not all prohibited bases apply to all programs).  To file a complaint of discrimination, write USDA, Office of Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call 800.795.3272 (voice) or 202.720.6382 (TTY).  USDA is an equal opportunity provider and employer.

White Copy – Office / Pink Copy – School Nurse / Gold Copy – Cafeteria

