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Medical Statement for Children without Disabilities 

Requiring Special Meals in Child Nutrition Programs 
 
Part I (To be filled out by School) 
 
Date: ______________________________ Name of Child:_________________________________ 
School Attended by Child: ___________________________________________________________ 
 
Part II (To be filled out by Medical Authority) 
 
Patient’s Name: ___________________________________________________ Age: ____________ 
 
Diagnosis: ________________________________________________________________________ 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 
 
Describe the medical or other special dietary needs that restrict the child’s diet: 
________________________________________________________________________________
________________________________________________________________________________ 
 
List food(s) to be omitted from the diet and food(s) to be substituted (Diet Plan): 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 
 
List foods that require a change in texture: 
 Cut up or chopped to bite-size pieces: ____________________________________________ 
 Finely ground: _______________________________________________________________ 
 Pureed: ____________________________________________________________________ 
 
Special Equipment Needed: 
________________________________________________________________________________
________________________________________________________________________________ 
 
Date ___________________ Signature of Medical Authority ________________________________ 
 
The U.S. Department of Agriculture (USDA) prohibits discrimination in all its programs and activities on the basis of race, 
color, national origin, gender, age, or disability.  (Not all prohibited bases apply to all programs.)  Persons with disabilities 
who require alternate means for communication of program information (Braille, large print, audiotape, etc.) should 
contact USDA’s TARGET Center at (202) 720-2600 (voice and TDD).  To file a complaint of discrimination, write USDA, 
Director, Office of Civil rights, Room 326-W, Whitten Building, 1400 Independence Avenue, SW, Washington, D.C. 20250-
9410 or call (202) 720-5964 (voice and TDD), USDA is an equal opportunity provider and employer. 
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