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Medical Statement for Children with Disabilities
Requiring Special Meals in the U.S. Department of Agriculture (USDA) Child Nutrition
Programs

This statement must be completed in its entirety and submitted to the school before any meal substitutions
can be made for children with disabilities. The parent/guardian should review this form annually and
initial and date if no changes are needed. Any changes require the submission of a new form signed by the

child’s physician.

Part I To be completed by parent/guardian. Please print

Child’s Name: Birth Date: [Male [JFemale
Parent/Guardian’s Name:

Work Phone: Home Phone:

Address: City: State: Zip:

In accordance with the provisions of the Health Insurance Portability Act (HIPPA) of the 1996
and the Family Educational Rights and Privacy Act (FERPA) I hereby authorize

(Nume of Physician)
T'o release such protected health information of my child as is necessary for the specific purpose
of special diet information to

(Name of School)
And | consent to allow the physician to freely exchange the information listed on this form and
in my child’s records with the school district as necessary. | understand that I may refuse to sight
this authorization without impact on the eligibility of my request for a special diet tor my child. |
understand that I may rescind permission to release this information at anytime except when the
information has already been released. My permission to release this information will expire on

{*Expiration date}

*Note: The recommended expiration date is for a period of one year so that updates to the
medical statement can be made in conjunction with the child’s annual physical.

Parent/Guardian Signature: Date:

Part Il To be completed by licensed physician. Please print
The Camneciicut State Department of Public Health defines a licensed phvsician as a docior of medicine or osteopathy.

A. Describe the patient’s disability and the major life activity atfected by the disability:

B. Does the disability restrict the individual's diet? []Yes [No
[ ves, the physician must complete C through F on the next page, sicn and stamp the form with the office name and
address.



. List foods to be omitted from the diet and foods to be substituted (attach specific diet
plan):
Note: A specific diet plan must be provided before the school food service program can
make any meal substitutions for the child.

D. List foods that require a change in texture. 11 all foods need to be prepared | this manner.
indicate “All™
Cut-up or chopped to bite-size pieces:
Finely ground:

Pureed:
E. List any special equipment or utensils needed:
F. Indicate any other comments about the child’s eating or feeding patierns:
Physician’s Name: Office Phone Number: -
Physician’s Signature: Date:

Office Stamp:

In accordance with Federal Law and US. Depariment of Agriculture policy, ihis institution is prohibited from
discriminating on the basis of race. color, national origin, sex, age, or disabilitv. TO file a complaint of
discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenwe, SW. Washington, D.C.
20250-9410 or call 800-795-3272 or 202-720-6382 (TTY). USDA is an equal opportunity provider and emplover.

The State of Connecticui Department of Education is committed to a policy of equal opportuniivaffirmaiive action

Sor all gualified persons and does not discriminate in anv emplovment praciice, education program, or educational
activity on the basis of race, color, national origin, sex, disabilitv, age, religion or any other basis prohibited by
Connecticnt state and'or federal nondiscrimination laws. Inguivies regarding the Depariment of Education’s
nondiscrimimaiion policies should be directed to the Egual Emploviment Opportunity Manager, State of Connecticul
Department of Education, 25 Industrial Park Road, Middletown, CT 06457 §60-807-210



