
Medical Statement for Students with Special Nutritional NeedsMedical Statement for Students with Special Nutritional NeedsMedical Statement for Students with Special Nutritional NeedsMedical Statement for Students with Special Nutritional Needs    forforforfor    SchoolSchoolSchoolSchool    MealsMealsMealsMeals    

Halifax County Schools              9525 Hwy 301 South • PO Box 468 • Halifax, NC 27839                 252.583.5111 
Ron Alexander, Interim Child Nutrition Director 

Part APart APart APart A    (To b(To b(To b(To be completed by Parent/Ge completed by Parent/Ge completed by Parent/Ge completed by Parent/Guardian)uardian)uardian)uardian)    

Name of Student: (Last) ___________________ (First) _______________________ (Middle) ____ 

Student ID # _______________ School ____________________________________ Grade ______ 

Will student eat breakfast at school?                 
� Yes   �  No 

Will student eat lunch at school?           
� Yes   �  No 

Will the student eat snack in the after school 
program?  � Yes   �  No 

Name of Parent/Guardian: ______________________________________________________________ 

Mailing Address: _________________________ City: ________________ State/Zip: __________ 

Phone number(s): _______________ (W) _________________ (H) ________________ (Cell) 

Does the child have an identified disability?  � Yes �  No 

If yes, describe the major life activities affected by the disability: 

Does the child have special nutritional or feeding needs?                                           
� Yes   �  No 

If Yes, have a licensed physician complete Part B of this form and sign it. 

If the child does not have an identified disability, does the child 
have special nutritional or feeding needs? 
� Yes   �  No 
 

If Yes, have a licensed physician or recognized medical authority 
complete Part B of this form and sign it. 

 

signature of parent/guardian 

 

printed name 

 

telephone number 

 

date 

Part BPart BPart BPart B    Diet OrderDiet OrderDiet OrderDiet Order    (To be completed by Physician)(To be completed by Physician)(To be completed by Physician)(To be completed by Physician)    

Specify any dietary restrictions or special diet:: 

 

List any foods that cause food allergies or intolerances that should be avoided: 

If student has life threatening allergies, check appropriate box(es):  �ingestion    �contact     �inhalation 

Designate consistency requirements for food: 

Blenderized Liquid   �           Puree     � 

Mechanical Soft        �           Soft       � 

Designate consistency requirement for liquids: 

Thin                 �           Nectar-thick     � 

Honey-thick     �           Spoon-thick     � 

For any special diet, list specific foods to be omitted and suggested substitutions; You may attach a separate page with additional information. 
a. Foods To Be Omitted b. Suggested Substitutions 

  

  

  

Indicate any other comments about the child’s eating or feeding patterns: 

 

 

 

signature of physician/medical authority* 

 

printed name 

 

telephone number 

 

date 

* A licensed physician’s signature is required for participants with a disability. For participants without a disability, a licensed physician 
or medical authority must sign the form. 

Part C  (To be completed by Part C  (To be completed by Part C  (To be completed by Part C  (To be completed by Child Nutrition ServicesChild Nutrition ServicesChild Nutrition ServicesChild Nutrition Services))))    

Child Nutrition Services Notes: 
 

CN Administrator Signature: _________________________________    Date: ______________________ 

“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.  To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (800) 795-3272 or 

(202) 720-6382 (TTY).  USDA is an equal opportunity provider and employer.” 


