 (
MEDICAL STATEMENT FOR STUDENT 
REQUIRING SPECIAL MEALS
) (
MISSOURI DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION
MISSOURI SCHOOLS FOR THE SEVERELY DISABLED
P.O. BOX 480
JEFFERSON CITY, MO  65102-0480
)
	Name of Student
[bookmark: Text1]     
	Date of Birth
[bookmark: Text2]     

	Name of Parent(s)
[bookmark: Text3]     
	[bookmark: Text17]Telephone    Home      
[bookmark: Text4]                      Cell      

	School 
[bookmark: Text5]     
	School Telephone
[bookmark: Text6]     

	

	For Completion By Physician (M.D. or D. O. only):


	Identify and describe disability or medical condition, including allergies that requires the student to have a special diet.

	
	     



	

	
	
	

	
	
	

	Diet Prescription (Check all that apply):

	[bookmark: Check1]|_|   Diabetic (include calorie level or attach meal plan)
	[bookmark: Check6]|_|   Modified Texture and/or Liquids

	[bookmark: Check2]|_|   Reduced Calorie (include calorie level or attach meal plan)	
	[bookmark: Check4]|_|   Food Allergy  (describe):       

	[bookmark: Check3]|_|   Increased Calorie (include calorie level or attach meal plan)	
	[bookmark: Check5]|_|   Other  (describe):      

	
Food Omitted and Substitutions:
Use space to list specific food(s) to be omitted and food(s) that may be substituted.  You may attach an additional sheet if necessary.


	
	OMITTED FOODS
	
	SUBSTITUTIONS
	

	
	     



	
	     
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Indicate Texture:
[bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10]|_|  Regular	|_| Chopped	|_| Ground	|_| Pureed


	Indicate thickness of liquids:
[bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]|_|  Regular	|_| Nectar	|_| Honey	|_| Pudding


	[bookmark: Check15]|_|  Special Feeding Equipment
	[bookmark: Text11]     
	

	

	Additional Comments:
	[bookmark: Text12]     
	

	

	
I certify that the above named student needs special school meals as described above, due to the student’s disability or chronic medical condition.


	Physician’s Signature (M.D. or D.O. only)


	Telephone Number

[bookmark: Text14]     
	Date

[bookmark: Text16]     

	Physician’s Name (Print)

[bookmark: Text13]     
	Physician’s Address

[bookmark: Text15]     
	



	

	I hereby give my permission for the school staff to follow the above stated nutrition plan.


	Signature of Parent


	Date
     


The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, national origin, age, or disability in its programs and activities.  Inquiries related to Department programs and to the location of services, activities, and facilities that are accessible by persons with disabilities may be directed to the Jefferson State Office Building, Office of the General Counsel, Coordinator – Civil Rights Compliance (Title VI/Title IX/504/ADA/Age Act), 6th Floor, 205 Jefferson Street, P.O. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; fax number 573-522-4883; email civilrights@dese.mo.gov.
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