
All sections must be completely filled out for this form to be accepted. School Year:  2021-2022

 Student Name (Last, First): ____________________________________________________Date of Birth: ___/___/_____

 Campus:___________________________________________Grade: _________ Student ID: __________________
 Parent/Guardian Name (please print): _____________________________________________Phone:  _________________

 Email Address: _________________________________________________________
 Which meals will the child consume at school? (please circle)

Breakfast    Lunch     Will bring meals from home (no accommodations needed, only post alert)

 Signature: __________________________________________________________________ Date: _________________

 Signature: __________________________________________________________________ Date: ___________________

 Clinic/ Facility Name: ______________________________________________________   Phone: _____________________

 Address:  _____________________________________________________________________________________________

 Physician Name (please print):  _____________________________________________________________________________   Date: _________________

 Physician Signature: ____________________________________________________________________________________

 Medical Diagnosis (REQUIRED): ___________________________________________________________________________

 Does the child have a disability or anaphylactic/ life threatening food allergy?      Yes        No

 If yes, please list the major life activitites) affected by the disability: ___________________________________________________
 Check Foods to be Omitted:

 ____ Peanuts   ____ Tree Nuts   ____ Soy ____ All Soy Protein (oil, lecithin, etc.)  ____ Fish ____ Shellfish

 ____ Fluid Milk ____ Fluid Milk & Dairy (cheese, yogurt) ____ All Milk Protein (including baked goods) ____ Egg ____ Wheat/Gluten

 ____ Other (please be specific): ______________________________________________________________________________

 Can the student consume foods when the allergen is an ingredient in the food product? Yes        No
                      (example: whole eggs and scrambled eggs are omitted however egg as an ingredient in pancakes and waffles are allowed)

    Explain: _________________________________________________________________________________________________

 Texture Modification

    List foods that need the following texture modification.  If all foods need to be prepared in this manner, indicate "ALL".

    Bite size pieces: Finely chopped: Pureed:

    Other (please be specific): ________________________________________________________________________________

     Under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA) of 1990, a “person with a disability” is any person who has a 

physical or mental impairment that substantially limits one or more life activities, has a record of such an impairment or is regarded as having such an impairment.

       I certify that the above named student needs special dietary accommodations, as described above because of the student’s disability and/ or

      life threatening food allergy or food intolerance/allergy as indicated.

Send completed form to school nurse. Physician request forms MUST  be renewed each school year.  Any change or discontinuation must be submitted in 

writing by the physician.  The Child Nutrition Department may make food substitutions, at their discretion, for individual students who do not have a 

disability but who are medically certified as having a special medical or dietary need. Please allow 10 business days for processing. If you have questions 

about this form you may contact the Child Nutrition Department at 979-277-3750. 

Physician's Request for Dietary Accommodations

A. THIS SECTION TO BE COMPLETED BY PARENT / LEGAL GUARDIAN

     I give Brenham ISD Child Nutrition and/or Campus Nurse permission to speak with the Physician listed below to discuss the dietary needs described on this form.

B.  PARENT / LEGAL GUARDIAN CAN DECLINE ACCOMMODATIONS BELOW
   I,We _______________________________(Parent/Guardian) of _________________________(Student) DO NOT wish to participate in 

the BISD dietary accommodations program.  

C. THIS SECTION IS TO BE COMPLETED BY LICENSED PHYSICIAN

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA 
programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. Persons with 
disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they applied for 
benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages other 
than English. To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: How to File a Complaint, and at any USDA office, or write a letter addressed to 
USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by: mail: U.S. Department of 
Agriculture Office of theAssistant Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; fax: (202) 690-7442; or email: program.intake@usda.gov.


