
SY 2018-2019            
Physician Request for Special Diet Accommodations 

All sections must be complete before the form can be accepted. Accommodations may take up to 10 days to begin. 

 
Part II (To be filled out by licensed physician- M.D. or D.O. only) 
�3�D�W�L�H�Q�W�¶s Diagnosis:________________________________________________________________________ 
 
�,�V���W�K�H���P�H�G�L�F�D�O���F�R�Q�G�L�W�L�R�Q���D���G�L�V�D�E�L�O�L�W�\���W�K�D�W���U�H�V�W�U�L�F�W�V���W�K�H���V�W�X�G�H�Q�W�¶�V���G�L�H�W�":            Yes           No 
Under Section 504 of the Rehabilitation Act of 1973 and the American�V���Z�L�W�K���'�L�V�D�E�L�O�L�W�L�H�V���$�F�W���R�I���������������D���³�S�H�U�V�R�Q���Z�L�W�K���D���G�L�V�D�E�L�O�L�W�\�´���L�V��
any person who has a physical or mental impairment that substantially limits one or more life activities, has record of such 
impairment or is regarded as having such impairment. 
 
If yes, explain how the disability restricts their diet and the major life activities affected by the disability:  
________________________________________________________________________________________ 
 
Does the child have a life-threatening food allergy?: Y     N             If yes, has an EpiPen been prescribed? Y     N    
 
If yes to any of the above questions, Part III must be completed and signed by a licensed physician. If no was answered to the first 
two questions, accommodations are not required to be made by the Food & Nutrition Department and Part III is not necessary. 
 
Part III (To be 

mailto:nona.dasenbrock@dvusd.org


Instruction Page 
PURPOSE:  �7�R���U�H�F�R�U�G���W�K�H���V�W�X�G�H�Q�W�¶�V���F�R�Q�G�L�W�L�R�Q���U�H�T�X�L�U�L�Q�J���G�L�H�W�D�U�\���P�R�G�L�I�L�F�D�W�L�R�Q�V���R�I���V�F�K�R�R�O��breakfast and/or 
   �O�X�Q�F�K���D�Q�G���W�K�H���F�K�D�Q�J�H�V���Q�H�H�G�H�G���W�R���D�F�F�R�P�P�R�G�D�W�H���W�K�H���V�W�X�G�H�Q�W�¶�V���F�R�Q�G�L�W�L�R�Q. 
 
PREPARATION : 


