SPECIAL DIETARY NEEDS
PHYSICIAN'S MEDICAL STATEMENT

Name Date of Birth

Circie the correct response. Does this patient nave a disability that affects herfhis dist?  Yes  or Mo

Circle the correct response. Did you refer this patientto a dietitian for dist consultation?  Yes ofr Na

Diagnosis ar Medical Condition

PLEASE MARK ALL AREAS BELOW THAT APPLY, SIGN AND DATE.

DIET RESTRICTIONS
Caloric Requirements for Diabetes 1200 1500 1800 2000 2200 Other

Caloric Requirements for Weight Gain 1500 1800 2000 2200 Other .
Caloric Requirements for Weight Loss 1200 150C .

500 1000 1500 2000 Other

N

Sadium Restriction . NAS 250
Fat Restriction and/or Cholesterol Restriclion
Other Restrictions ) )

FOQD ALLERGIES o
Food(s) Patient Can Mot Have Substitutions
TEXTURE CONSISTENCIES _
Solids Liquids
Regular Chopped Regular e
Mechanicatl Soft ‘ Nectar/Syrup
with ground meat I
Honey
Pudding e

Mechanical Soft
with chopped meat

L ORSTE

NUTR%T%ON}-\L SUDPLEMENTS TC BE PROVIDED AT SCHGO
Qral Feedings

to meais. if anindividuaihas @ disatiing con
ian’s statementis requirad. Scheols of siiss may

the regular meal because of medical or other sceciai gi
dicine (DO}, regis

sures disabied individuals access

Secticn 504 of the Rehabilitation Act of 1473 as
physic

that limits one or mere major fife activities and requires a special diet, a
substitutions for nen-disabled individuals who are unable to consume ! SOPI py
neads. A statement from a recagnized medical authority, 8., 8 medical dociar (MO}, doctor of ostepathic me

o s b o . A .
nurse (RN), physician’s assistant { PA), nurse practitioner {RNC) or registered dietitian (RD) is required.




