
Medical Statement for Special Diets for the 2025-2026 School Year
Medical Statements Must be Renewed Yearly by a Medical Authority and Can Only be Changed by a Medical Authority

Part I
Date: _____________________________________
Name of Student: ________________________________________________________________________________________________
Name of School District:   _______________Amite County School District___________________________________________________
School Attended by Student: _______________________________________________________________________________________

Part II (To be filled out by Medical Authority)
Patient’s Name; ______________________________________________________________________  Age: _______________________
Diagnosis:  ___________________________________________________________________________________________________________


Is the child considered a disable child? _____________________________________________________________________________________
 
If yes, Describe the individual’s disability and the major life activity affected by the disability__________________________________________

_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________

Does the disability restrict the individual’s diet? ______________________________________________________________________________

Describe the medical or other special dietary needs that restrict the child’s diet _____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

List foods to be omitted from diet and food(s) that may be substituted:  __________________________________________________________

_____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
Does the student require an epi pen for this condition? 
Special Equipment:





Date								Signature of Medical Authority


								Clinic Name 			Phone Number

Please return to the School Nurse
