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Please return this form to: ____________________________________________
Email: __________________________________  Fax: ______________________
Part 1 (to be completed by School District)
Date:  ___________________________________
Name of School District: Wilkinson County School District
Name of Student: ______________________________________________________________________
Student’s Address: _____________________________________________________________________
_______________________________________________ Student’s Date of Birth: __________________
School Attended by Student: _____________________________________________________________
School Address: _______________________________________________________________________
Part II (to be completed by a Medical Authority)
Patient’s Name: ________________________________________________________ Age: ___________
Diagnosis: ____________________________________________________________________________
____________________________________________________________________________________
Describe the medical or other special dietary needs that restrict the child’s diet:  ___________________
_____________________________________________________________________________________
_____________________________________________________________________________________
List food(s) to be omitted from the diet and food(s) that may be substituted:  ______________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Special equipment needed:  ______________________________________________________________
_____________________________________________________________________________________

______________________________                                    _______________________________________
                        Date                                                                                     Signature of Medical Authority
