
I certify that the above named student needs to be offered food substitutions as described above because of the student's dis ability/life threatening  food  allergy or food  
intolerance/allergy as indicated.  

Name of Medical Authority: 
(PLEASE PRINT) 

MD DO RD PA NP SLP 

Prescribing Physician/Medical Authority Signature: 
(SIGNATURE) (DATE) 

Phone Number:  

School  Nurse/Office  Personnel  USE ONLY 
�0�D�Q�D�J�H�U�¶�V 

�0�D�Q�D�J�H�U�¶�V Name: 
Phone School 

Email: Number: Name & Number:  

School RN School RN School RN 
Name: Phone Number: Email:  

This institution is an equal opportunity provider. Revised: 08/2022 

1. Parent/Guardian: complete Section A. Sign and date form (required for processing)
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