
In accordance with Federal law and U.S. Department of Agricultural policy, this institution is prohibited form discriminating on the 

basis of race, color, national origin, sex, age, or disability.  To file a complaint of discrimination, write USDA, Director, Office of 

Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call 800-795-3272 or 202-720-6382 (TTY).  USDA is 
an equal opportunity provider and employer. 

 

Childcare Learning Centers Nutrition Offices: (203) 323 – 5944 Ext 183 Fax (203) 327-1271 

64 Palmers Hill Road Stamford, CT  06902 
 

Medical Statement for Children without Disabilities 

Requiring Special Meals in Child Nutrition Programs 

Part I (To be filled out by School) 
 

Date: _____________   Name of Child: _____________________________ 
 

School Attended by Child: __________________________________________________ 
 

Part II (To be filled out by Recognized Medical Authority*) 
*A “recognized medical authority” is a professional recognized by the State of Connecticut Department of Public Health and includes 

physicians, physician assistants, doctors of osteopathy, and advanced practice registered nurses (APRN). 
 

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) to be substituted (Attach specific 

Diet Plan): 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Cultural Restrictions: 

________________________________________________________________________

________________________________________________________________________ 

 

Vegetarian please allow: 

________________________________________________________________________

________________________________________________________________________ 
 

Check what is applicable:   

� No Egg  � No meat of any kind � Tuna is ok    

� Fish is ok  � Turkey is ok  � Chicken is ok 
 

 

_________________      ________________________ 

            Date        Parent Signature 

 

_________________      ________________________ 

Date   Signature & Address/Stamp  

  of Medical Authority 


