
Please return signed form to foodallergy@dentonisd.org 

Name of State Licensed Health Care Provider:   □MD □DO □RD □PA □NP □SLP 

State Licensed Health Care Provider’s Signature:   

Clinic Name:  Phone Number:  Fax:   

 

Denton ISD Child Nutrition DIETARY REQUEST FORM 
 

Please note: A completed dietary request form is the ONLY record Child Nutrition receives and uses to document special dietary needs. 
 

□ NEW MEAL MODIFICATION □ CHANGE CURRENT MEAL MODIFICATION □ DISCONTINUE MEAL MODIFICATION 
 

 

A. TO BE COMPLETED BY PARENT/LEGAL GUARDIAN: 
Date: Student 

Name: 
ID Number: Date of Birth: 

Current 
School: 

Parent or 
Guardian: 

Phone Number: 

Will your child be eating meals prepared by the school cafeteria? □ Yes     □ No 

I understand that it is my responsibility to submit a new form anytime changes occur (i.e., student’s medical or health needs changes). To remove allergy restrictions from this 
student’s account, the parent/guardian must submit a signed note or send an email stating that the student no longer has the food allergy/intolerance. Phone number and 
parent/guardian signature must be included. 

 
I give Denton ISD Child Nutrition permission to speak with the below named physician or recognized medical authority to discuss dietary needs prescribed below. 

 
Parent/Guardian Signature: Date: 

 B. TO BE COMPLETED BY THE STUDENT’S TREATING PHYSICIAN (PLEASE PRINT):  

Please note: Child Nutrition will attempt to accommodate non-life-threatening food allergies or intolerances but reserves the right to modify the menu based on product 
availability. 

 
Please check all items to be omitted due to food allergies: 

 
Dairy 
□ Fluid dairy milk 

• Please select an appropriate substitution 
    Lactose Free Milk  
    Soy Milk           

□ Cheese 
□ Yogurt 
□ All dairy products 
□ All menu items with milk as an ingredient 

 

Wheat/Gluten 
□ Gluten (wheat/barley/rye)   

 

 

 
Eggs 
□ Whole eggs (i.e. scrambled, hard-boiled) 
□ Egg whites 
□ All menu items with eggs as an ingredient 

Corn 
□ Whole corn 
□ All menu items with corn as an ingredient 

 
Nuts/Seeds 
□ Peanuts 
□ Tree nuts 
□ Sesame 

 
Soy 
□ Whole soy (i.e. tofu, edamame) 
□ All menu items with soy ingredients 

 
Fish/Shellfish 
□ Fish 
□ Shellfish 

Other: 
_______________________________ 
 

Religious Preference/Personal 
Beliefs Food Restrictions: 
_______________________________ 

 C. PHYSICIAN INFORMATION:  
 

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex 
(including gender identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity. Program information may be made available in languages other than English. Persons with disabilities 
who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that administers the 
program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.To file a program discrimination complaint, a Complainant should 
complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P- Complaint-Form-0508-0002-508-
11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written 
description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or 
letter must be submitted to USDA by: mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; or fax: (833) 256-1665 or 
(202) 690-7442; or email: Program.Intake@usda.gov This institution is an equal opportunity provider. 
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