
Alvin Independent School District 
Student Diet Modification Form 

Student’s Name (Last, First):___________________________________________ Date of Birth:_____________________  
School:_______________________________  Student ID#:  _______________   

Note: This form does not need to be filled out yearly. Fill out a new form only if food modifications have changed since 
last form was submitted.  

I give Child Nutrition Services consent to make modifications to my child’s meals.  I further authorize Child Nutrition 
Services and/or School Nurse to speak with the Physician/Registered Dietitian listed below to discuss the dietary 
needs described on this form.  ___________________________________________        Date:______________________ 

Parent/Guardian Signature  

Phone Number: _________________________________       Email: ___________________________________________ 

The U.S. Department of Agriculture School Meals Program requires that ALL QUESTIONS BE ANSWERED in order for ANY 
diet modification or substitution to be made in school meals. 

Which meals will the student eat from the school cafeteria? (check all that apply) 
     Breakfast      Lunch      CACFP Supper*        Summer        None (if student does not eat from the cafeteria, modifications will not be arranged) 

Does the child have a life-threatening food allergy? (check box)             No          Yes    (If yes, Physician completes section A) 
Does the child have a Disability requiring diet modification? (check box)       No     Yes    (If yes, Physician completes section B) 

Sections A and/or B To Be Completed By A Licensed Physician 
Section A:  Life-Threatening Food Allergy  
Alvin ISD cannot honor this document unless SPECIFIC SUBSTITUTIONS are listed below. 
Life-Threatening Food Allergy (check all foods to be omitted from diet): 
     Eggs      Fish     Peanuts      Shellfish       Soy (includes any product containing soy bean derivatives)         Tree nuts       Wheat         
     Milk (casein/whey allergy)       Sesame        Other:                    
Specify:__________________________________________________________________________________________ 

Can the student consume foods where the allergen is an ingredient in a product (please specify)?   Yes               No 
 (i.e. Can consume eggs in baked goods, but not scrambled eggs) 
Explanation:_________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
Safe Food Substitutes: ________________________________________________________________________________ 
Please note that this section is only for those allergens which cause an anaphylactic reaction. This form is not for food sensitivities, mild to moderate food 
intolerances, testing for allergies through exclusion diets, or life-style choices. Alvin ISD cannot honor this Medical statement unless specific substitutions are listed.  
 

Section B:  Disability  
Disability: _______________________________________________________________________________________ 
Major life activity affected by the disability (check all that apply): 
     Breathing  Seeing           Speaking              Performing manual tasks          Learning      
     Eating  Hearing                         Walking           Caring for one’s self                   Other:_______________ 

Type of Diet:          Regular          Soft Mechanical       Chopped          Blended          Pureed         Other: ______________  
 

Name of Licensed Physician or Registered Dietitian (print): ________________________________________________ 
Physician’s or RD Signature: ___________________________________________________________________________ 
Address: ____________________________________________Date:__________________Phone:________________ 
PLEASE RETURN FORM TO THE CHILD NUTRITION OFFICE  Questions?  Contact Child Nutrition Services at 281-245-2277 
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering 
USDA programs are prohibited from discriminating based on race, color, national origin, religion, sex, disability, age, marital status, family/parental status, income derived from a public assistance program, political beliefs, 
or reprisal or retaliation for prior civil rights activity, in any program or activity conducted or funded by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident. 
Persons with disabilities who require alternative means of communication for program information (e.g., Braille, large print, audiotape, American Sign Language, etc.) should contact the State or local Agency that 
administers the program or contact USDA through the Telecommunications Relay Service at 711 (voice and TTY). Additionally, program information may be made available in languages other than English. 
To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How to File a Program Discrimination Complaint and at any USDA office or write a letter 
addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by: (1) mail: U.S. 
Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Mail Stop 9410, Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov. 
USDA is an equal opportunity provider, employer, and lender. 

Revised 1/26 School Year ______--______ 


