
GRAVES COUNTY SCHOOLS MEAL ACCOMMODATIONS FORM  

 

PART A: TO BE COMPLETED BY A PARENT/GUARDIAN.  
Student Name:  Date of Birth:  Grade Level:  
School:  Today’s Date:  
PART B: TO BE COMPLETED BY A HEALTHCARE PROVIDER.  
(Medical Doctor- MD, Osteopath-DO, Advanced Practice Registered Nurse- APRN, Physician Assistant- PA, Registered 
Dietitian – RD)  Please check all that apply in this section.  
⃞   Food Allergy Diagnosis:  
 
⃞   Food Intolerance Diagnosis:  
 
⃞   Food Allergy that can lead to anaphylaxis (student must have emergency/rescue medication at school) 

List all ALLERGIES or food intolerances to avoid.  Please be SPECIFIC.  
  

List all dietary RESTRICTIONS or special diets. 
  

Recommended food alterations for allergies/intolerances listed above.  
  

List foods that need the following change in texture or cooking.  If all foods need to be prepared in this manner, indicate 
“ALL”.  
  
Cut up/chopped:  
   
Finely ground:  
   
Pureed:  
 
Specific type of cooking preparation:  

Indicate any other comments about the child’s eating, feeding patterns, or feeding techniques.  

Parent/Guardian Name (Print):  Signature:  Date:  
Healthcare Provider Name (Print):  Signature:  Date:  
Healthcare Provider Office Address:   
  

Healthcare Provider Office Number:  Healthcare Provider Fax Number:  
TO BE COMPLETED BY PARENT/GUARDIAN:   
Reviewed By:  Date:  
Reviewed By:  Date:  
Reviewed By:  Date:  

USDA is an equal opportunity provider, employer, and lender.  

https://www.education.ky.gov/federal/SCN/Pages/USDANondiscriminationStatement.aspx

