MEDICAL DIET – SCHOOL MEALS REQUEST FORM     
CHILD’S DETAILS
*Child’s Name………………………………………………….*Date of Birth………....…...* Male
 Female

*Address……………………………………………………………………………………………………………….

…………………………………………………………………………………*Post Code…………………………..   
PARENT / GUARDIAN DETAILS

*Contact Name……………………………………………………………………………………………………….
*Contact Address…………………………………………………………………………………………………….
(If different from above)

*Contact Phone Number…………………………………………………………………………………………….
In making this request for a medical diet, I acknowledge that whilst employees of the school will make every reasonable effort to comply with my child’s dietary requirements, this is not always possible because of manufacturers’ variations to food items, which are outside our control.

 *Signed………………………………………………………………………………………………………………..
DIETARY DETAILS

*Details of Special Dietary Requirements …………………………………………………………………………

………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………….

HEALTH PROFESSIONAL DETAILS

PLEASE NOTE - THIS FORM MUST BE SIGNED BY A HEALTH PROFESSIONAL

*Name of Doctor, Dietitian or Contact Health Professional……………………………………………………….   

*Signature of Doctor, Dietitian or Contact Health Professional…………………………………………………...
*Address………………………………………………………….. ……………………………………………………
……………………………………………………………………………*Tel No:……………………………………
Please return to the school office and a member of our catering team will contact you to discuss how our menu can be adapted to meet your child’s need.
*Mandatory – these need to be completed before a special diet can be provided.                                                                                                                   

