
Page 1 of 2 

Diet Prescription Plan SY 2023-2024  Española Public Schools 

 

 

 

 

 

 

 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

 

2023-2024 

Española Public Schools 

Diet Prescription for Special Meals 

in the Child Nutrition Programs  
Date ___________  

 

Student’s Name ____________________________________   Age _________  

Describe the student’s (check one): _____Disability ___Medical Condition  

that requires the student to have a special diet and the major life activity affected 

by the student’s disability:  

Does the disability or medical condition restrict the student’s diet? Yes __No _____  

If yes, list food(s) to be omitted from the diet and food(s) that may be substituted (Diet Plan may 

be attached) and/or describe any adjustments that need to be made to the texture of foods:  

Is special eating equipment needed? If so, describe: 

(Breakfast, Lunch, Snacks)  

Parent/Guardian _____________________________Telephone ___________  

Is a registered Dietitian or Licensed Nutritionist consulting with the patient? If so, 

please list name and telephone number:  

_________________________________ Telephone ________________________  

_________________________________ Telephone ______________________ 
Physician’s Signature  

__________________________________ License Number __________________ 
Physician’s Name (PRINTED)  
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MEAL TIME GUIDE  

    

Diet Plan 

Prepared By____________________________   License NO._________________ Date ________ 


