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MEDICAL STATEMENT TO REQUEST
SPECIAL MEALS AND/OR ACCOMMODATIONS

Child and Adult Care Food Program

1. Institution Name 2. Institution Address

3. Name of Participant 4. Age or Date of Birth

5. Name of Parent or Guardian 6. Telephone Number

7. Check One:

Participant has a disability or a medical condition and requires a special meal or accommodation. (Refer to instructions on
reverse side of this form.) Institutions participating in federal nutrition programs must comply with requests for special meals
and any adaptive equipment. A licensed physician must sign this form.

Participant does not have a disability, but is requesting a special meal or accommodation due to food intolerance(s) or other
medical reasons. Institutions participating in federal nutrition programs are encouraged to accommodate reasonable
requests.

Participant does not have a disability, but is requesting a special accommodation for meals. Institutions participating in
federal nutrition programs are encouraged to accommodate reasonable requests.

8. Disability or medical condition requiring special meals or accommodations:

9. Special meals and/or accommodation: (Describe in detail to ensure proper implementation. Use attachments as needed)

10. Signature of Parent or Guardian* 11. Printed Name 12. Telephone Number 13. Date

14. Signature of Medical Authority* 15. Printed Name 16. Telephone Number 17. Date

*A parent or guardian and alone

is acceptable for special medical or dietary needs that are not a disability.



I:\CNP\Forms\Special Dietary Needs\Medical Statement.docxPage 3 of 3 Revised 12/12/2014

Notice of Use of Protected Health Information
Effective Date: 4/14/2003

Institution Name:

HIPAA / PHI:

privacy and the protection of his/her health information are important to this facility. Under the Health Insurance

Information (P

this

notice carefully.

t your

This facility maintains an efficient and effective record-keeping system with policies and procedures that provide information about

ll abide

by our confidentiality policy.

If you think that some of the information on file as PHI is wrong, you may request in writing that it be changed or new information

be added.

-to- he sharing of any PHI is to

s is

This facility will share information which may include PHI with individuals, agencies, and/or teams who oversee this facility for

compliance, licensure, and inspections. Examples of these are: the Montana Child and Adult Care Food Program, County or State

Health Department(s), Indian Health Services, Tribal Health Departments, and the Montana Quality Assurance Bureau.

facility

maintain

If you have concerns about this notice, please ask the individual providing it. If that person cannot answer your questions, please

call the Montana Department of Public Health and Human Services (DPHHS) PHI Officer at 1-800-645-8408.

of

Health and Human Services, 200 Independence Avenue SW, Room 506-

-866-627-

7748. This facility will not retaliate in any way if you file a complaint.

ll be

Officer at (800) 645-8408 if I have further concerns.

Name of Participant:

Parent/Guardian Signature: Date:


