
Policy and Procedures Manual Mississippi Child Nutrition Programs 

Exhibit 6.3. Medical Statement for Non-Disabled Child 

Mississippi Department of Education 
Office of Child Nutrition 

Medical Statement for Non-Disabled Child 

Part I (to be completed by School District/School/Organization/Sponsor) 
Date ---------------------
Name of School District/School/Organization/Sponsor _______ __________ ________ ___ _ 

Name of Student/Individual 

Address ____ ____________________________________________________ _ 

---------------------------------------DateofBirth ______ ___________ _ 

School/Provider/Center Name ----------- ----- --------------------- -----------
School/Provider/Center Address ------------------------------------------ --- -
Part II (to be completed by a Medical Authority) 

Patient's Name ___________________________ ____________ Age. _ ____________ _ 

Diagnosis _________ __________________ ___________ _________________ __ _ 

Describe the medical or other special dietary needs that restrict the child's diet. _ _____ _____ ____ _ 

If yes, list food(s) to be omitted from diet and food(s) that may be substituted _________________ ___ 

Special equipment needed. _ _______________________________ __________________ _ 

Date 

Section 6-Students With Special Dietary Needs 
9/2000 

Signature of Medical Authority 
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