
                                                                                                            (Revised June 2013) 

 

River Road ISD Food Allergy Management Program 

FOOD ALLERGY SUBSTITUTION REQUEST 
 

Student’s Name: ___________________________________________________________          Age: __________  
 
School:  __________________________________________________________________            Grade: ________  
 
Disability (if any)________________________________________________________________________________ 
 
 
FOOD ALLERGY  Severe or life-threatening (anaphylactic) reaction 
 
Define allegy:___________________________________________________________________________________  
 
______________________________________________________________________________________________  
 
 
This section to be completed by Physician only:  
 
List of foods not allowed:                                                             List of foods to be substituted for foods not allowed:  
 

1.  ___________________________________          1. ________________________________________  
 

2. ___________________________________                     2. ________________________________________  
 

3. ___________________________________                     3. ________________________________________ 
            

 
I certify that the above student needs to be offered food substitutes as described above: 
 
Physician’s Name: ___________________________________________________  
 
Office Phone Number: _______________________________________  
 
 
____________________________________________________                   ________________________  
                        Signature of Physician                 Date 

 
 
 
 
 
I understand that if my child’s medical or health needs change, it is my responsibility to notify the school office.  This 
request will remain in effect until the school receives written notification from the parent/guardian. 
 
_____________________________________________________                  ________________________________  
                  Signature of Parent/Guardian     Date 

 
 
 
Copies to:  SCHOOL NURSE               CAFETERIA MANAGER            CAMPUS OFFICE 

 
 
 
 
Non-discrimination Statement:  This explains what to do if you believe you have been treated unfairly.  In accordance with federal law 
and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, national origin, 
sex. Age, or disability.  To file a complaint of discrimination, write USDA, Director, Office of Adjudication, 1400 Independence Ave., SW, 
Washington, D.C. 20250-9410 or call toll free (866)632-9992 (Voice).  Individuals who are hearing impaired or have speech disabilities 
may contact USDA through the Federal Relay Service at (800)877-8339; or (800)845-6136 (Spanish). USDA is an equal opportunity 
provider and employer. 


