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        ROCK-WALWORTH COMPREHENSIVE FAMILY SERVICES INC. 

HEAD START AND EARLY HEAD START®
Serving Rock & Walworth Counties
PARENT/GUARDIAN DIETARY RESTRICTION REQUEST
Class Code: _________   Child’s” DOB: _________________   DATE of request: __________________
I, ___________________________________, parent/guardian of ________________________________
           Please print first and last name



                Please print first and last name

am requesting the following dietary restriction _________________________________________________
This is for: (check)
· Religious Reasons

· My child is not allergic, but this particular food tends to make him/her ill or uncomfortable

· My child : _____________________________________________________________________

_______________________________________________________________________________________

Please describe reason briefly:
Parent/Guardian signature: _______________________________________________
Date: _________

If your child is restricted from any food or food group by your child’s regular physician, then Head Start/Early Head Start staff will want to develop an Individual Service Plan for your child and we will need a doctor’s note stating the restriction. If your child is allergic to any food, we will ask your child’s doctor to fill out the Allergy Restriction Request form.  We will need your doctor to be as specific as he/she can be and suggest alternative foods if possible. In cases where a child is a vegetarian, we will follow an alternate menu cycle that will include as many typical products eaten by the other children as possible.
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1221 Henry Avenue
Beloit WI  53511
(608) 299-1500
Fax:  (608) 299-1629
