
 
 
 
Food Plan for Dietary Restrictions/Preferences ​r. 7/2019 

 
Child’s Name: _________________________________________________ 
 
 

If medication is required please complete the Allergy Emergency Plan 
 
 
 

List each food separately List appropriate food substitutes 

  

  

  

 
 
 

Signatures: 

 
Parent/Guardian 1: 
 
Phone: 
Date: 
 
Parent/Guardian 2: 
 
Phone: 
Date: 
 
 
Classroom Teacher: 
Date: 


