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RELEASE OF INFORMATION 
FOR VERIFICATION OF A DIETARY DISABILITY/ALLERGY  

 
 
*Student will complete this page and provide it to their clinician. The clinician will 
complete the verification form.  
 
 
 
 
 
 
 
 
 
 
 
Check the applicable box below to determine how SAS will receive the verification 
form:  
 

��  Please return the completed verification form to client/student.  
 

��  
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STUDENT ACCESSIBILITY SERVICES 
DOCUMENTATION FOR A MEAL PLAN ACCOMMODATION   

 
 
Please complete the form below to assist SAS in determining appropriate and 
reasonable disability accommodations for dining services . To be considered for a  dining 
services/meal plan  accommodation due to allergies  or a medical disability , FAU 
�l�N�k�q�V�l�N�m���L�a�J�q�^�N�_�p�A�p�V�a�_���a�S���p�U�N���m�p�q�L�N�_�p�¯�m���J�q�l�l�N�_�p���J�a�_�L�V�p�V�a�_���S�l�a�^���p�U�N���p�l�N�A�p�V�_�T���]�V�J�N�_�m�N�L��
clinical professional or health care provider.  
 
This form should be completed ONLY by the clinician /provider .  
 
Important : Please note, changing an existing document after it has been signed, faking 
a signature, or making a false document are all considered to be a forgery.  
 

 

CLINICIAN NAME (PRINTED): _____________________________________________________    

SIGNATURE OF CLINICIAN: ______________________________________________________ 

CREDENTIALS: _____________________    SPECIALTY: _______________________________ 

LICENSE/CERT. #
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  If Yes, how long? ______________________   
 

4. Patient is allergic to:  (Please check all that apply or N/A if the disability is not an 
allergy ) 
 
Dairy ___   Eggs ___   Wheat/Gluten ___ 

 
Peanuts ___   Shellfish ___   Soy ___ 

 
Tree Nuts ___  N/A   ___    Other (please specify)  

 
__________________ 

 
5. What meal plan accommodation is needed and why?  

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 
6. Please describe the type, severity , and frequency of symptoms experienced by 

this student and how the disability interferes with the student participating in the 
�4�_�V�v�N�l�m�V�p�y�¯�m���^�N�A�]���i�]�A�_���A�_�L�•�a�l���N�A�p�V�_�T���V�_���p�U�N���4�_�V�v�N�l�m�V�p�y�¯�m���L�V�_�V�_�T���S�A�J�V�]�V�p�V�N�m�• 

 
__________________________________________________________________________ 

 
__________________________________________________________________________ 

 
__________________________________________________________________________ 

 
7. Specify the level  of sensitivity for food allergies. Check all that apply.    

             
  ___ Life threatening/anaphylaxis (Student carries an epi -pen) 

          ___ Due to airborne contact  
        ___ Due to cross-contamination  
          ___ Due to ingesting food, only  
         ___ Other (please specify) ______________________________________     
      
   ___ High sensitivity, no anaphylaxis  
           ___ Due to airborne contact  
           ___ Due to cross-contamination  
           ___ Due to ingesting food, only  
           ___ Other (please specify) ______________________________________ 




