Sample Format


__________________________ Center

Address
Telephone Number
POLICY FOR MILK INTOLERANCE
Physician’s notes shall be submitted at the beginning of every school year.  The information on the physician’s note shall include:

1. Student’s name

2. Reason why milk consumption by the child is not recommended. (i.e; No milk.  Child has asthma and the consumption of milk complicates the child’s condition.  Please substitute.)
3. Physician’s signature and date
For physician’s note that state that soy milk may be substituted for cow’s milk, the ________________ Center will not be able to provide this alternative.  Student’s families may bring soy milk for their child under these conditions:
1. Only a one week supply of product will be stored at the ____________

Center.  Any left over product will returned to family or discarded at the end of the week.

2. The product must be in its original container and commercially sealed.
3. Please label the container with your child’s name.

The ________________ Center will provide water and or ____% fruit juice for those children’s families who submit a physician’s note for their child’s milk intolerance.

_______________________________________________


______________________

Parent / Guardian Signature





Date

_________________________________________


___________________

Center Administrator Signature





Date

