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HEALTH CARE PROVIDER DOCUMENTATION FORM 
FOR EAST TENNESSEE STATE UNIVERSITY MEAL PLAN ACCOMMODATION REQUESTS 

Dear Health Care Provider,

All East Tennessee State University students in on campus housing are required to purchase a meal plan as part of their residential experience. East Tennessee State University is committed to the full participation of students with disabilities in all aspects of university life including the dining experience. Occasionally, however, as a result of a documented disability a student may have special dietary needs or dietary restrictions that require special meal plan accommodations. This form is to be used by the student’s health care professional to document the medical need for a meal plan accommodation. 

If you have any questions about the accommodation process you may contact Disability Services at 423-439-8346.

[bookmark: _GoBack]THIS FORM IS TO BE COMPLETED BY THE HEALTH CARE PROVIDER AND RETURNED DIRECTLY TO DISABILITY SERVICES:

Disability Services, East Tennessee State University, P.O. Box 70605, Johnson City TN 37614 / Fax: 423-439-8489


Student’s name: ______________________________________ 		 DOB: ________________                            
                                                                                                                                                                                             
Provider name: _______________________________________                 Identification number:_______________________

Provider’s address: ____________________________________________________________________________________            

Are you the primary care physician for this individual at this time?	Yes		No
How long have you been treating this individual? ____________________________
Date of last visit: _______________________________      Frequency of visits: ______________________		

A person with a disability is defined under the American with Disabilities Act as a person with a physical or mental impairment that substantially limits one or more major life activities; a record of such impairment; or being regarded as having an impairment. Examples of major life activities include but are not limited to caring for oneself, seeing, hearing, eating, sleeping, walking, speaking, breathing, communicating, and the operation of major bodily functions including but not limited to, functions of the immune system, normal cell growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions.

Based on the above definition, does this individual have a disability:	Yes     _____	No     _____

If yes, please state the student’s disability or impairment including the appropriate diagnostic code:

	Diagnosis
	Date of Onset
	Expected Duration:
Permanent, Temporary, Remitting/Relapsing
	Prognosis: Progressive,
Stable, Guarded

	
	
	
	

	
	
	
	

	
	
	
	





Diagnosis made by you? __________________________ If not, by whom: ____________________________


Has this student been hospitalized or treated for the above condition in the past year?	Yes		No


Please state the diagnostic evaluations that led to the diagnosis and attach documentation of the evaluations as possible:  ____________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Describe the symptoms and functional limitations of the student’s disability and how participating in the required university’s meal plan for residential students is expected to impact the student’s disability:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please state the specific adjustment to the meal plan you recommend as medically necessary (e.g., Low sodium diet, low fiber diet, mechanically altered diet, identify the foods not well tolerated or those that must be avoided, reduction in the required level of plan or exemption from the required plan):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please state how the recommended adjustment to the meal plan will impact the student’s disability:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please use this additional space to provide any other information you believe will be helpful to us in assisting this student with regard to the required meal plan:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











I understand the information provided on this form will become
part of the student record subject to the federal Family 
Education Rights and Privacy Act of 1974 and may be released 
to the student at their written request.


Health Care Professional’s signature:		


Signature:  _________________________________________________	                                                                                                                                 


Date: ______________________________
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