Child and Adult Care Food Program

Parent/Guardian Request for Altered Portions
Child’s Name______________________________________________________

Parent/Guardian’s Name____________________________________________
Name of Care Provider/Facility_____Eastern Oregon Head Start_____________

Condition that requires child to have altered food portions __________________

________________________________________________________________

Recommendations for substitution by Parent/Guardian:

     _______________
__________________________________________

________________________________________________________________

________________________________________________________________

I certify that the above named child requires altered food portions as described:

________________________________________________________________
Parent/Guardian Signature






Date

 “This Institution is equal opportunity provider.”
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