Parental Request For Non-Dairy Milk OR To Supply Approvable Milk
Any parent who requests a non-dairy milk substitution or requests to provide another approvable milk will complete this form.
1.

2.
(PRINT) Center/

Provider Name

3.
(PRINT)

Name of Child

4.
Parent Signature

Non-Dairy Milk Substitution Information:

Soy Milk

Product must be nutritionally equivalent to milk and meet the nutritional standards
for fortification of calcium, protein, vitamin A, vitamin D and other nutrients to levels
found in cow's milk.
Below are the standards any product must meet. Call if you need help making determinations.

5.
or
6.

Per 8 ounce serving:
Calcium

> = 28% Magnesium > = 6%

Protein

> =

Vitamin A

Date

Vitamin D

> = 25%

8 g. Phosphorus > = 22% Riboflavin

> = 26%

Parent will supply Soy
Milk.
Childcare will supply
Soy Milk.

7. Reason for Soy Milk
request (such as vegan or
dairy allergy):

> = 10% Potassium > = 10% Vitamin B12 > = 18%

Creditable choices below. Products may change; always check this chart.
Flavored Products Shown Below Can Only Be Served To Children who are 6 and older.

8. Product Name From Those
Listed:

or
Other Approvable Milk
9.

Parent requests to
supply approvable milk
product (such Organic
Milk or Lactose Free
Milk).

10. Type of product:

Keep a copy on file and send one to us.

Center Name
_____________________

Child and Adult Care Food Program (CACFP)
Home Provider Name
Medical Statement for CACFP Participants
_____________________
Requiring Meal Modifications

Dear Parent/Guardian:
This institution/sponsor participates in the Child and Adult Care Food Program (CACFP) and must serve meals and snacks
meeting the CACFP requirements. If a participant has a documented disability that restricts his/her diet, the
institution/sponsor is required to provide substitutions as identified by a Licensed Physician. If a participant has a
documented medical condition that restricts his/her diet, institution/sponsor must have a medical statement from a Licensed
Physician or Recognized Medical Authority (Physician’s Assistant or Nurse Practitioner), the institution/sponsor at their
discretion may provide the substitution. Please have your Physician or Recognized Medical Authority complete and sign
this form. Return the completed form to this institution/sponsor.

Participant Information
1. Name:

2. DOB:

Disability or Medical Condition
3. The participant has a disability which restricts his/her diet:

 Yes

 No

 Yes

 No

If yes is checked, complete numbers 5 – 9 and sign on line 13

4. The participant has a medical condition that restricts his/her diet:
If yes is checked, complete numbers 5, 8-9 and sign on line 14

5. What is the disability/medical condition requiring modification of meals?
6. Explain why disability restricts participant’s diet:

7.




Major life activity affected by disability: (Check all that apply)
caring for one’s self  performing manual tasks  seeing  hearing
 eating
sleeping  walking
 standing
 lifting
 bending
 speaking
 breathing
learning
 reading
 concentrating  thinking  communicating  working
Major bodily functions affected by disability: (Check all that apply)
 functions of the immune system  normal cell growth  digestive  bowel  bladder
 neurological  brain  respiratory  circulatory  endocrine  reproductive functions
Substitutions
8. Identify Foods to Omit from Diet:
9. Identify Foods that may be Substituted in
Diet:

Other Special Dietary Needs
10. The participant requires caloric modifications:
11. If yes, provide the caloric modification: ____________ calories per day
12. Other therapeutic diets (please explain):

 Yes

For a participant with a disability (If number 3 is checked yes, this form must be signed by a physician)
13.Signature of Physician:
Date:

For a participant with a medical condition
14. Signature of Recognized Medical Authority:

CACFP Medical Statement
9/16

Instructions are on the reverse side
This Institution is an Equal Opportunity Employer

Date:

 No

Instructions for Completing the
Medical Statement for CACFP Participants
Requiring Meal Modifications
Participant Information:
1. Provide the name of the participant who needs the modified meal.
2. Provide the date of birth of the participant.
Disability (formerly known as Handicapped Participant) or Medical Condition
7 CFR Subtitle A, Section 15b.3(i) Definitions:
3. The participant has a disability which restricts his/her diet: Check one. If yes is checked,
complete numbers 5 through 9.
(i)
A person with a “disability” means any person who has a “physical or mental impairment
which substantially limits one or more major life activities of such individual; has a record of
such impairment or is regarded as having such an impairment.”
(ii)
The Americans with Disabilities Act Amendments Act (ADAAA) broadened the list of “Major
Life Activities” for purposes of identifying individuals with disabilities and added a new
category called “Major Bodily Functions.” As amended by the ADAAA, Major Life Activities
now also include Major Bodily Functions.
4. The participant has a medical condition that restricts the participant’s diet: Check yes or no.
If yes is checked, complete numbers 5 and 8 through 9.
5. Briefly describe the disability or medical condition that necessitates the meal modification.
6. If the condition is a disability, explain why disability restricts participant’s diet.
7. If the condition is a disability, indicate which major life activity is affected by disability. Major life
activities include, but are not limited to caring for oneself, performing manual tasks, seeing,
hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning,
reading, concentrating, thinking, communicating, and working. Check all major life activities that
are affected by the disability. If the medical condition is not a disability leave this section blank.
Substitutions:
8. List the foods that must not be served to this participant.
9. For each food that must be omitted from the participant’s diet list an alternate substitute that the
participant is able to consume.
Other Special Dietary Needs:
10. Indicate whether the meal modification requires a caloric adjustment.
11. Indicate the type of caloric modification needed for the participant.
12. If the meal modification relates to a therapeutic diet or texture modification, please explain.
Health Care Provider Information:
13. If the meal modification is for a person with a disability, the institution/sponsor is required to make
the modification and the form must be signed and dated by a physician.
14. If this meal modification is due to a medical condition not constituting a disability, the
institution/sponsor is encouraged to make the substitution and the form must be signed and
dated by a Recognized Medical Authority. (Physician, Physician Assistant, Nurse Practitioner)

North Carolina Department of Health and Human Services
Division of Public Health
Women’s & Children’s Health Section
Nutrition Services Branch
Child and Adult Care Food Program

Provision of Breastmilk or Infant Formula and Solid Foods

Institution/Facility Name:______________________________________________
Please select from the following choice(s):

I will breastfeed my infant on-site and/or provide expressed breastmilk.
The Child and Adult Care Food Program (CACFP) encourages and supports breastfeeding. The American Academy of Pediatrics
(AAP) recommends exclusively breastfeeding and/or provision of expressed breastmilk for six months; and continued
breastfeeding after six months with the introduction of solid foods until at least one year. There is no age limit on
breastfeeding or provision of expressed breastmilk. Mothers and infants/children may continue to breastfeed as long as
mutually desirable. The North Carolina CACFP aims to help families meet their breastfeeding goals. For breastfeeding
support, contact your county’s Women, Infant, and Children (WIC) agency or visit www.zipmilk.org to find local
breastfeeding resources.

I will accept the iron-fortified formula provided by the institution/facility.
The facility offers:
Enter the name of the Iron-Fortified Infant Formula Provided by this institution/facility

I give permission for this institution/facility to prepare my infant’s formula. When breastmilk is not available, infants must
receive iron-fortified formula until 12 months of age. It is the parent’s or guardian’s choice to accept the formula provided
by the institution/facility or provide an alternative formula.
NOTE: Infants receiving formula through the WIC Program are also eligible to receive formula from this center or day care home

I decline the iron-fortified formula provided by the institution/facility
I will provide my infant with the following formula:
NOTE: If providing formula, it must be iron-fortified. If the formula provided is a special formula, a medical statement will be requested.

When my infant is developmentally ready to accept solid foods and is around 6 months of age. I
want the institution/facility to provide solid food(s) allowed under 7 § C.F.R. 226.20 (b) and policy
memo 17-01.

It is important to delay the introduction of solid foods until around 6 months of age as most infants
are not developmentally ready to safely consume them. There is no single, direct signal to determine
when an infant is developmentally ready to accept solid foods. An infant’s readiness depends on his or
her unique rate of development. Centers and day care homes should be in constant communication
with parents/guardians about when and what solid foods should be served while the infants are in their
care. The AAP provides the following guidance to help determine if your infant is ready for solid foods.
Check below to show your agreement and understanding:
When my infant can sit in a high chair, feeding seat, or infant seat with good head control.
When my infant is watching me and others eat, reaching for food, and seems eager to be fed.
When my infant can move food from a spoon into the throat and does not push it out of the mouth and/or
dribbles onto his or her chin.
When my infant has doubled his or her birth weight and weighs around 13 pounds or more.

Infant’s Name:
Infant’s Date of Birth:
Parent/Guardian Signature:

/

/
Date:
/

/

NOTE TO PARENTS: When a parent or guardian chooses to provide breastmilk (expressed breastmilk or breastfeed on-site) or a creditable infant formula
and the infant is consuming solid foods, the center or day care home must supply all other required meal components for the meal to be reimbursable.
NOTE TO INSTITUTION/FACILITY: This document is required for all enrolled infants.

SNP Provision of Breastmilk or Infant Formula and Infant Solids

