University of Arkansas at Little Rock | Disability Resource Center

	Meal Plan Exemption Physician Form

Name of patient/student: _____________________________

Please be detailed and specific in responding to each item as this will assist in evaluating this student’s request for a UALR meal plan exemption.

1.  Describe the exact nature of the medical condition(s) that would prevent this student from eating in the UALR cafeteria/food court.




2.  Provide the history of the specific medical condition, including date the problem was diagnosed, number of visits related to this condition, treatments and date of last visit.




3.  How would this medical condition be adversely affected by this student eating in the UALR cafeteria/food court?




4. How will NOT eating in the UALR cafeteria/food court help to alleviate adverse effects of this condition?




5.  What special diet is required because of this medical condition?  Please include a definitive listing of foods that must be avoided.





I certify that the above information is true and accurate.

Name of Physician  ________________________  Signature of Physician  __________________  Date  __________

[bookmark: _GoBack]Telephone  _____________ Fax____________   Address  _______________________________________________




Thank you for your assistance with this request.  Please scan and email to drc@ualr.edu (preferred); fax to 501.569.8058, or mail to UALR Disability Resource Center | 2801 South University Avenue, DSC 103 | Little Rock AR  72204
