Attachment A, DJJ 9.2

** CONFIDENTIAL **
SPECIAL DIET FORM

Facility:

Name: DOB:

The youth named above is to be on the following diet: (check those that apply)

[] Soft Diet/Gastro (nausea, diarrhea)
[] Clear Liquid Diet
[ ] Full Liquid Diet

End date:

(*3 Days Maximum. Must be completed by therapist)
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Wheat/Gluten Free/Celiac

No Concentrated Sweets (diabetic)/Weight Reduction Diet/Low Fat
Lactose Intolerance

Pregnancy Diet (Add Additional Milk)

Vegetarian Diet

Allergy Precautions:

Nothing by mouth after midnight
Mechanical Soft (Chopped Meats, cooked/soft fruits and vegetables)

Finger Foods (handheld and/or drained foods)

Religious Diet:
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Other:

Special instructions:

Signature* Date

*Therapeutic (medical) diets must be signed by a MD, PA or NP.
*Religious diets must be signed by the facility/program Chaplain or the facility Director or
designee.



