
F-0014 (Rev 08/11) Sample 

                                        MODIFIED DIET 
 

Arrangements shall be made between the provider and parent for a child’s modified diet when 
prescribed by a physician. The physician’s order and a copy of the diet and sample meal plan for the 
modified diet shall be in the child’s record. (Licensing Regulations Governing Pinellas County Family 
Child Care Homes VI.A). 
 
If a child cannot follow the meal pattern requirements, the following information must be on file in the 
Family Day Care Home. 
 
Child’s Name _______________________________________________________________ 
 
Date of Birth _____________________ 
 
This child should be served _____________________________________________________ 
Instead of ___________________________________________________________________ 
Because ____________________________________________________________________ 
 
__________________________________________ _________________________________ 
 (Signature of Health Care Provider)          (Date) 
 
_________________________________________ _________________________________ 
 (Signature of Caregiver)           (Date) 
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