
Long County Board of Education 
P.O. Box 428 

Ludowici, Georgia, 31316 

Phone:  (912) 545-2367     Fax:  (912) 545-2380 

 

Dr. Robert L. Waters        D. Golden, Chairperson 

Superintendent        F. Baggs, Vice-Chairperson 

          L. DeLoach 

          B. Hall 

          E. Strickland 

 

January 12, 2010 

 

Dear Parent/Guardian: 

 

The Long County School Nutrition Program regulations require that meals be offered in the schools meet 

the meal patterns identified in the program regulations.  Food substitutions may be made for medical or 

special dietary needs on a case-by-case basis if supported by a statement signed by a medical authority. A 

recognized medical authority may include physicians, physician assistants, or nurse practitioners. 

 

The attached Authorization for Meal Modification form contains the required information needed to 

accommodate your child.  Please return form to: 

 

Terri Godding 

School Nutrition Director 

Long County Board of Education 

PO Box 428 

Ludowici, GA 31316 

 

Please be sure to sign on the parent/guardian signature line. 

 

Your child’s health is very important to us.  The School Nutrition Program will make every attempt to 

accommodate your child’s dietary needs; however, if your child requires a special dietary item that we do 

not have on the grocery bid, you may need to supply a particular item(s). Parents and students are 

provided a menu that can be viewed daily to make accommodations for the meals from home. 

 

Please fill free to call if you have any questions at 912-545-2367 

 

Sincerely, 

 

 

 

Terri Godding 

School Nutrition Director 



Long County Board of Education 
P.O. Box 428 

Ludowici, Georgia, 31316 

Phone:  (912) 545-2367     Fax:  (912) 545-2380 

 

Dr. Robert L. Waters              D. Golden, Chairperson 

Superintendent                         F. Baggs, Vice-Chairperson 

                                      L. DeLoach 

                                      B. Hall 

                                      E. Strickland 

 

AUTHORIZATION FOR MEAL MODIFICATIONS 

 

 

Student Name ________________________     School _______________________ 

Address _____________________________     Date of Birth __________________ 

City ________________________________     State _____________ Zip ________ 

MEDICAL REASON FOR MODIFICATION _____________________________________ 

Foods to be omitted by the School Nutrition Program: 

__________________        ________________________        __________________ 

__________________        ________________________        __________________ 

__________________        ________________________        __________________ 

Recommended alternate foods: 

__________________        ________________________        __________________ 

__________________        ________________________        __________________ 

 

Are any texture changes necessary for the meal? If so, what are they? ________________ 

Length of time required for dietary modifications: _______________________________ 

 

___________________________                              ___________________________ 

Parent/Guardian Signature                                          Medical Authority Signature 

 

___________________________                              ___________________________ 

Date                           Telephone #                              Address 

 

                                                                                    ___________________________ 

                                                                                     City               State          Zip Code 

 

                                                                                    ___________________________ 

                                                                                    Telephone # 


