Savannah State University Office of Auxiliary Services

Physician Statement for Meal Plan Medical Reduction/Exemption

Box 20357, 3219 College Street, Savannah, GA 31404 – (912) 356-2771
Dear Doctor,

At Savannah State University, all students who live on-campus are required by contract to purchase a meal plan.  One of our students has indicated that she/he is not able to eat the full number of meals on the meal plan (freshmen – 20 meals a week; upperclass 14 meals a week).  Our policies require that students requesting a meal plan reduction or exemption for medical or dietary reasons provide information from their physician (M.D. or D.O.) relating to their inability to be on the plan.
We would appreciate your providing the requested information below so that we may evaluate whether the special dietary needs of the student can be accommodated in our dining hall.  For your information, meals in the dining hall are on an “all-you-care-to-eat” basis and include a large salad bar, vegetarian entrees, hot food choices (meat, starch, vegetables), a “wok” station with stir-fried vegetables and/or meat, and a “menu-tainment” area which offers such selections as baked potatoes or hand-tossed salads.  
By signing below, the student has agreed that you may provide us with the information we need to evaluate this request.
______________________________________

___________________
________________

Student’s Printed Name




Student’s Signature

_________________________

___________________________

Student ID Number


Date

-----------------------------------------------------------------------------------------------------------------------------------------
I certify that the student named above has the following diagnosis related to his/her inability to be on a full resident meal plan:  ______________________________________________________________

This condition requires that the student only eat the following types of food: _____________________ _____________________________________________________________​​​​​​​​​​​_______________________

This condition is expected to end:  _______________________________

Please provide any other information that would assist our Food Services Director in evaluating whether this student can have a reduced or exempted meal plan: ______________________________________
____________________________________________________________________________________

________________________________      ______________________________________   __________

Physician’s Name and med. Degree
    Physician’s Signature                        

     Date

__________________________________________________________   _________________________

Address








Phone

-----------------------------------------------------------------------------------------------------------------------------------------

Food Service Director decision:  ___ reduce meal plan  ___ exempt meal plan ___ no reduction

_____________________________    __________________________________
       ______________

Food Services Director ‘s Name

Food Services Director’s Signature                   Date

