
STUDENT NAME: ________________________________     DOB ____________   
School: ___________________________________________    Grade/Teacher: ___________________ 
Student Diagnosis: 
Medical Provider to complete: 
Is the student considered safe at school for oral nutrition/hydration?  NO  YES 
 Risk of Aspiration: High  Moderate  Low 
 Prognosis for Independent Oral Feeding: Good Fair    
 A videofluoroscopic swallow study was completed:  NO

None 
Guarded    Poor 
YES, Date:___________ 

Prescribed Diet:  PLEASE INDICATE SOLID & LIQUID DIET BELOW
FOOD TEXTURE 

      N   NPO – No food/liquid by mouth            Gastostomy Tube  (see G-tube order) 

  Level 1: Dysphagia Pureed - Moderate to Severe Dysphagia 

Diet consists of pureed, homogenous, and cohesive foods. Foods should be “pudding like.” Excludes food 
that requires bolus formation, controlled manipulation, or chewing. 

 Level 2: Dysphagia Mechanically Altered - Mild to Moderate Oral and/or Pharyngeal Dysphagia 

Diet consists of all foods from Level 1, plus foods that are moist, soft-textured, and easily formed into a bolus. Pieces 
can be no larger than one-quarter inch. This is a transition level from pureed texture to more solid foods and some 
ability to chew is required. The ability to tolerate mixed textures at this level is individualized. 

 Level 3: Dysphagia Advanced - Mild Dysphagia 

Diet consists of most textures except very hard, sticky, or crunchy foods. Foods should still be moist and 
in “bite-size” pieces at the oral phase of the swallow, more chewing ability is required. 

 Level 4: Regular Diet: ALL FOODS ALLOWED, AS TOLERATED 

LIQUID TEXTURE 

□ Thin No alterations and/or restrictions at this time 
□ Nectar-like Slightly thicker than water; the consistency of un-set gelatin 
□ Honey-like A liquid with the consistency of honey 
□ Spoon-thick A liquid with the consistency of pudding 

I request and authorize that the above named student be provided a diet as described above for the remainder of the 
current school year or for the period commencing                           /      /20        through           /      /20        (not  to exceed 
current school year).  Order must be renewed annually. 

________________________          _________________________________________ 
Medical Provider’s signature   Date of signature 
_________________________________________  
Printed Name   

      __________________
Phone          

    _______________________
 Fax 

MEDICAL FORM: DYSPHAGIA PLAN
 (HEALTH PLAN/MEDICAL 504) 
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School Year: _______ -  ______ 
Place student's 

picture here



 PARENT/GUARDIAN Contact Information: 

 Name: ______________________________     Phone: ____________________________________________
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School Year: _______ -  ______
MEDICAL FORM: DYSPHAGIA

EMERGENCY CONTACTS (if unable to reach parent/guardian) 

Name: _____________________________ Relationship:_______________  PH: ________________________ 

Name: _____________________________ Relationship:_______________  PH: _________________________ 

• I understand that a 504 meeting with the school nurse must occur. I request to have this meeting:
(please intitial one)       _____ via telephone     OR        _____ in person, at my child's school

 [Office Use Only: Date of 504 Mtg ___/___/___]

This section to be completed by the child's Parent/Guardian 

 Parent/Guardian Signature: ____________________________________________         Date: ___________________ 

• I certify that I have legal authority to consent to medical treatment for the student named above,
including the administration of medication at school. I consent for my child to be evaluated for a health 
care plan/medical 504 plan. I have received a copy of the Notice of Parent/Student Rights under Section 
504 (Form 504-1). I agree with this health care plan/medical 504, consent for the placement outlined, 
and request designated school personnel to follow this plan as it is written. I understand that if I disagree 
with this plan, I have the right to request a hearing by filing a written request using the 504-7 form. I 
understand that this health care plan/medical 504, including the medical treatment/medication orders 
provided, must be renewed and reviewed annually. I understand that my child will be reevaluated every 
three years to determine if my child continues to qualify for a school health care plan/medical 504. 
• I give health services staff permission to communicate with the LHCP’s office about any medical
treatment/medication orders that I provide to the school, in accordance with HIPPA/FERPA regulations. I 
understand that the school may share this care plan with emergency responders if student requires 
emergency services.  
• I give permission for school staff to support my child's nutritional needs as outlined by the health care
provider on this oral intake order. I give my permissin for the exchange of information between the 
health care provider authorizing this oral intake order and the school nurse regarding this care plan. 
• My signature indicates my understanding that the school accepts no liability for untoward reaction
when the order is followed in accordance with the physician’s directions. This authorization is good for 
the current school year only. Any change in the order must be handled as a new order, with a new form 
completed by both parent and health care provider. I am the parent or the legal guardian of the child 
named. 

PARENT/GUARDIAN PERMISSION & CONSENT FOR 504 HEALTH CARE PLAN:

School Nurse Signature: ________________________________________     Date: _________________ 

 Name: ______________________________     Phone: ____________________________________________



RICHLAND SCHOOL DISTRICT NOTICE OF PARENT/STUDENT RIGHTS
   UNDER SECTION 504

(Form 504-1)

The Rehabilitation Act of 1973 (“Act”), commonly referred to as “Section 504,” is a non- discrimination 
statute enacted by the United States Congress. The purpose of the Act is to prohibit discrimination and to 
assure that disabled students have educational opportunities and benefits equal to those provided to non-
disabled students.

This is a notice of your rights under Section 504. This document is not intended to address the rights 
afforded under the Individuals with Disabilities Education Act (“IDEA”) that applies to students eligible for 
special education services. The Office of the Superintendent of Public Instruction's (“OSPI”) Notice of 
Special Education Procedural Safeguards for Students and Their Families is available through the District’s 
Special Education Department and sets out the rights assured by the IDEA. It is the purpose of this notice 
to set out the rights assured by Section 504 to those disabled students who have a physical or mental 
impairment that substantially limits one or more major life activity who do not qualify under the IDEA.

Federal laws and regulations provide parent(s)/guardian(s) and students with the following rights:

1. You have the right to be informed by the District of your rights under Section 504 (the purpose of
this notice is to advise you of those rights).

2. You have the right to have your child participate in and benefit from the District’s education
program without discrimination based on disability.

3. You have the right to receive notice before the District takes any action regarding the identification,
evaluation, and/or placement of your child.

4. Your child has a right to an evaluation prior to an initial Section 504 placement and any subsequent
significant change in placement. You have the right to refuse consent for the initial evaluation and
initial placement of your child.

5. You have the right to have your child receive a free appropriate public education (“FAPE”). This
includes your child’s right to be educated with non-disabled students to the maximum extent
appropriate. It also includes the right to have the District provide related aids and/or services to
allow your child an equal opportunity to participate in school activities, educational, and/or related
aids and services provided to your child without cost except for those fees imposed on the
parent(s)/guardian(s) of non-disabled children.

6. Your child has a right to facilities, services, and/or activities that are comparable to those provided
for non-disabled students.

7. You have the right to have evaluation, educational, and/or placement decisions for your child based
upon information from a variety of sources, by a group of persons who know your child, your
child’s evaluation data, and/or placement options.

8. You have the right to have your child be provided an equal opportunity to participate in non-
 academic and extracurricular activities offered by the District.



9. You have the right to examine your child’s education records and obtain a copy of such records. You
also have the right to receive a response to reasonable requests for explanations and
interpretations of your child’s education records.

10. You have the right to request the District to amend your child’s education records if you believe
that they are inaccurate, misleading, and/or otherwise in violation of the privacy rights of your
child. If the District refuses this request, you have the right to challenge such refusal under the
Family Educational Rights and Privacy Act (“FERPA”).

11. You have the right to request mediation or an impartial hearing with respect to the District’s actions
regarding your child’s identification, evaluation, and/or educational placement with opportunity
for parental participation in the hearing and representation by an attorney.

12. If you wish to challenge the actions of the District in regard to your child’s identification, evaluation,
and/or education placement, you should file a written request for a hearing with Mike Hansen,
Student Section 504 Program Coordinator, 615 Snow Ave, Richland, Washington 99352; email to:
mike.hansen@rsd.edu using the Request for a Hearing (Form 504-2). A hearing will be scheduled
before an impartial hearing officer and you will be notified in writing of the date, time, and place of
the hearing.

13. If you disagree with the decision of the impartial hearing officer, you have a right to review that
decision by a court of competent jurisdiction. If you prevail in a civil rights action against the
District, you have the right to seek the payment of reasonable attorney’s fees through the court.

14. You have the right to file a local grievance or complaint with the U.S. Department of Education's
Office for Civil Rights or file a complaint in federal court. The address of the Regional Office that
covers Richland:

U.S. Department of Education Office of Civil Rights
915 Second Avenue, Room 3310
Seattle, Washington 98174-1099
Phone: (206) 607-1600
Website: www.ed.gov/OCR
Email Address: OCR.seattle@ed.gov
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