Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingtiistica. Llame al 1-978-544-2542; 8 (TTY: 1-800-877-8339).

Vietnamese

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd trg ngon nglt mién phi danh cho ban. Goi
s 1-978-544-2542; 8 (TTY: 1-800-877- 8339).

Mandarin Chinese

EE  mREERAREIX, SULUGRERESESEYRE., FHE 1-978-544-2542: 8
(TTY : 1-800-877-8339)

Portuguese

ATENGAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue
para 1-978-544-2542; 8 (TTY: 1-800-877-8339).

Russian

BHUMAHUE: Eciu BEI FOBOPHTE HA PYCCKOM S3BIKE, TO BAM JOCTYITHB! OECTLIATHEIE YCIIyTH
nepeBozia.3souute 1-978-544-2542; 8 (reneraitm: 1-800-877-8339).

Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele
1-978-544-2542; 8 (TTY: 1-800-877-8339).

Urdu
e Ol
21 8;2542-544-978-1 uuumauuuhuusujmusuchﬂéuiysuu:.\_g.ajaj n_ﬁ‘)gl
018 78 858 iy gl LS IS (TTY: 1-800-877-8339)-

Khmer
Manigl

WEWRGHSH N A Lumsmnﬁsmm Manignun g S SwMm e
ﬁﬁﬁﬁfiﬁﬁmshJLmUHﬁﬂ S smmﬁﬁmummmmmummHJ

ANrMI RS ﬁ‘II:IQLHtﬁT,u (U GGHJILULG‘I NS SNGIRGS

tmmﬁﬁﬁﬁim&mﬁﬁ wiigiunis 1.978-544-2542; 8 (TTY: 1-800-877- $339)
gsumms*lﬁ‘l SHAEUIIURHNY

On-Demand Interpretation services provided by:

BAYSTATE INTERPRETERS, INC.
(978) 632-1662

www.baystateinterpreters.com

This institution is an equal opportunity provider.




It Speak Statements

=

L]

Uné flas sheip {Albanian)
WA hS 1200+ (Amharic)

g alh QAL QIS UM 1y s

Bu Jununud Bl hujbpkh (Armenian)
afy I &8 (Bengali)

1a govorim bosanski jezik (Bosnian)

{Burmese)
Hel P X (Chinese Simplified)
FMR P I (Chinese Traditional)

|| }a govorim hrvatski. {Croatian)

Pt o Gt bl Gl A aalois!
{Farsi)

le parle frangais. (French)

e parle le Frangais haitien

{French Creole)

Mikdw eAAnvaxda. (Greek)

& AYwndl dig © (Gujarati)
Mwen pale Kreybl. (Haitian Creole)
R Sl {Hindi)

Kuv hais lus hmoob. (Hmong)

Ana m a sy igho (igho)

Parlo italiano {italian)

£.13 BAEE4 35 L £ 1 (apanese)
Mi chat Jamiekan langwiij
{famaican Crecle)

yict ool B (Karen)
GRanmmerBo¥es 1y ey

wele} vadoli: |Fojind
(Korean)
ARG 02 53598 o 345 (rurdish)

N a po Kle Win. {Kru)
S35 WmRm0. (Lao)

Yie gorngv Mienh waac. (Mien)

H ATl ATY (Nepali)

Mdawig po polsku. (Polish)

Eu falo Portugés. {Portuguese)

& mpbwar el (Punjabi)

Cunosc limba Romana. [Romanian)
A rogopio no-pycern. (Russian)
Oute tautala faaSamoa. {Samoan)
Govorim srpski. {Serbian)

Waxaan ku hadiaa Somaii. (Somali)

Yo hablo espafiol. {Spanish)

{Sudanese}

Marunong po akong magsalita ng
Tagalog. (Tagalog]
i“h\{"gn n’m’lmm,

Nt ICT BHLA AR, (Tigringa)

A POIMOBARAID YHPAIHCHLROMD.
{Ukrainian)

ot e By 3 e tiyedy)
Tédi ndi tifng Vidt. (Vietnamess)
TR TV U (Yiddish)

Mo gbo Yoruba {Yoruba)

USDA i an equal opportunity provider and employer.
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Meal Modification Request Form

Child/Participant Name School/Organization

What Food(s} Should be Avoided: Recommended Substitutions:

Brief Explanation of How Exposure to the Food(s) and/or Disability Affacts the Participant:

Are There Any Other Modifications to the Meal Needed (including texture modifications)?

Infants (0-12 months): What formula is medically required for infant in lieu of standard Iron Fortified Infant Formula? {Please provide name/brand)

Signature of Parent/Guardian Printed Name Date
Signature of Medical Authority Printed Name Date
%

This is form contains the information required to process a meol modification request. Any document signed by a authorized medical authority in

Massachusetts stating: What foods to avoid, recommended substitutions and o brief explanation of how exposure to the food effects the person can be used
in place of this specific form.

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and palicies, this institution is prohibited from

discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for
prior civil rights activity.

Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to
abtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be
obtained online at: https://www.usda.gov/sites/default/files/documents/ad-3027.pdf, from any USDA office, by calling (866) 632-9992, ar by writing a letter
addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory
action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed
AD-3027 form or letter must be submitted to USDA by:

1. mail:
U.5. Department of Agriculture
Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or

2, fax:
(833} 256-1665 or (202) 690-7442: or
3.  emaik

program.intake @ usda.gov

This institution is an equal opportunity provider.




