Board Waiver Form
Board Waiver Procedure

1. Student may request a board waiver based on documented food-related medical condition.
2. Returning students should submit the form and related documentation to Business and Support Services at the end of the spring semester for the following academic year. New students must return this form no later than two (2) weeks prior to the start of the semester. Documentation must include a physician’s letter stating that the student has a specific food-related medical condition. 
3. A committee consisting of a representative from Business and Support Services, Health Services, and Food Service will review each waiver. 
4. A written decision from Business and Support Services will be forwarded to the student. 
5. Students wishing to challenge a waiver denial may do so by obtaining an appeal form from the Business and Support Services within five (5) business days. 
6. The Executive Director of Business and Support Services will have the responsibility of making a final decision. 
7. A board waiver is good for only one (1) academic year. 
8. [bookmark: _GoBack]For use of kitchen facilities, contact Residence Life. The fee is $100 per semester. The approval of a board waiver does not guarantee kitchen privileges. Kitchen privileges are granted by Campus Life based on availability. 
Student Name:________________________		____			_  ID#__	_  __________ 
Date:____________ Email:_____							          ___________________ 
Gallaudet PO Box #_____		____Dorm:_____		__________ Room #___		  _____
Reason for request (Be specific): ___________                         ______________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________												        __
                           
I,___________________________, give my permission for the Committee to contact my physician in order to verify the above information. (Please provide supporting documentation from your physician to attach to this form.)
Physician Information:
Physician’s Name:_________________________		_________ Phone #_____________	_______


