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Housing/Meal Plan Modification Application

Part I: Questionnaire

Name ______________________________________ MaineStreet ID______________________
Campus Address  ________________________________________________________________________



   Residence Hall


Room #



Phone #
Cell Phone Number ____________________________   Date of Birth ______________________________

Parent/Guardian Address  __________________________________________________________________
   __________________________________________________________________

Parent/Guardian Phone #  ___________________________         Number of credits completed  _______

Number or semesters living on campus (please circle)
1     2     3     4     5   or more     

Number of semesters on meal plan (please circle)   
1     2     3     4     5   or more


Class Standing  ___1st Year     ___2nd Year     ___3rd Year     ___4th Year     ___Grad     ___Other (specify)

Housing Requested

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
Dining

Current Plan: 

Meal Plans






(   Black Bear (480) Plan


(   Senior Plan
(   Gold Bear (360) Plan


(   Graduate Plan 
(   Silver Bear (260) Plan


(   No Meal Plan
Requested Plan:

(   Black Bear (480) Plan


(   Senior Plan

(   Gold Bear (360) Plan


(   Graduate Plan


(   Silver Bear (260) Plan


(   No Meal Plan

(   No change from current plan


(   Other



Part II: Personal Statement

Please attach a written essay detailing why you are requesting a housing or meal plan modification.  You must be clear in your statement regarding how you will provide your own meals if not eating in the dining facilities.

PART III:  Documentation
Please explain the reason(s) you are applying for a housing and/or meal plan modification, and supply the appropriate documentation (see explanation below).

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









      

MEDICAL / PSYCHIATRIC

1. “Release of Information & Documentation of Medical Need” form, including presenting diagnosis and limitations as they relate to the request, must be completed by an M.D. or other qualified medical provider with expertise in the area of concern.  Chiropractor, Physical Therapist, Massage Therapist are examples of what would not be considered acceptable for the purposes of this documentation.  

2. If the request is for a meal plan modification or exemption, you must submit a physician or dietitian-prescribed diet that you need to follow for your medical condition.  This must include a sample menu for meals/snacks, foods you are to avoid, and foods you can eat.
3. Submit all medical documentation to the appropriate individual:

HOUSING MODIFICATION REQUESTS, MEDICAL
Ann Smith

Director of Disability Support Services

123 East Annex

University of Maine

Orono, ME 04469

Phone: (207) 581-2319

Fax: (207) 581-4252

TTY: (207) 581-2325
Ann.Smith@umit.maine.edu
MEAL PLAN MODIFICATION REQUESTS, MEDICAL

Glenn Taylor
Director of Culinary Services
University of Maine

5734 Hilltop Commons, Suite 101

Orono, ME 04469-5734

Phone: (207) 581-4580

Fax: (207) 581-4714

Glenn.Taylor@umit.maine.edu
I have read the policy and application completely and understand the procedures.  I understand that review of these application materials and medical documentation will be reviewed by appropriate personnel and may necessitate review by a Clinical Advisory Board.

_______________________________________________
       ____________________________

Your Signature



            Today’s Date 

If your application includes medical or otherwise sensitive information, please put it in a sealed envelope and write “CONFIDENTIAL” on the front.

It is recommended that you make a copy of this application and keep it for your files.

If you have further questions, please contact Ann Smith, Director of Disability Support Services, at (207) 581-2319.

------------------------------------------------------------------------------------------------------------------------
FOR OFFICE USE ONLY

Date Application Received _______________________   Review Date_______________________

Reviewed By _____________________________________________________________________

Action Taken_____________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________​________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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