Date:  ____________________		

Regarding Student(s):  	_____________________________________________
			_____________________________________________
			_____________________________________________

Please choose from the following:
_____ Refund my child (ren) meal account balance to me at the following address:
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____ Transfer my child(ren) meal account balance to:
_______________________________________ Grade ________
_______________________________________ Grade ________
_______________________________________ Grade ________
_______________________________________ Grade ________
______ Donate my child(ren) meal account balance to a shared lunch account for students in need.

(REQUIRED) Printed name of parent/guardian:  _________________________________________
(REQUIRED) Phone number:  _______________________________________________________
(REQUIRED) Signature:  ___________________________________________________________

Please return completed form to be processed.
* Email:  ealexander@stoneschools.org or jparker@stoneschools.org
* Mail:  Stone County School District, Child Nutrition, 214 N. Critz Street, Wiggins, MS  39577
* Or return to your child’s school office

ALL REQUESTS WILL BE PROCESSED & SUBMITTED FOR APPROVAL AT THE NEXT SCHOOL BOARD MEETING.
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